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Welcome to the first issue of the year. The breadth of articles
that are included in this issue, and those which are in the
pipeline for future issues, are testament to the dedication and
commitment that our members have to their practice in the
delivery of CBT to those who are in need of support.

Sadly, we recently lost two prominent members of the CBT
community, both of whom will be greatly missed. Professor Bill
Yule was one of our founding members and prominent in the
treatment children and young people who had experienced
trauma, while Dr Hannah Murray was also well respected for her
work in the field of PTSD.

Our Branch and Special Interest Group work is featured in this
issue, and we would encourage you to get involved with your
local Branch, as well as our SIG networks where you can.

Peter Elliott
Managing Editor
peter.elliott@babcp.com
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Simon Blackwell, Jo Daniels, Adam Draper, Sharif El-Leithy, Katy Emerson,
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President’s Message

Dear all,

It is with great sadness to share that we lost two important
members from the world of CBT towards the end of 2023. I
send my condolences to the families and loved ones of Bill
Yule and Hannah Murray. They will be missed. Whenever we
lose one of our own, they leave behind their legacy, which I
believe needs to be passed onto the next generation of
therapists. We thank them for their contributions to CBT.

I ended last year with meeting representatives from our
Branch and Special Interest Group members and started the
year thinking about how we continue to engage and build
relationships with our membership and the public.You can
read reflections from the day and meet the conference and
events team. I am pleased to see the number of CPD events
organised by branches and SIGs increasing. As a membership
organisation, I feel it is important for members to feel they can
contribute towards planning their own CPD events. Please
keep checking the BABCP events page for updates on events.

Once again, this issue of CBT Today provides us access to the
expertise hiding within our membership. The authors have
penned thoughtful pieces to interrogate our thinking about
the foundations and delivery of CBT.

Taf Kunorubwe and Katy Emerson have shared the anxieties
and barriers people experience in delivering workshops. Their
workshop “Train the Trainer” will be helpful to those wishing
to disseminate knowledge, but are unsure of where to begin. I
see the work of this SIG aligning neatly with the aims of the
Board and central team to support Branches and SIGs.

Blue Pike discusses how CBT can be helpful in rehabilitation
services. This helps us to reframe the clinical settings CBT can
be delivered in. Adam Draper writes about the therapeutic
relations and therapist drift in the context of widening
access to diverse communities. Dr Fiona Kennedy and Claire
Willsher share their interview with BABCP CEO Tommy
McIlravey. Here you find out more about Tommy’s work
history (and what he brings to the association) and the
BABCPs position on climate change.

Sally Tribe from WOMGEND has kindly shared her experiences
of Menopause and the impact it had on her. Thank you Sally.

The WOMGEND SIG have led the way on raising awareness
of the impact of Menopause on Mental Health and indeed
other issues affecting women and gender minority groups.
The issue of menopause and mental health started to hit
the headlines long after the SIGs Chair Bea and I spoke
about the topic. This demonstrates the level of expertise we
have within the membership. The SIG also provided input
into the association’s response to NICE’s guidelines on
menopause. Thank you for your contributions.

Professor Stephen Regel’s article on traumatic bereavement
is a stark reminder that the impact of death on people’s
mental health is not something we discuss in our training,
yet it is a lived reality for many. How confident are we
responding to and working with traumatic grief when it
presents itself in our clinical settings? 

Our course accreditation team have written a helpful article
on course accreditation. Unfortunately, there are times
where people sign up and pay for courses that are not
accredited by BABCP. I hope this article offers some
safeguards to those considering a career in CBT.

BABCP’s Senior Clinical Advisor has shared what will
become a regular feature of the magazine to address
ethical dilemma experienced by clinicians. Do share your
thoughts on this!

Finally, in an attempt to get a little closer to the
membership and the wider public, I now have a BABCP 
X/ Twitter account- @BABCP_President. I am trying to
upload videos to provide some insights into my
whereabouts and work, including my visit to the Head
Office in January. Please get in touch with any ideas you
have about how best to use this space! Meanwhile, I look
forward to meeting some of you at CPD events organised
by the Anti-Racism SIG and London branch in March.

Saiqa Naz
BABCP President
president@babcp.com

President’s message

CBT-Mag-Feb24  13/2/24  12:12  Page 3



4 February 2024

for working with moral injury, birth trauma and baby loss, guilt,
and PTSD following ICU treatment. Many were published in the
BABCP’s own journal, the Cognitive Behaviour Therapist.
Hannah’s wealth of written achievements is too lengthy to
reference in full, but links to many papers can be found here:
https://oxcadatresources.com/ptsd-papers.

In addition to her writing, Hannah was involved in producing
many freely available training videos and brief video
illustrations of cognitive therapy that therapists in training and
clinicians worldwide use to refine their PTSD treatment delivery
(see www.oxcadatresources.com). In 2022, in recognition of
distinguished service to the Association and the CBT
community in general, Hannah was awarded an Honorary
Fellowship of the BABCP.

Hannah’s therapeutic skills were a privilege to behold. Many
who worked with or were taught by Hannah comment on the
grace and calm that she brought to every task, alongside a
sparkle in her eye and great sense of humour. Her
determination to continue her important work while facing the
personal challenges of ill health was nothing short of
inspirational. Hannah was an incredible woman and role-model
to many, both in her professional and personal life. Many have
felt her cascading influence and will equally be feeling her loss.
Hannah leaves a powerful legacy that will continue to alleviate
the suffering of those with PTSD for years to come.

There are not enough words here to do Hannah justice, but there is
an online remembrance board for anyone that would like to read
more or contribute memories of Hannah:
https://www.kudoboard.com/boards/82oLbvHY 

Emma Warnock-Parkes, Sharif El-Leithy and the 
OxCADAT team

“Inspirational”,“exceptional”,“graceful”,
“an incredible role model”. These are
just some of the words that have been
used to describe Hannah Murray, who
sadly passed away after a long illness
in December 2023. Hannah was
devoted to improving the way PTSD is
understood and treated. She was an
influential clinical psychologist, CBT

therapist, supervisor, researcher, teacher, writer, and mentor.

Despite her life and career ending too soon, Hannah achieved
an extraordinary amount. She worked at King’s College London
and the Centre for Anxiety Disorders and Trauma, the South
West London and St George’s Traumatic Stress Service and the
Oxford Centre for Anxiety Disorders and Trauma at the
University of Oxford. Hannah worked alongside experts in the
field of PTSD, including Anke Ehlers and David Clark, and made
important contributions to the effective delivery of Cognitive
Therapy for PTSD in clinical practice, including as a digitally-
assisted treatment (iCT-PTSD).

Hannah was passionate about treatment dissemination and a
brilliant writer, well known for her unique ability to translate
complex clinical ideas into clear and accessible guidance for
clinicians. The excellent book Hannah co-wrote with Sharif El-
Leithy in 2022, ‘Working with complexity in PTSD: A cognitive
therapy approach’, received international acclaim
(www.workingwithcomplexity.com). Hannah produced and co-
authored several key clinical guidance papers. These papers
addressed common misconceptions about PTSD treatment and
covered important topics, such as how to deliver treatment
remotely and guidance on utilising often under-used
interventions such as behavioural experiments, surveys, and site
visits. Hannah also worked on papers describing clinical steps

Remembering Hannah Murray

Fellowships
Our Fellowship award nominations are open year-round, and we are always keen to hear
from you. These awards recognise members who have made a significant contribution
to CBT in areas such as clinical service, research, teaching/training and services to BABCP.

Elaine Davies was awarded a Fellowship in 2022. She said:“For years I have watched
names come and go, wondering if they held a golden key to becoming a Fellow. I
thought it was for them, not me. I thought you had to write a book, become a global star,
or have your protocol go through RCT. Mistakenly I thought for a very long time that you
had to have ‚ ‘Dr’ in front of your name, but the application and criteria offers ideas from
other forms of evidence.”

Chair of the Fellowships Committee David Veale says:“Don’t be shy and if you think you
might be eligible, please apply as we want a diverse range of Fellows as possible. A
Fellow must have made a significant contribution to the development of CBT (for
example in teaching, research, clinical service or the BABCP). If you are not sure, compare
your achievements against existing Fellows.”

You can find out more about BABCP Fellowships at babcp.com/awards 
Nominations are open until 31 March.
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news

Monday 8th – Supervision and
Professional Issues

9.30 – 12.45
‘Is it them or is it me?’:

Working with interpersonal processes 
in therapy and supervision

Dr Stirling Moorey, Supervisor and trainer,
retired Consultant Psychiatrist in CBT

1.45 – 5.00
Socratic Dialogue in CBT supervision

Dr Helen Kennerley,
Oxford Cognitive Therapy Centre 

Tuesday 9th – Chairwork and Imagery

9.30 – 12.45
Get out of your head and into the chair:
Bringing CBT to life through chairwork

Dr Matthew Pugh, University College London
& Tobyn Bell, University of Manchester

1.45 – 5.00
Imagery rescripting as a way of

changing negative self-representations
in complex cases

Professor Lusia Stopa,
University of Southampton

Wednesday 10th – Considerations
within Equality, Diversity, and Inclusion 

9.30 – 12.45
Elephant in the therapy room:

Conversations about race, ethnicity,
and culture in Cognitive Behavioural

Therapy Practice.

Taf Kunorubwe, Private practice and Faithful
Odusote, NHS Talking Therapies 

1.45 – 5.00
Developing confidence and 

competence in working with the
LGBTQ+ community 

Natalie Meek and Professor Allán Laville,
University of Reading

Full details of all six workshops are now available at babcp.com/Spring-Workshops-2024

Our 2024 Spring Workshops will be held online from 8 – 10 April with six half-day 
workshops available to attend. The programme will include:

BABCP Spring Workshops

Engagement & Involvement Award
We’re looking for the next recipient of our Engagement & Involvement
Award. Could it be you?

Our 2023 recipient was Dr Thomas Richardson, who, since starting at the
University of Southampton in November 2021, has been involved in many public
engagement events linked to his teaching, research and personal experience of
bipolar. These events are often done jointly with others with lived experience, as
well as third sector, clinical and academic partners. He is a passionate advocate
for CBT and other services for people with bipolar. His personal experience drives
his research, teaching and commitment to public engagement, and he is shaping
services nationally as a result.

You can find out more about the BABCP Engagement & Involvement Award
at babcp.com/awards 

NICE consultation -
Menopause: Diagnosis
and management

Thank you to members who responded to
the call for providing feedback to the
National Institute for Health and Care
Excellence (NICE) consultation on
Menopause: Diagnosis and management.
Along with the Association for Rational
Emotive Behaviour Therapy (AREBT), we
submitted our response to NICE ahead of
the 5 January deadline. The joint
BABCP/AREBT response to this
consultation can be seen at
babcp.com/NICEconsultJan2024 
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December saw representatives from our Branches
and Special Interest Groups (SIGs) meet in person
for the first time since the pandemic.

The meeting in Manchester was attended by staff
members and Trustees, including BABCP president
Saiqa Naz and President Elect Stirling Moorey.

It was great to see so many representatives able to
attend, including those from new SIGs set up in the
past few months. The day was intended to share,
discuss and most importantly listen, with an eye on
the future development for BABCP and its
membership networks. The feedback from the day
showed this was valued and it created an
enthusiasm and renewed sense of purpose and
support

The day focused on motivations, values, vision and
leadership, while creating opportunities to share
experiences, learn and listen about support
needed to ensure that Branches and SIGs were

able to develop in an expanding and increasingly
diverse organisation.

Committee chair Tom Reeves said:“It was fantastic
to meet with Branch and SIG colleagues again in
person after nearly so long. We had a great turn-
out on the day and everyone contributed with
enthusiasm and positivity throughout the meeting.
The day itself was well organised, and I must thank
all the BABCP staff in attendance for this. The
sessions gave us all an opportunity to reflect on
the amazing growth of BABCP, and it also helped
us to think about our roles and challenges as
volunteers within the organisation, and also to
discuss how we can be better supported in this. It
was widely acknowledged by attendees how being
a volunteer was personally and professionally
nurturing. We identified a number of themes and
ideas which we hope to take forward and develop
into a series of actions over the coming 12 months
and beyond.”

Branch and SIG representatives who met in Manchester last December

Your Branches and
Special Interest Groups
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news

Meet our Conference
and Events team
We have a team of staff who support our Branch and 
SIGs, the Liaison Committee meetings, proposed events, as
well as online and in-person workshops and the webinar
programme.

Recently we recruited a Conference and Events Manager;
May Ghaghda. She will be leading on bringing together our
overall events offer, making sure it meets members’ training
needs through linking key themes together. May says about
her role:“I have over 18 years of Conference, Events and
Marketing experience. I have worked for both public and the
private sectors, including several associations, managing
training courses and CPD portfolios.

I am a huge advocate of wellbeing in the workplace - after
years of working within the events sector, I took up yoga and
meditation to help me manage stress and underlying health
conditions. This inspired me to want to teach others about
the mind-body connection. I am looking forward to help
transform the conference and events programme and bring
to life both internally and externally the great work CBT and
evidence based subject areas bring.”

Another great addition to the team is Colette Smith who
joined us in Events Administration. Collete says:“I joined the
BABCP events team in March 2023, and I am delighted to be
a part of it. I have more than 15 years of experience in
coordinating events, and I have previously worked in a
similar role to support CPD provision in the Cheshire region.
It's been a pleasure to work closely with the Branches and
SIGs on their events, as well as planning webinars to ensure
we offer a high-quality and diverse CPD programme for our
members. In my spare time, I enjoy walking and
experimenting with new recipes.”

We are sure many of you may know Ann Nagle who has
been with BABCP since 2010. She said:“A big part of my role
is supporting the dedicated volunteer members of our
Branch and Special Interest Groups (SIG) committees on the
organisation of their in-person and online CPD workshops,
which they generously give up their free time to organise
high quality CPD events for the BABCP members. On a daily
basis the events team liaise with BABCP members, staff,
Branch and SIGs committees, and the speakers at our events,
which is a great part of being on this team.”

The team will be working closely with Branch and SIG
Committee members over the coming weeks, not just on
events provision but on supporting in them in the range of
activities they carry out to support members.

The current list of events can be found on page 13 
of this issue.

Find out more about our Branches and Special Interest
Groups at babcp.com/membership

Abdul Hussein,
Liverpool Branch Chair

“We urge members to join their local branch committees, as well as
take part in their Special Interest Groups to help promote CBT.”

All of our Branches and SIGs are led by a committee of
volunteers; passionate and motivated to ensure that local and
special interests on CBT practices and engagement are met.
These roles create opportunities to develop leadership skills,
drive forward ideas and share practice. Many of the Branches and
SIGs are often looking for people to become involved in their
work, and would welcome new members. It’s the in-person and
online workshops that you will see as part of our events page
which are driven by the Branches and SIGs, proposing ideas for
content which will help enhance CBT practice and skills on key
subject areas. Those who take part in meeting, events and CPD
activities organised through the Branch and SIGs get the
opportunity to network with other BABCP members, share
information on research, current practices, and consider
opportunities to develop CPD provision.

Francesca Waddington,
Manchester Branch Chair

It was exciting to attend a whole day’s meeting with a full
agenda; we were reminded at the start that we had not met face
to face for 4 years. Had it really been that long, I mused on what
had been happening to branches and members in 4 years of
covid wilderness. Certainly, some branches are starting again
after losing all its committee members, with other Branches in
need of support to re-invigorate their committees. As I surveyed
the room, old familiar faces were replaced by new ones, another
opportunity for fresh rhetoric and ideas.

From the start this seemed like a different meeting, there was
more emotion, inclusivity, diverseness, positivity, creativeness and
closeness. It began with Tommy the new CEO. A refreshing
honesty on how communication had suffered over covid. A new
strategy was being prepared, enhanced from the current strategy
written three years ago.

We left feeling energised and hopeful for the future health of
branches, SIGS and BABCP. As a collective, we urge members to
join their local branch committees, as well as their special interest
groups to continue to promote the rich diversity that CBT and
public engagement can offer.
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It will be difficult to imagine BABCP without Bill Yule.
He has been with us as an active member since BABP was
founded and his name is easy to find in the list of 251
founding members in 1972 arranged in alphabetical order -
William Yule.

It was Bill who in 1975, together with Ray Hodgson became
one of the co-editors of the BABP Bulletin which replaced the
original Newsletter. A few years later Bill and Ray gave it a
new title, Behavioural Psychotherapy and a new blue colour
which has remained ever since. This was eventually to
become our official journal Behavioural and Cognitive
Psychotherapy. Bill and Ray were made Honorary Fellows of
BABP in 1984.

In 1981 Bill was elected to the BABP Executive Committee as
our Vice Chair. These were the days before we had a President
and National Executive meetings, which included the officers
and all the branch representatives, took place in the grand
setting of the Court Room at Guy’s Hospital. During Bill’s term
as Chair, he took us through the start of the discussions on
the registration of psychotherapists that were to continue for
many years. He chaired a constitutional change to ensure
representation from a broad range of the professions
practising CBT and he led us through our 10th Anniversary
Year. This was the year during which BABP passed 1,000
members for the first time reaching a record 1,165, and
branches grew to represent 15 regions.

Bill was a regular contributor to BABP/BABCP’s annual
conferences and branch events. He chaired Hans Eysenck’s
keynote on” Behaviour Therapy past and present” at the 10th
Annual Conference at the University of Sussex, as well as
convening symposia on “Behaviour therapy in Education” and
“Behaviour therapy with Children and Families”. At the World
Congress in Edinburgh hosted by BABP in 1988 he spoke on
PTSD in children drawing on the effects of children who had
survived the Herald of Free Enterprise which had capsized at
Zeebrugge the year before, killing 193 passengers and crew. It
was his work with children and trauma that Bill was to
champion for the rest of his career becoming involved in the
impact of the Kings Cross tube fire in 1987, the war in Bosnia,

tsunamis, earthquakes and the Ukraine crisis both in 2014
and more recently. In 2000 Bill founded the Children and War
Foundation with Atle Dyregrove and never stopped working
even after his retirement from the IOP. He began work on
refugees and asylum seekers which was the topic of his
Keynote at the BABCP/EABCT Congress in Manchester 2004
“Is there a Role for Cognitive Behaviour Therapy in Helping
Young Refugee Asylum Seekers?”

Bill’s contribution was recognised by BABCP in a special
edition of our journal  Behavioural and Cognitive
Psychotherapy in 2005 titled  "Festschrift for William Yule" . At
our 40th anniversary conference in Leeds in 2012 Patrick
Smith convened “A symposium “in Honour of William Yule – A
founder member”.

At our 50th anniversary conference in 2022 in London it was a
pleasure to see Bill back with us again and he has been one
of the most influential BABCP members and clinical child
psychologists that we have been privileged to know.

Rod Holland

When I developed the first behavioural and cognitive full
service offering in education in 1975 it was Bill who
invited me to do an article for the BABP newsletter
special edition devoted to work with children (1977). He
promoted our work and also contributed to our
Handbook on Child and Adolescent Therapy published
by OU Press in 1992. He continued to support our efforts
in establishing workshops on trauma which we ran with
ESTSS as well as the BPS. Over the years he has proved a
generous, open and encouraging colleague always
sharing and absolutely committed to the causes for
which he devoted so much energy particularly children
caught up in war. He recently supported my Fellowship
of BABCP. He will be much missed but his contributions
were immense and will persist.

Professor David Lane

Remembering Bill Yule
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As we confirmed in the last issue of CBT Today, our venue this
year is the prestigious University of Manchester, in a city
steeped in rich CBT history. We are looking forward to returning
to Manchester following a successful end to our 50 years
celebration in Cardiff, particularly as we have such a fantastic line
up of speakers and events. Read on to find out more…

The conference will start with a set of full-day pre-conference
workshops on Tuesday 23 July, followed by the main scientific
conference programme, which will run over three days from
Wednesday 24 to Friday 26 July, during which time we will also
offer a hybrid programme of selected events. The majority of the
scientific programme sessions will be hosted in the ‘Drum’
(University Place) on Oxford Road in central Manchester. The
building has excellent facilities and been recently refurbished, as
well as offering good accessibility to the city and the many
highlights that Manchester brings. Conference accommodation is
also a stone’s throw away.

We are also pleased to confirm our social programme which will
we hope will be a high point for all delegates. The reception will
be held at the ‘Drum’ on Tuesday evening where we hope to
meet you all after your workshops or arriving the night before
the main conference. On Wednesday evening you can enjoy the
delights of the Northern Quarter and live entertainment, offering
a taste of the Manchester scene. A formal dinner will take place
within the elegant University of Manchester Whitworth Hall on
Thursday evening.

This year we will be offering full day workshops from 9.30am to
4.30pm on Tuesday 23 July, prior to the main Conference which
will run from 9.00am on Wednesday 24th and continue until
4.00pm on Friday 26th. The theme of the conference is Catalysing
Change: Ideas to Impact, with a focus on sharing exciting new
developments and advances in Cognitive and Behavioural
Therapies and how we mobilise these ideas and research
into practice.

52nd Annual Conference
Manchester, 23 – 26 July 2024

“Catalysing Change: Ideas to Impact”

We have another excellent line up of keynote speakers, with more speakers 
confirmed over the past few weeks:

Jaime Delgadillo Personalising therapy for patients who don’t respond well to routinely delivered CBT

Ed Watkins Dismantling and disseminating cognitive-behavioural therapy for depression and rumination

Stephen Barton Is complexity in the eye of the beholder?

Bethany Teachman Using Technology to Change Anxious Thinking and Regulate Emotions

Colette Hirsch Looking on the bright side: a key role for interpretation

Louise Sharpe Horses for courses? Cognitive behaviour therapy and mindfulness in the management of pain

Lalitha Iyadurai Developing an innovative treatment for trauma memories: a research journey through the NHS,
academia and industry

Rachel Hiller Hard-to-reach children or hard-to-reach services? Meeting the trauma-related mental health needs
of care-experienced young people

Polly Waite Understanding and treating anxiety disorders in adolescence

Richard Hastings Is ‘Positive Behavioural Support’ effective?

Ailsa Russell ACBT: A is for autism, adapting and accessibility, CBT is for everyone

Katherine Berry How attachment theory can inform therapy and mental health care for adults.

Mark Hayward The experience of hearing distressing voices: Daring to talk back!

Jessica Schleider Leveraging Single-Session Interventions to Democratize Access to Mental Health Care

Tom Osborn Title to be confirmed

Farooq Naeem CBT and Culture

Michelle Brooks-Ucheaga Title to be confirmed

(Continued overleaf)

Annual Conference

9February 2024
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Full details of all the workshops are available on the conference
website. Scan the QR code on the opposite page to find out more.

Registration is now open and delegates are able to choose to join
a full day workshop and the full conference or they can just
register to join the conference or a workshop. A day delegate
registration will also be available, with registration fees now
available on the conference website.

We are also looking forward to symposia, skills classes, panels,
roundtables, open papers and posters, and of course the new
Three-Minute Talks (3MTs) as an additional presentation format.
The submission deadline for posters, open papers, and 3MTs is 1

March, so depending on when you open your copy of CBT Today
you may still have time to submit if you have not done so - please
visit the submissions portal to find out more! 

Alongside the main conference programme, we will also have
several special themed sessions.

As our Positive Behaviour Support (PBS) day in Cardiff was so
popular, we are running a similar event this year in Manchester,
on 24 July. This will include a half-day workshop by Sandy
Toogood and Nick Gore, a skills class by Peter Baker and Nick
Gore, and Richard Hastings’ keynote. The following day will have
sessions with a special focus on ADHD and autism, with a half-day
workshop by Antonia Dittner on CBT for adult ADHD, as well as
Ailsa Russell’s keynote.

Following the success of the Low Intensity CBT (LICBT) Day at
Imperial College in 2022, we have also planned an exciting 
LICBT Day for Manchester, on 24 July. This year, following
feedback from the LICBT community, we will be exploring the
latest LICBT research focusing on wellbeing and compassion as
well as sessions and tips on how to disseminate your excellent
LICBT practice! 

Delegates will be able to register for a day rate or choose to
attend these days as part of the main conference programme.
All of these events are also open to registered full conference
delegates.

Please do visit the website (babcp2024.org) for up-to-date
information on the programme of workshops and keynote
speakers, as well as information on the social programme, travel
and accommodation if you are attending in person.

The call for open papers and posters is open until 1 March 

Jo Daniels and Simon Blackwell, National Conference
Programme Advisory Group Chairs

Pre-conference workshops will include:

Ed Watkins Rumination-focused CBT for anxiety and depression

Stephen Barton Working with complex cases in CBT

Kerry Young How to feel more confident treating PTSD in survivors of rape and sexual assault

Louise Sharpe An evidence based approach to fear of recurrence and disease progression in Cancer and chronic
physical conditions

Polly Waite Brief cognitive therapy for panic disorder in adolescents

Mark Hayward Overcoming distressing voices

Jessica Schleider The Single-Session Consultation: A Brief, Provider-Delivered Approach to Bridging Gaps in Care

Farooq Naeem Culturally Adapted CBT: From Theory to Practice

Stirling Moorey Integrating mindfulness in CBT

Craig Steel and Susie Hales Imagery based emotion regulation for the treatment of anxiety and mood difficulties in 
complex cases?

52nd Annual Conference
(Continued)

10 February 2024
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Registrations open soon

Open Paper and Poster submissions are open until 1 March.

Confirmed speakers and presenters -

Stephen Barton, CumbriaNorthumberland,
Tyne and Wear NHS Foundation Trust

Katherine Berry, University of Manchester

Michelle Brooks-Ucheaga, University of Derby

Jaime Delgadillo, University of Sheffield

Susie Hales, University of Oxford

Richard Hastings, University of Warwick

Mark Hayward, University of Sussex

Rachel Hiller, University College London

Colette Hirsch, King’s College London

Lalitha Iyadurai, University of Oxford 
and P1vital

Stirling Moorey, South London and Maudsley 
NHS Trust

Farooq Naeem, University of Toronto, Canada

Tom Osborn, Shamiri Institute, Kenya

Ailsa Russell, University of Bath

Jessica Schleider, Northwestern University, USA

Louise Sharpe, University of Sydney, Australia

Craig Steel, University of Oxford

Bethany Teachman, University of Virginia, USA

Polly Waite, University of Oxford

Ed Watkins, University of Exeter

Kerry Young, Central and North West London 
NHS Foundation Trust

Go to babcp2024.org or scan the
QR code for more details

BABCP
52nd Annual Conference & Workshops
23-26 JULY 2024 | UNIVERSITY OF MANCHESTER

11February 2024

Annual Conference

CBT-Mag-Feb24  13/2/24  12:12  Page 11



12 February 2024
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Geographic locations
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2,658 total delegates
17 online workshops,

9 webinars,
9 in-person evets

Geographic locations

2,658 total delegates2,658 total delegates
9 Webinars

17 Online workshops
9 In-person events The delivery was fantastic, lots of food for thought and

helpful resources to accompany the learning.

Fantastic presenters and really practical tips 
to apply to clinical practice

CPD events 2023

“
”

“
”

BABCP offers a range of events, working closely with our Branch
and SIG committee volunteers on key topics and speakers to
deliver both online and in-person sessions. Here is a summary of
our events for 2023.

CPD opportunities are available through attendance at online and in-person workshops, conferences, as well as webinars to gain
certificates  or CPD hours.

Members can also get involved in committee work in our Branches and Special Interest Groups; developing
key skills and qualities; as well as participate in any activities they offer. These groups create opportunities to
promote and advance CBT within specific areas, and contribute to sharing best practice, collaboration,
networking and support of other members.

For more information about CPD Activities scan the QR code 
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events

Latest CPD at BABCP
All the listed events can be used towards your CPD requirements for
BABCP accreditation. Our events page on the website is updated regularly
with new CPD opportunities. Visit babcp.com/events or scan the QR code
below to find out more about the events and book your place!

Go to babcp.com/events or scan the QR for more details

29 February – Webinar

Introduction to Acceptance and Commitment Therapy
for Insomnia (ACT-I)

Presented by Dr Guy Meadows

1 March – London
Anti-Racism in Clinical Practice

Presented by Saiqa Naz, Dr Andrew Beck, Dr Peter Phiri,
Professor Habib Naqvi and Taf Kunorubwe
Organised by the Anti-Racism Special Interest Group

4 March – London

Dismantling inequalities: Developing cultural 
confidence in working with ethnic minority
communities in clinical practice 

Presented by Saiqa Naz
Organised by the London Branch

11 March – Manchester

CBT for complex cases 

Presented by Dr Stirling Moorey
Organised by the Manchester Branch

11 March – Online Workshop

Design and delivery skills for 
CBT-informed groups 

Presented by Joanne Mill and Nicola Walker
Organised by the Group CBT Special Interest Group

22 March – Dundalk

Using Narrative Exposure Therapy (NET) in your work
with trauma and the refugee populations

Presented by Dr Francesca Brady
Organised by IABCP

22 March – Online Workshop

An introduction to working with transition, shame and
guilt in the armed forces community

Presented by Nick Wood, Mick Fleming, Pav Taylor and
Kevin Meares 
Organised by the Veterans and Armed Forces Community
Special Interest Group

19 April – Online Workshop

Identifying neurodiversity in a 
clinical setting: Going beyond diagnostic criteria 
for adults

Presented by Natasha Hickmott, Benjamin Ford and
Elizabeth Stamatelatos
Organised by the Neurodiversity Special 
Interest Group

22 April – Online Workshop

Group leadership styles and 
co-facilitation of CBT-informed groups 

Presented by Vicky Boynton and Nicola Walker
Organised by the Group CBT Special Interest Group

26 April – Bristol

Adapting CBT for depression to support clients with
personality difficulties

Presented by Professor Barney Dunn
Organised by the West Branch

26 April – Online Workshop

Reflecting on the impact of climate change with
ourselves, our organisations and our clients

Presented by Dr Steve Killick
Organised by the Climate Change Special Interest Group

24 June – Online Workshop

Creating a therapeutic climate and culture in CBT-
informed groups

Presented by Isabel Clarke and Nicola Walker
Organised by the Group CBT Special Interest Group

1 July – Webinar

Private practice: Is it right for you? 
The benefits and challenges

Presented by Sarah Rees

8 July – Webinar

Setting up in private practice:
The first five steps

Presented by Sarah Rees

All information is correct at the time of going to press.
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Having worked for many years with individuals and
families affected by traumatic bereavement and
the inevitable life changing circumstances that
ensued, I came to realise that I had never engaged
with others working with grief and loss apart from
regular contact with hospice colleagues. This
collaboration was brought about by them having
an increase in referrals for those affected by
traumatic bereavement, but who weren’t able to
access conventional mental health support or
services. So, it was in September of 2022 that I
attended my first bereavement conference in
Copenhagen, which coincidentally was also the
first European Grief Conference*. Whilst these were
stimulating and thought-provoking days, I was
struck by the relative lack of focus on traumatic
bereavement. This led me to reflect on the paucity
of any mention of grief and loss in the trauma
conferences I had attended over the years. So,
there was an intriguing but apparent disconnect
between the worlds of trauma and loss.

These reflections led me to think, how we as CBT
therapists, could be more proactive in helping help
those affected, which has prompted me to submit
a proposal for a Special Interest Group (SIG) on
Traumatic Bereavement. I’m of the view that a
significant population of those affected will benefit
from a more nuanced, creative, and compassionate
therapeutic response and that we as CBT therapists
have a significant contribution to make, by offering
structured, phased, early traumatic bereavement
focused interventions and not just treatment for
those struggling to come to terms with their loss.

As a jobbing clinician, for almost four decades, my
work has involved many metaphorical journeys
with those affected by trauma and traumatic
bereavement following suicide, homicide, and
accidental death, natural disasters, and conflict. It
also goes without saying, that the last four years
have been challenging for us all, as few have not
been impacted, either directly or indirectly by the

Traumatic bereavement –
The role and potential of CBT in
connecting the worlds of trauma and loss
Professor Stephen Regel

As well as the
recent pandemic,
we have been
exposed to an
increasing
number of events
resulting in
traumatic
bereavement.
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Our understanding
of the landscape
of trauma has
been evolving over
the years to take
a greater
consideration of
context and
environment in
which the trauma
occurs, and this is
particularly so
when considering
the impact of
traumatic
bereavement.
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Covid pandemic where there were often multiple
losses in families and local communities. The
natural resilience of individuals, families, as well as
specific occupational groups were tested, in many
cases to the limit. Globally, the normal rituals which
allow us to manage and cope with loss and the
subsequent grief were inhibited, disrupted, and
prevented, thus delaying, and complicating our
natural responses to such losses.

As well as the recent pandemic, we have been
exposed to an increasing number of events
resulting in traumatic bereavement, most notably a
series of terrorist atrocities, the tragedy of the fire
at Grenfell Tower, not to mention an almost
continuous exposure to war and conflict, where we
are witness to traumatic losses unfolding before us
daily. Whilst the events mentioned above have
been and are all high profile, there are of course
traumatic losses experienced every day by
individuals, families and communities which have
the potential to present at our clinical doors if they
haven’t done so already.

Traumatic bereavement is often described as such
when the loss is sudden, violent, unexpected and
there is a loss of control over events with a
potential for longer-term problems depending on
the circumstances and nature of the loss (Tedeschi
and Calhoun, 1995). However, there is a paucity of
literature on the consideration, benefit, or impact
of early interventions for traumatic loss, with a few
exceptions (Dyregrov, Dyregrov and Pereira et al,
2018; Dyregrov, 2001). The consensus on early
interventions for trauma in general advocates
‘active monitoring’ following exposure to traumatic
events (NICE, 2022) but does not specifically
address traumatic bereavement. I have often
witnessed the confusion experienced by
individuals and families following a traumatic loss
caused by the conflicting advice given (or not as is
often the case) regarding professional support,
ranging from overzealous grief counselling and
early prescribing of antidepressants to discrete
distancing and silence.

Our understanding of the landscape of trauma has
been evolving over the years to take a greater
consideration of context and environment in
which the trauma occurs, and this is particularly so
when considering the impact of traumatic
bereavement. The proposed criteria revisions for
ICD-11, have also challenged the notion of how we
define complex trauma and complex PTSD
(CPTSD), moving on from the definitions of Type 1
trauma (single event) and Type 2 trauma (multiple
events or prolonged exposure). There is a growing
consensus and recognition that CPTSD should be
defined by the clinical presentation rather than the
event per se (Brewin, Cloitre et al, 2017). Traumatic
bereavement is often a ‘single event’, but the
potential complications lend themselves to
complex presentations such as persistent complex
bereavement disorder (Duffy and Wild, 2017).

Much of the recent literature on traumatic
bereavement has focused on the development of
diagnostic criteria for complicated grief, the
development of PTSD and the recent addition of
Prolonged Grief Disorder (PGD) to DSM 5 and ICD
11 have not been without controversy amongst
some clinicians. It must be acknowledged that
latterly, the CBT literature has begun to address the
needs of this population, but the focus has
inevitably been on treatment for traumatic
bereavement (Wild, Duffy and Ehlers, 2023).

Having been privileged to be the clinical lead for
an NHS trauma service which promoted a very
flexible referral protocol and having had long
standing relationships with victim support
organisations and local bereavement clinicians, we
would often see those affected by traumatic
bereavement, typically within two months of the
loss. Many readers may consider this to be far too
early, but clinical experience over the years has
demonstrated the value of those early
interventions. The common practice of allocating
almost every referral to a waiting list, is in my view
is not clinically or cost effective.

In my experience, there is an experiential
difference between those of us who have
experienced the loss of a loved one or friend
suffering from a terminal illness and those affected
by loss which is sudden and unexpected as
described above. For example, when my father was
dying from cancer, as difficult as this was for my
sisters and I, especially after having lost our mother
almost a year to the day before his death, that
journey was like travelling on the train that crosses
Canada from east to west. It was akin to spending
time in the observation car. We could see the twists
and turns of the track, observe the changing
landscape, note, and feel changes in the weather
thus ultimately allow us to begin to prepare,
physically and mentally for the challenges of the
destination ahead.

However, for those affected by a traumatic loss,
there are no such opportunities for preparation. It
is comparable to being blindfolded and thrown
out of the back of a truck, at night on a deserted
road. That sense of terror, bewilderment, despair,
fear, helplessness, hopelessness, and loneliness,
whether you’re an individual or a family is
completely overwhelming. The experience of
traumatic bereavement will have a seismic impact
on an individual’s or family’s ‘assumptive world’. The
experience of a sudden, traumatic death disrupts
the basic scaffolding of everything that the
individual or family holds to be true about
themselves and the world. It’s why there is often a
profound sense of violation, confusion, loss of
identity, and meaning. There is no time for end-of-
life conversations, however, with early structured

(Continued overleaf)

15February 2024

CBT-Mag-Feb24  13/2/24  12:12  Page 15



interventions, there is time for ‘the rest of your life’ conversations. I
believe the role of the therapist in these situations should be
proactive and whilst this may sit uneasily with some, this is a
situation where it is often clinically prudent to also act as an
advocate. Those affected by a traumatic bereavement will face
numerous practical challenges and obstacles that they will need
help to navigate, problem solve and manage their grief (Regel,
2018). We have decades of evidence that social support following
trauma and adverse life events is a protective factor (Joseph,
1999) and where lacking, there is the potential for poor mental
health outcomes (Brewin et al, 2001).

Tedeschi and Calhoun (2013) discuss the notion of the therapist
as ‘expert companion’. However, I have always preferred to be
more circumspect, so there is always a caveat. I prefer the term
‘experienced companion’ rather than ‘expert’ as the former
implies little room for infallibility, so it is important that we are
realistic about the challenges to be faced and realise that we as
therapists don’t have all the answers. So, the emotional and
psychological journey ahead is demanding, arduous and
sustained for the first 18-24 months and the course of what are
normal reactions to a traumatic loss will fluctuate over time and
there will be plateaus and troughs. These challenges and
obstacles are many, but not insurmountable and there is always
the potential for post traumatic growth (PTG) as evidenced by the
regular use of a measure for psychological well-being developed
in our service (Joseph, et al, 2011; Regel and Joseph, 2017).

It is my hope that the SIG will be a catalyst to stimulate, and
continue discussions on traumatic bereavement, stimulate and
promote research on the effectiveness of early interventions for
trauma, as wel designed studies are sadly lacking, and also
actively consider the role of PTG in such circumstances. This will
help us become less siloed in our therapeutic world view,
communicate, and share best practice with other disciplines
working with grief and loss in different settings.

In closing, I reflect that we have been encouraged to think of
treatment ‘flexibly and creatively’ (Murray, Grey, Warnock-Parkes
et al, 2022), so why not utilise approaches that use the creativity
and flexibility that CBT offers us to consider early interventions
for traumatic bereavement as mental health promotion? 

*The second European Grief Conference (EGC) will be held in
Dublin, 11-13 November 2024.
https://europeangriefconference.org 
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• How do courses gain accreditation?
A course that wishes to gain either Level 1 or Level 2
Accreditation can contact one of the Course Accreditation
team at the email provided at the end of the article. Our team
will complete a scrutiny document which outlines how they
meet the MTS and core curriculum. Once this has been
reviewed by us, a visit is then arranged.

• What happens during an accreditation visit?
A Course Accreditation panel often comprised of BABCP staff,
representatives from other courses, experts by experience and
former students will meet with the course team, students and
other stakeholders to review the teaching and learning
experience. Courses that meet our standards are awarded
Initial accreditation and this is reviewed every five years.
Accredited courses can then display our logo and can
demonstrate to potential applicants that their course has been
approved as providing a good standard of CBT Training.

We are keen to celebrate the hard work that it takes for courses
to gain accreditation so look out for recognition of this in future
issues of CBT Today as well as on our social media channels.

• Want to find out more?
We are always keen to hear from courses who would like to
gain accreditation and from members who might like to get
involved in panel visits! The Course Accreditation Team is
comprised of Angela Dingwall (Course Accreditation Manager),
Jason Roscoe (Course Accreditation Manager),
Tanya Sammut, (Course Accreditation Liaison Officer),
Rachel Osborne (Course Accreditation Support Officer) and 
Gina Pollitt (Course Accreditation Administrator).

You can get in touch with us at course.accreditation@babcp.com

Further reading 

BABCP (2021). Core curriculum reference document. Bury:
British Association for Behavioural & Cognitive
Psychotherapies.

BABCP (2023). Minimum Training Standards. Bury: British
Association for Behavioural & Cognitive Psychotherapies.

NHS England (2019). National Curriculum for High Intensity
Cognitive Behavioural Therapy Courses.

Health Education England (2019). National curriculum 
for cognitive behavioural therapy for severe mental 
health problems.

• Setting a standard
For those looking to start a career in the field, there are many
courses that claim to offer training in CBT. Before committing to
a place on one of these, it is important to check what they offer
in terms of teaching and supervision. A course that has gained
BABCP course accreditation will have demonstrated that their
curriculum and the staff who teach and supervise on these
courses adhere to our Minimum Training Standards (MTS) and
core curriculum, together with specific NHS guidance to ensure
a rigorous process of quality assurance.

• Level One and Level Two Accreditation
Courses that meet all our requirements can apply for Level 2
Accreditation. This includes:

• Post Graduate Diplomas in Talking Therapies for Anxiety and
Depression (formerly IAPT)

• Post Graduate Diplomas in Children and Young People IAPT 
• Post Graduate Diplomas in Serious Mental Health Problems

(including Eating Disorders, Bi-Polar and Psychosis and
Personality Disorder Pathways) 

• Clinical Psychology programmes that have a CBT pathway.

Courses such as Post-Graduate Certificates that meet some -
but not all - of our requirements, can apply for Level 1
accreditation. Importantly, Level 1 courses still meet our quality
criteria whilst lacking the quantity of teaching hours or
supervision to meet Level 2.

As a trainee, completing a Level 1 or Level 2 course makes
applying for Accreditation as a Cognitive Behavioural
Psychotherapist a simpler and potentially quicker process. In
addition to this we also accredit Evidence-Based Parenting
Training (EBPT) and Behavioural Couples Therapy (BCT)
courses. At the moment, we have 47 courses accredited at Level
2 and 13 at Level 1, as well as three EBPT and one BCT courses.

How do I know if the course 
I am interested in has
accreditation?

You can see our current Level 1
and Level 2 accredited courses 
by scanning thise QR code.

Spotlight on Course Accreditation 

The journey towards becoming accredited with us as a Cognitive Behavioural Psychotherapist often starts with
finding the right course to enrol on. BABCP accredits training courses across the UK and Ireland ranging from 
Post-Graduate Certificates and Diplomas through to Clinical Psychology Doctorates. In this article, we will briefly
outline the different types of courses that we accredit, what they mean and what benefits this offers to individuals
and training providers.

Course accreditation
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Ringing in the Change
Sally Tribe

The BABCP Women’s Equality and Gender Diversity (‘WOMGEND’) SIG will be writing a
series of articles throughout 2024 on what CBT can offer to women* experiencing the

various cycles of reproductive health, titled 'From the curse to the change'.

Articles will cover the menarche, pregnancy, childbirth and motherhood, and the
menopause. We are kicking things off in reverse order with Sally Tribe writing about her lived

experience and phases of the menopause, to coincide with the recent webinar the SIG
hosted on assessment and treatment adaptations for this client group.
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NB*When we refer to women this includes cisgender women,
non-binary individuals registered female at birth and transgender
men who have not had medical intervention.

When you think about the perimenopause and menopause what
images come to mind? Is it middle-aged women fanning
themselves and saying they are feeling hot? That is often what
first comes to mind for a lot of people and what the media often
portray. My younger self also had this perception until I
discovered I was perimenopausal and realised that was far from
the reality I was experiencing.

I don’t remember the exact age I was when I became
perimenopausal. At first the changes were barely noticeable. I
was a bit more tired than usual; I had trouble sleeping; I was
experiencing frequent and long-lasting migraines; I felt
constantly unwell and ‘not right’ but I couldn’t put my finger on
what was actually wrong. It was just a sense that I wasn’t me. At
the time, all these symptoms could be explained away with
something else that was going on in my life. I had just started a
new job, I had just moved house, I had just adopted a Romanian
street dog, I’m not a great sleeper anyway and I had always
suffered with migraines, so it wasn’t surprising I was feeling this
way…right?? 

As the months went on things became worse. I was experiencing
horrific migraines, some that lasted for five weeks and disrupted
my ability to work. I constantly felt like I was walking through
treacle. Even walking the dogs felt like a struggle. I started waking
up in the middle of the night completely soaked in a pool of
sweat as if someone had just tipped a bucket of water over me.
This lasted for months before I went to see my GP. I had blood
tests which were clear, and I was sent away.

Things still didn’t improve so another GP visit and I was
diagnosed with glandular fever, signed off work and told to rest,
but after a period of rest I didn’t feel any better. I went back to the
GP and was told that it could take six months to resolve. The
months came and went, I was still suffering and started to believe
this was what being older must feel like and that I just had to live
with it.

As time went on I started to develop other symptoms: dry eyes,
skin rashes, recurrent periodontal infections. I was having trouble
remembering names of people close to me and words for
everyday items. I started to feel low and anxious. Again, this
wasn’t surprising; I was planning a wedding that was postponed
due to Covid, I had moved jobs and was very busy. However,
when these settled down, I was still feeling the same. By this time,

I had had lots of tests and even paid privately for a second
opinion. Everything came back normal; I just couldn’t understand
it. Science was telling me I was “normal”, but my body didn’t feel
normal. In fact, it was telling me something was very wrong.

Time went on and I suddenly lost confidence in my ability to do
my job. It almost seemed to happen overnight, one minute I was
setting up a new service and the next I couldn’t even prepare a
webinar without having a crisis. I couldn’t complete tasks, not
that I didn’t want to, I just couldn’t. I was extremely tearful every
day and didn’t enjoy life anymore. I stopped seeing friends (I was
either too tired or in pain), I was very irritable, even the littlest
thing would send me into a rage. Again, back to the GP, but it was
put down to stress, more time off work prescribed, along with
anti-depressants. I was already doubting myself and my ability to
do a job I knew I could do. I could tell that I was being perceived
as not coping and stressed which wasn’t the case as I was trying
to cope extremely well with debilitating symptoms, lots of
uncertainty of what was happening to me, and the fear that I may
be heading to a mental health crisis. I have never been so terrified
in my life. I felt incredibly alone and hopeless.

I can’t recall the exact time it all started to make sense to me. One
thing I do remember is attending a menopause seminar at a
wellbeing conference. I don’t remember who the speaker was,
but I want to find her and give her a huge hug. This speaker
described their own journey with perimenopause, this speaker
was a woman at the top of her game, at senior leadership level,
very successful and had worked for years at a prestigious
company only to suddenly feel the same as I was feeling. The
shocking thing was this woman was encouraged by her
employers to reconsider her position in the company when she
started suffering with similar symptoms and she ended up
leaving her career.

This woman was describing my life and my feelings to the
audience! She seemed to totally understand what I had been
going through. Somebody else had experienced what I had, and
there was a name for it: perimenopause!! 

Thus began my mission to make sure that no other woman had
to suffer as I did.

Thankfully, with the help of celebrity menopause ambassadors
such as Davina McCall and Dr Louise Newson, I was able to do my
own research and track my symptoms, and I was well equipped at
the next visit to my GP who prescribed HRT without question.

As time went on I started to develop other symptoms:
dry eyes, skin rashes, recurrent periodontal infections. I
was having trouble remembering names of people close
to me and words for everyday items. I started to feel
low and anxious. 

“
”

(Continued overleaf)
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What is the menopause? 

So, what is this phenomenon that 51% of the population will
inevitably go through? 

The literature alludes to four stages of menopause:

Pre-menopause: the time when oestrogen and progesterone
work together to regulate menstruation and ovulation.

Perimenopause: A time when hormones are fluctuating,
characterised by irregular ovulation and menstruation. During
this time the body starts to recognise the decline in oestrogen
levels, and this imbalance leads to the onset of menopause
symptoms. This can occur several years before the menopause.

Menopause: When menstruation stops and is diagnosable when
a person has not had a period for twelve consecutive months.
During this time the ovaries are no longer producing eggs and
hormones fall. This usually happens between the ages of 45-55
with the average age in the UK being 51.

Post-menopause: The time after ovulation and menstruation
have stopped until the end of life.

Not every woman’s menopause story fits neatly into these
approximate timelines. Women can experience menopause much
earlier. Early menopause occurs between the ages of 40 -45.
Menopause under the age of 40 is known as premature ovarian
insufficiency (POI) and can sometimes effect people in their
teenage years. In addition, some cancer treatments, surgeries
such as hysterectomies, autoimmune diseases, and genetics may
‘force’ a person into menopause at a very young age (youngest in
the literature is 14!).

My account details someone whose menopause journey started
early. Other people will have their own story, their own struggles.
The British Menopause Society (BMS, 2022) reports that more
than 75% of women experience menopausal symptoms with
over a quarter describing their symptoms as severe and a third
experiencing long-term symptoms.

There is, however, a huge variety in women’s experiences of the
menopause. Some people may experience the symptoms very
early; some may experience them late. Some may have mildly
fluctuating hormones and be symptom free; whilst others may
feel the effects more intensely.

What we do know is that this transition can have a significant
impact on those experiencing it. In fact, there are roughly 55
symptoms of the menopause.These can include physical changes
such as sore breasts, irregular periods, and fatigue; genitourinary
issues such as urinary tract infections and vaginal dryness;
vasomotor symptoms which are most recognised with
menopause, such as night sweats and hot flushes; cognitive
symptoms such as brain fog and memory problems; and emotional
symptoms such as mood swings, anxiety, and depression. Despite
vasomotor symptoms being synonymous with menopause, many
women report experiencing cognitive and emotional symptoms
first or report not experiencing the vasomotor symptoms at all.

Research into the menopause is in its infancy. The lack of research,
understanding and education in this area means that menopause
symptoms are being misdiagnosed or not recognised at all, which
can have a detrimental impact on the physical and mental health
of all effected.

It doesn’t matter if you are male, female, transgender, or non-
binary. Given roughly 51% of the population will inevitably
experience this, menopause will impact you in some way,
perhaps indirectly.

Part two of this article will be published in the May issue, and will
include clinical implications of the menopause and our role as
CBT therapists.

Ringing in 
the Change
(Continued)

Sally Tribe is an accredited CBT Therapist
working as a lecturer and academic lead in
CBT at the University of East Anglia. Sally is
a committee member of WOMGEND SIG
and a part of the SIG’s newly formed
Menopause Workstream. You can join the
SIG by signing in to your account online
and selecting ‘Special Interest Groups’.
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Have you ever found yourself looking through conference listings and CPD opportunities,
contemplating the prospect of sharing your expertise? Perhaps you’ve thought,“I'd love to
have the confidence to share my work or research”. When it comes to training, you might
have pondered “If only I knew where to begin creating a workshop and how do I get it
from idea to reality”.

These moments often stir thoughts about stepping into the role of trainer. Yet, amidst
these musings lies an unspoken truth – many of us, as clinicians, harbour reservations
about stepping forward as trainers. Reflecting with colleagues, supervisees, and peers
there is no shortage of desire to share knowledge and insights garnered from work.
However, it appears progressing from such motivation to a workshop proposal and even
to delivering a session is fraught with obstacles.

In this article, we briefly outline some of the challenges that inhibit us from delivering
training or workshops. It begs the question: do we need more support in the form of ‘train
the trainer’ initiatives?

Lack of training in pedagogy
One significant obstacle faced is the absence of opportunities to learn theories, practice,
and methods of teachings (pedagogy). There is often an implicit assumption that because
we have been trained as clinicians, we inherently possess the skills and knowledge
required to effectively train others. However, the reality is that being a proficient clinician
does not automatically translate to being an adept trainer. The art of imparting
knowledge, facilitating learning, understanding the curriculum, and engaging an audience

Bridging the Gap between
practice and training:
Empowering CBT Therapists and PWPs to deliver training/workshops

Taf Kunorubwe & Katy Emerson

The intricacies 
of organising a
workshop, from
conceptualisation 
to delivery, can 
be unfamiliar
territory for 
many clinicians. 

“

” (Continued overleaf)

CBT-Mag-Feb24  13/2/24  12:12  Page 21



Bridging the Gap between
practice and training:
Empowering CBT Therapists and PWPs to deliver
training/workshops
(Continued)

22 February 2024

demands a distinct set of competencies that might not feature
within clinical training (Burgess, 2015). Pedagogy has a critical
role in clinical education (Tredinnick-Rowe, 2018), without which
professionals can encounter difficulties such as issues with
structuring workshops, designing effective learning experiences,
or understanding the nuances of adult education. There is a clear
gap between clinical expertise and the pedagogical skills
necessary to effectively convey that expertise to others.

Knowledge of process
Another notable barrier faced by PWPs and CBT therapists is the
challenge of comprehending the process and executing the
logistical/administrative steps. The intricacies of organising a
workshop, from conceptualisation to delivery, can be unfamiliar
territory for many clinicians. Understanding planning, venue
selection, promotion, registration, technical setup, delivery, and
evaluation often requires a different skill set (Lorette, 2014). This
knowledge gap might inhibit professionals from initiating or
successfully conducting workshops. Moreover, identifying the
right contacts, collaborations, or resources to assist in the
planning and execution of the event can also present a
predicament. Without a clear understanding of whom to
approach for support, clinicians may find themselves at a loss on
how to proceed.

Lack of confidence
‘Imposter syndrome’ frequently arises as a common barrier when
considering, preparing, or delivering workshops. Despite their
expertise and qualifications, professionals may grapple with
feelings of inadequacy or doubt about their knowledge, skills, or
worthiness (Greenwood, 2022). This psychological phenomenon
can manifest as a persistent fear of being exposed as a fraud,
despite evidence of competence and accomplishment.

Moreover, within psychological therapies understandably there
remains a long-established emphasis and importance placed
upon research, from which perhaps historically we have assumed
only those with exhaustive research profiles and publication lists
are eligible to present. Yet, we can acknowledge there exists
multiple barriers for many in accessing opportunities for research
and subsequently succeeding in publication irrespective of their
expertise and skills ‘in the field’. For instance, often research and
training institutions do not reflect the broader diversity of our
clinically trained community (Hays, 2019).

Addressing ’imposter syndrome’ on an individual basis involves
acknowledging and challenging these negative self-perceptions.
As a profession, creating and fostering supportive environments

where professionals feel safe to share and learn without the fear
of judgment can significantly mitigate the impact of imposter
syndrome.

Time
Another significant barrier is the challenge posed by working in
services of high caseloads and limited protected time for
workshop development, or perhaps financial tensions in private
practice, leading to an over-reliance on using personal time. The
demanding nature of clinical responsibilities often results in a
heavy caseload and lack of time being some of the key barriers
(Reis et al., 2022). It restricts professionals ability to innovate,
refine, or expand their educational offerings, ultimately affecting
their contributions to the broader professional community.
Consequently, the development of workshops might become the
last priority due to the pressing demands of client care. This
situation forces clinicians to rely on personal time outside of their
work hours to plan and create workshop content. However, this
reliance on personal time further exacerbates the work-life
imbalance, potentially leading to burnout or reduced personal
well-being and potentially impedes the opportunity for creativity.

Lack of research
The lack of dedicated research exploring the intricacies of CBT
training and workshops is another barrier. The absence of
comprehensive research under pinned by theory or in-depth
analyses specifically focused on the pedagogical aspects of
training in these disciplines creates a knowledge gap. The main
implication of this is lack of understanding around the most
effective methods for training and enhancing the skills of CBT
therapists and PWPs to optimise their performance and ensure
the highest quality of care for clients. And secondly, clinicians
themselves feeling empowered and knowledgeable to go onto
then train other clinicians and disseminate their knowledge 
and expertise.

Additionally, the lack of research in various areas related to
clinical work within CBT and PWP practices further compounds
this challenge. For instance, areas related to its application with
diverse populations, long-term effectiveness, service
development and integration with emerging therapeutic
approaches. A greater breadth of innovative research would
enrich and inform best practices, impacting the quality and
relevance of the content they deliver.

Addressing barriers
In summary, the barriers facing PWPs and CBT therapists in
delivering workshops encompass a range of challenges, including
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the lack of teaching training, knowledge of the
process, time, clinicians’ own beliefs regarding their
capabilities and even the lack of research into
training methodologies and broader clinical areas.

To overcome these barriers related to teacher
training, one approach is by implementing training
focused explicitly on teaching methodologies.
Whether this is in the form of train the trainer
events or a coherent programme of study across
multiple sessions, especially considering becoming
a trainer is a developmental process that requires
active learning coupled with ongoing reflection
(Higgs & McAllister, 2007).

To inform the delivery of such programmes, the
barriers related to lack of research needs to be
overcome; there is a crucial need for increased
investment and focus on research dedicated to
training methodologies. Moreover, encouraging
and funding research in various related areas of
clinical work is equally essential to provide robust
evidence bases to draw upon.

Addressing these barriers related to lack of time
requires a multifaceted approach. Employers can
play a crucial role by recognising the importance
of professional development and allocating
dedicated time within work schedules for clinicians
to focus on workshop creation and delivery.
Moreover, as a profession we can facilitate
opportunities within existing events allowing
professionals to invest more time in workshop
development without relying extensively on
personal time.

To overcome the barrier related to understanding
of the process, this involves providing accessible
resources or training opportunities specifically
tailored to guiding clinicians through the multiple
aspects of workshop development. Offering
guidance focused on the practical aspects of
organising and facilitating workshops could
empower professionals to confidently navigate the
complexities of planning and delivering
educational sessions. Additionally, establishing
networks or contacts within the field who specialise
in workshop organisation could offer valuable
guidance, mentorship and support to clinicians
venturing into this domain for the first time.

We acknowledge that each of these propositions
requires significant resources, time, and staff of
which this article is a key starting point for wider
discussions. In the meantime, we are planning to
run a workshop to equip clinicians with some
introductory skills needed to be able to start to
address these barriers and build a case for
comprehensive initiatives to support clinicians to
become trainers.

Finally, and crucially, the newly formed ‘Training
Practices in CBT Special Interest Group’ will in no
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‘Imposter
syndrome’
frequently arises
as a common
barrier when
considering,
preparing, or
delivering
workshops.

“doubt be a source for developing and sharing best
practice. https://babcp.com/Training-Practices-in-
CBT-SIG 

Conclusion
The journey toward empowering CBT therapists
and PWPs to deliver impactful workshops is laden
with multifaceted challenges. However, the
resounding answer to the proposed question is,
yes, we do need more initiatives to support
practitioners to develop and deliver training, and
that this needs to be supported at all levels.

In this pursuit, the upcoming "Train the Trainer"
workshop presents an opportunity to equip
clinicians with some skills and act as a starting
point for building opportunities within the BABCP
for additional support for potential trainers.
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Climate Change Special Interest Group representatives Fiona
Kennedy and Claire Willsher had the pleasure of meeting with
BABCP CEO Tommy McIlravey in October 2023. We wanted to
explore the Board’s position on recognising the climate
emergency. We aim to build on its willingness to work with our
committee and developing this recognition at multiple levels
throughout the organisation.

In consultation with BABCP Climate Change SIG members at
recent events, we received feedback that they would like the
organisation to take action with regards to the climate
emergency. Their requests fell into three main areas:

• That the organisation ensures its own actions are contributing
to ameliorating climate change, for example by choosing
sustainable banking and investments, partnering with
companies who are active in climate change.

• That the organisation provides expertise and practical
assistance in helping members help clients who are
appropriately but debilitatingly anxious/depressed about the
climate emergency. For example, by advising on effective
interventions and providing guidance; also by supporting
members who are themselves overwhelmed by the present and
future consequences of climate change.

• That the organisation take action to influence the public’s
response to climate change, in particular that of corporations
and smaller businesses.

Tommy introduces himself

Tommy told us “I’ve worked as CEO of several charities for over
16 years. The one before BABCP was Lancashire Mind, covering a
wide geographical area doing front-line and preventative
mental health work. We offered a range of services:

accommodation for people with severe mental illness;
prevention and support programmes for adults, children and
young people; wellbeing interventions for businesses and
employers; public health information and campaigns including
lots of suicide prevention work. Lancashire Mind employed
around 45 staff including Wellbeing Practitioners. Before that I
ran Sahir House based in Liverpool: an HIV and sexual health
charity. This supported a diverse user group including gay and
bisexual men from the local area and people seeking asylum in
the UK from around the world, including large numbers of
women from sub-Saharan Africa. That started my interest in
migration, very relevant for climate change. For the past 25
years I’ve been a Trustee across six different charities including
the Royal College of Pathologists and a number of LBGT
equality, race and asylum charities. I’m a non-executive of a
housing association. In that last role I have learned a lot more
about the drive to drastically reduce carbon emissions. This
includes how we retrofit older properties, ensuring their
insulation and heating sources are the most efficient possible.
This clearly provides a benefit to tenants (in terms of reducing
bills) as well as helping us met carbon reduction targets. We
also consider the best ways to do new builds, including
considering installing ground source heat pumps where the site
is big enough or air source heat pumps as standard for smaller
developments. I believe strongly that getting back to mixed
building provision is important for society. We should “pepper
pot” social rented, shared ownership and outright ownership
properties to create more diverse communities.

“I was brought up in a working-class area with working-class
parents, but through their involvement in the Trade Union
movement I got involved in culture and activism. I was a
member of Greenpeace in earlier life and respect activism as a
way of moving things forward.”

A Climate Emergency
Interview with our CEO, Tommy McIlravey
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Our questions for Tommy

Q: What is your own personal position regarding the 
climate emergency? Have there been any experiences 
that have been significant in raising your awareness of
climate change?

A: I remember the lesson we learned in geography in secondary
school and the predictions made then about what would
happen if we don’t take action. I’m always surprised that
people have so little knowledge of the climate emergency, as I
learned about it in GCSE geography in the 1980s! My friend at
school Linda was an activist who influenced me too. These
days a surprising amount of people seem to follow
instructions from government (whether national or local).
People may grumble about it but mostly will recycle when
there are clear directions from their local authority, and it is
made easy to do – so we certainly need strong government
leadership on the climate emergency.

I’ve always had awareness of the issue and doing the right
thing has always been important… actually we learn as we go
along. We need to contextualise our responses in terms of our
wealth… I have more choice and income than my parents
had. My partner is a consultant pathologist – so I know the
importance of drinking organic milk in reducing needless use
of antibiotics on dairy farms for example – but now there is
information that organic farming is more carbon intense and
per calorie less good for the environment. And friends have
bought wood burning fires, which are a nightmare… in our
flat we have passive heating with windows allowing heat in
not out, but that is because we can afford to live here.

Q: You have been in post for a few months now: what do you
think about the engagement of the organisation with
climate change so far?

A: If I was being really blunt, I’d say the will is there but the ability
to do stuff is limited. It’s about learning and data: people need
to understand what it is that would help and then collect data
to let us know what we’re actually doing. We’ve downsized our
office but does it really save energy? We think so but we don’t
know. A lot of other things need sorting out as well:
governance, policies, processes. Perhaps we should invest in
ISO advice on our energy consumption and carbon footprint
to get the real picture using an ISO standard – any advice from
someone who has actually engaged with the ISO
environmental and sustainability standard would be welcome.

Q: What is BABCP doing at present to reduce its carbon
footprint, and what more can we do?

A: We are having more meetings online, and looking further at
our face-to-face meetings. We asked Chat GPT where we
should hold full staff and Board meetings: it spews out bullet
points of where meeting places are better in terms of things
like convenience and carbon footprint. We could look at our
supply chain and look at procurement and sustainability.
Buying investments ethically needs to happen. Good
housekeeping is needed: it feels like it hasn’t been anyone’s
job to lead on this, so hopefully that is a gap I can fill.

Q: How can BABCP influence wider corporate and business
networks?  

A: If we had been through a process to ensure we do better and
we can get a kite mark we could start for example to stipulate
conditions when bidding for contracts. With our supply chain

we could add to the selection criteria to ensure companies
bidding for work with us demonstrate their practice around
sustainability. It’s hard to think of other ways, there is a lot of
greenwashing going on, e.g. offsetting one’s carbon footprint.
Certainly we can think about commissioning things and
buying things in a better way.

Q: As CEO, do you have any ideas on how we can use
members’ expertise in tackling climate change?

A: Clinical approaches are important… without pathologising
climate anxiety maybe we could take more of a leading role
on that. What resources can we commit to supporting
environmental action… do we have resources in house to
help members? If we do the work to meet environmental
standards, how do we disseminate this to branches and SIGs?
Could we have a CE champion in each SIG? People can be
engaged with CE locally.

Q: How can we work together to help members with their
own responses, and their clients’ responses, to the climate
emergency?

A: Some guidance on this would be useful: a language guide also
to clarify it’s not irrational anxiety: but has the same symptoms
and impact; work with other professional bodies: inter-
organisational sharing of guidance and action.

Q: Have you any thoughts on supporting members who are
involved in non-violent climate action and come into
conflict with the law?

A: I’m not sure what that support would look like. The bits we
could take a view on are how we react when we encounter
disclosure, but since we have been PSA accredited there are
external folks on the panels that make those decisions. Panels
should have discretion, especially in view of the powers police
have now since recent changes in law. We need to brief our
Standards and Ethics Committee about legal changes and get
them to think about how we respond. I would like to see
examples from other organisations. A presentation to our
Standards and Ethics Committee would be good: as well as
someone from the Climate Change SIG please.

We would like to thank Tommy for his frank and open
interaction with us. We would like to take forward his
invitation to present to the Standards and Ethics Committee
on BABCP’s support for members who come into conflict with
the law through climate activism. We will also be taking his
suggestion about a CE rep on every BABCP committee to the
next Branch/SIG Liaison meeting.

Dr Fiona Kennedy and Claire Willsher,
Climate Change SIG Committee

Since this interview took place the 
BABCP has agreed a Statement on the 
Climate Emergency (scan QR code)
which we welcome. All BABCP members
are invited to join the Climate Change
SIG, with details available from the link
on the online statement.
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Working psychologically in a
community rehabilitation service
Blue Pike

Who are rehabilitation services for?
Rehabilitation is about improving quality of life and social
inclusion by supporting someone to gain/regain the skills
required to maximise independence and autonomy (Killaspy et
al, 2005). National Institute for Health and Care Excellence (NICE,
2021) guidance for rehabilitation for adults with complex
psychosis describes the care provision for people with a primary
diagnosis of a psychotic illness with severe and treatment-
resistant symptoms of psychosis and functional impairment;
however, some services work with a broader range of diagnoses.

What is different about community 
rehabilitation services?
Firstly, this is a clinical population that rarely hits the spotlight,
despite concerning people with a high level of need in terms of
severity, breadth, and chronicity. Secondly, providing effective
psychological input is not necessarily straightforward for this
group due to the variety of challenges that they experience.

Finally, there is a notable cost implication as the Care Quality
Commission (2018) reported that around two thirds of an
estimated annual spend of £535 million on residential
rehabilitation was on out of area placements which see people
being placed away from their local area. Effective local provision,
including community rehabilitation services, can help to prevent
or reduce people being moved out of area for care, which
positively impacts people, their families, and health budgets
(Getting It Right First Time [GIRFT] Programme National Specialty
Report, 2022).

Rehabilitation service challenges
The service structure, including if, how and when someone can
access psychological input differs in rehabilitation services
compared to that of other provision such as early intervention in
psychosis services, which aims to offer appropriate psychological
therapy to all with access rates and times being reported on
nationally (Royal College of Psychiatrists, 2021/2022). In addition,

I retrained as a CBT therapist in 2015 after being a mental health nurse and have worked in community
secondary mental health services for the past fifteen years. Naturally moving from nursing to psychological
therapy took some adjusting to and having now worked as a CBT therapist in community mental health
services, an early intervention in psychosis (EIP) service and a community mental health rehabilitation service I
have some observations on working psychologically in community rehabilitation, and how this differs to other
areas I have worked in.
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community rehabilitation is not available in around a third of
NHS Trusts (GIRFT Programme for Mental Health Rehabilitation
Specialty Report, 2022), and there is disparity in the structure of
existing services. This is despite the development of community
rehabilitation being in all trusts by 2024 being outlined in the
NHS Long Term Plan (2019), and NICE Rehabilitation for adults
with complex psychosis (2021) and the Getting it Right First Time
speciality report (2022) providing guidance on best practice for
setting up rehabilitation services.

Challenges for individuals accessing
rehabilitation services
People with complex psychosis often have additional difficulties
that include cognitive impairments associated with their
psychosis, coexisting mental health conditions including
substance misuse, pre-existing neurodevelopmental disorders
such as autism spectrum disorder or attention deficit
hyperactivity disorder or physical health problems such as
diabetes, cardiovascular disease, or pulmonary conditions (NICE,
2021). In addition, this group may also face environmental and
social issues including challenges related to social inclusion and
accessing suitable housing, on top of experiencing a reduced
response to psychiatric treatment. The combination of these
factors can understandably adversely affect an individual’s ability
to access psychological therapy, which requires a dedication of
time and emotional resilience potentially over a sustained period.

Psychological support
So how can CBT be helpful for this group currently? Many
community rehabilitation services are time limited, although the
duration of input varies, so people who could benefit from
psychological therapy need to be identified early in their care
journey. For those who want therapy but have a range of needs,
or any that pose a barrier to accessing therapy, a sequenced plan
of addressing these is to be created in partnership with the
person. People accessing rehabilitation care often have a long
history of contact with services that has not always been positive,
and efforts to improve trust in services needs to be tended to,
which is an area where peer workers can be particularly helpful.
People may have accessed psychological therapy previously, so
care needs to be taken to find out what their experience of this
was, what helped and what did not, and what type of input may
be helpful for them now. Individuals may have a ‘journey’ towards
therapy, with other needs being addressed, and sometimes
individualised pieces of psychologically informed work (for
example with Assistant Psychologists) being completed to build
the trust and resilience to enable them to access more
specialised and intensive psychological input, where a preference
for this has been expressed and this is clinically indicated. Finally,
therapy may need to have a degree of flexibility to support
engagement alongside complex needs.

Future directions
Whilst personalised care remains important across every mental
health service, this is particularly true in rehabilitation teams due
to the chronicity and complexity of difficulties experienced by
this group. The provision of personalised care can be supported
by psychological formulation promoting understanding of need
and therefore the individualised support required to meet these
both with individuals accessing services, but also for teams.

Co-production is important both for creating and improving
service provision, but also within each care journey as support

should be closely matched to individual need. Seeking regular
feedback from individuals and their families and carers and
acting upon this is also important. Outcomes need to be
monitored in ways that are appropriate to map individual
meaningful progression in recovery, but also at service level to
ensure the wider benefits of providing effective rehabilitation
care are captured, including cost implications. Finally,
involvement of families and carers (matched according to
consent) needs particular attention as relevant others may have
relevant insights into someone’s needs and history, as well as an
important role in their ongoing recovery.

Conclusion
Rest assured, there are people with rehabilitation needs
regardless of the status of local service provision. Where this is
lacking the needs of these people are likely to be poorly met in
community mental health services where large caseloads do not
afford practitioners the time nor resource needed for this group,
or at additional cost in inpatient services (in or out of area). The
needs of this group do not disappear if adequate rehabilitation
services are not available, they simply come at a greater personal
cost to individuals and their families and carers; to NHS services
due to longer or more intensive care (i.e., inpatient) being
required; and to society due to more resource being needed and
reduced opportunity for inclusion and contribution.
Psychological input is crucial to good quality rehabilitation
services, not just in terms of providing psychological therapy for
individuals, but also for supporting psychologically informed
practice throughout the care journey, and for staff and teams in
terms of team formulation, discussion, and reflective practice.
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fluidity and flux and destabilises the binary of right versus wrong
ways of “doing” CBT in favour of a more constructivist, co-creation
of therapy narratives with our clients: synthesis.

There is an interesting debate to be had with regards to
“therapeutic drift” and the ideological premise this rests upon. Is
“drift” about adapting CBT for different marginalised, clinical
populations and therefore an act of inclusivity and a calling-in for
those groups? Does “drift” as an adaptive strategy also address
the clinical elephant in the room; that in the NHS we are trying to
replicate the delivery of therapy in clinical trial conditions with
people who would probably be screened out of those trials. How
do we apply the evidence base to such populations when they
can be so different to the ones that generated clinical knowledge
and conclusions within the University?

This also perhaps reflects a further tension between schools of
academic psychology (where CBT knowledge is generated and
validated) and applied psychology (where CBT knowledge is
enacted, along with all its contradictions, by the therapist, in the
clinic). The body of the CBT therapist, the client and the systemic
space(s) where therapy happens are discursive sites: both self-
referential (in terms of the therapist “doing/performing” therapy

Re(dis)covering the Relational in CBT Practice

Adam Draper

In this article I’d like to explore some reflections on the
therapeutic relationship in CBT drawing upon Michael Worrell’s
recent book CBT and Existential Psychology along with Dr Alex
Iantaffi’s writing on positionality and knowledge in the context of
gender trauma. (Worrell 2023, Iantaffi, 2021). Between them, both
authors flesh out the interpersonal as well as the psychosocial,
systemic factors feeding into the performance of therapy. I am
interested in exploring what happens when we “widen the lens”
of CBT formulation and practice to consider the social and
philosophical context that both we as therapists and our clients
exist in. This has been described as “queering” CBT or culturally
competent CBT in other frames of reference (Beck 2016, Bristow
and Waters 2016, Monk 2023).

At times these newer intersubjective frameworks, post-modern,
and post-rationalist, have been in tension with the empiricist
foundations of CBT. For example, on the one hand, the thesis of
“therapeutic drift” emphasises the binary and the procedural, it
brackets off the social, and foregrounds symptomology. On the
other, antithesis in the form of flex and CBT metacompetencies
invites therapists to “use clinical judgement when implementing
treatment models”, and “adapt interventions in response to client
feedback” (Roth and Pilling, 2015). This latter position offers up

At times these newer intersubjective frameworks,
post-modern, and post-rationalist, have been in
tension with the empiricist foundations of CBT. 
“
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and the client “being-in” therapy, and what stories this generates), and context-specific (in
terms of what’s going on in the client and therapist’s life, society generally, and of course the
services and organisations we work in).

Consideration of the therapeutic relationship is nothing new in CBT. Beck, Rush, Shaw, and
Emery (1979) start their foundational text “Cognitive Therapy of Depression” with chapters on
emotions and then the therapeutic relationship; two areas that CBT is often criticised for
neglecting (by non-CBT trained commentators). The therapeutic relationship is seen as a
modulation of various qualities – warmth, accurate empathy, genuineness, trust, rapport
and collaboration. Writers such as Moorey and Lavender (2019), Kazantkis et al
(2017) and Gilbert & Leahy (2009) all explore the therapeutic relationship as a
way of enhancing the focus on problems and goals via the cognitive
conceptualisation. The therapeutic relationship is used
instrumentally to prevent deviation, in this sense it serves a
directive, pre-emptive, technical purpose. The therapeutic alliance is
seen as a summation of task, goals and bond (Bordin, 1979). The
therapist is seen as a warm, neutral, professional expert
collaborating with the client while also taking a birds-eye view over
proceedings. Blockages to “progress” are seen in terms of schema
related transference and counter-transference between therapist
and client. What is often missing from the picture is the discourse
of relationship itself; what it means to both therapist and client to
be in a power relationship with one another and with the
problematic history and knowledge of CBT and psychology itself. In
addition, this matrix of power relations is also happening within a
geo-political context: environmental catastrophe, genocide,
colonial terror, economic precarity and the increasing fragility of
human rights discourses around race, class, disability, sexuality, and
gender. Our clients bring this into the room in the forms of their
distress. Reducing this to “symptom management” and in effect
silencing them, does them (and us) a disservice. It is also a form 
of violence.

Alex Iantaffi argues that CBT rests on “an almost unspoken
assumption that “rational” thoughts and behaviours are always
morally superior and to be preferred in the field of mental health”
(p.168). They further argue that “rationality” is itself a value-laden
concept rooted in white Anglo masculinity which comes with a
number of assumptions about the gender binary grounded in a
colonizing and capitalist approach. Consequently, when clients
present to the therapist with bodies that historically and currently
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directly challenge ‘rationality’ – queer, non-binary, gender
expansive and trans folks, Black and brown folks, disabled folks,
neurodivergent folks or intersectional identities that threaten to
shake the habitual -  there is a risk that CBT conceptualisation
rigidifies and reduces these dynamic identities to pathological
“maladaptive” behaviours torn away from their social and cultural
context. The proliferation of identity is seen as a threat to the
cohesion and metanarrative of CBT rather than as a creative,
liberatory resistance to the reifying and commodifying nature of
life in the 21st Century.

In its insistence on the ‘rational’, CBT theory and practice can
easily miss the opportunity to interrogate the systemic
assumptions that underpin ‘rationality’ itself, to consider where
the attributions or meanings about living a fulfilling and valued
life actually come from, and whose interests they might be
serving. This opens the space up for a truly reflexive, critical,
dissident CBT practice and makes room for a further dimension of
the therapeutic relationship: solidarity. As Kim and Heath (2022)
put it, a reflexive, truly meta-competent, restorative therapy
creates [a] “need for therapists to reimagine their practices, to
think outside the clinical spaces of their sessions, and to move
forward from therapy’s problematic histories...”

Iantaffi also explores the post-modern feminist theory of
positionality (Alcoff, 1988) which argues that 

“all knowledge needs to be located; that is we need to be able to
identify where it came from, who produced it, why and in what
contexts.... aspects of identities.... emerge and are maintained
through relationships on micro (interpersonal) and macro
(systemic) levels....” (p.51)

This has very real implications for the concept of the neutral,
blank screen therapist who is both an intersection and
expression of power, privilege and oppression but also in
dynamic relationship to their own and their client’s positions in
time, space and community. In other words, the CBT therapist
draws upon a body of knowledge and research rooted in a
particular context – the white, North American, able bodied,
neurotypical, undergraduate student – and this so-called
evidence base perpetuates many of the interpersonal and
systemic misunderstandings that can rupture the therapeutic
relationship and alliance. We also find these invisible assumptions
emerging in the “neutral” tools of measurement, such as the
PHQ9 or GAD7 which are often based upon a particular
understanding or norm of what constitutes adaptive or
maladaptive thoughts or behaviours, without acknowledging the
cultural context in which they arose, that of neurotypical,
patriarchal, white supremacy.

If the therapist is considering both behavioural change and
application of change methods based on a formulation that
includes micro/macro, interpersonal and systemic levels for our
clients, where might that lead us? In the words of clinical
psychologist Jennifer Mullan, it leads to a politicised practice
which considers and formulates the psychological, political,
ancestral and collective in order to create better ways of healing.
It is an embodiment and expression of emotional decolonization.
(Mullan, 2023)

Worrell argues for an existentially attuned CBT which is
“conducted as a form of conversation or dialogue rather than a
technical intervention” (p.259) and that such an approach is by its
very nature “less structured, more open, receptive and flexible”.

Re(dis)covering the Relational in CBT Practice
(Continued)
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Worrell argues for an existentially attuned CBT which is “conducted as
a form of conversation or dialogue rather than a technical intervention”
(p.259) and that such an approach is by its very nature “less structured,
more open, receptive and flexible.

“
”
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This also deconstructs the “therapist-as-expert" and moves us
into a place of “not-knowing” where “the being of the therapist is
always implicated in what arises”. (p.256) The therapeutic
relationship then, involves attending to and openly exploring the
client’s experiences in the wider context of human experience as
a quest for meaning. This quest also must account for the fact of,
and anxiety about, death along with the responsibility of having
to make choices and live with the consequences.

Worrell makes the important point that just as existential
psychology resists manualisation and reductive technical
interventions, experienced CBT therapists also:

“embody the CBT model in a flexible way that is an expression of
their way of being with themselves and others...” (p.259)

In conclusion then, I would like to suggest that CBT practice that
is fit for 21st Century living needs to reflect on what it means to
be “therapeutic” and also where exactly the “symptoms” of
distress come from. Furthermore, the function of supervision in
this process also needs to be interrogated. Often supervision
amounts to a form of soft policing, articulating concepts such as
“adherence to protocol”, or “therapist competence” in the form of
the CTS-r or the self-limiting supervision question. In group
supervision for example a form of fishbowl surveillance emerges
whereby the domains of competence are used to close down or
elide the wider structural features that interpolate the
interactions between therapist and client. CBT fears disruption of
its own discourse as well as disruption of and to the institutions it
is interwoven with. It’s interesting to see that one defensive
response to this has been to build an argument that the
reciprocal therapeutic alliance is no longer a factor in effective
cognitive therapy. Instead a “disagreeable stance” is seen as more
effective (Rieck & Watkins, 2015). Ironically though, it is only when
therapist and client manage to uncover, disrupt and alter
meanings or attributions about a situation, that change happens
through action.

Maybe a question to consider at this point is what would a 
truly disruptive CBT practice look like and what changes might it
lead to?

Adam Draper previously worked in the NHS Talking Therapies
Service as a CBT and EMDR Psychological Psychotherapist
and now works in independent practice
(www.rhizomepractice.com).
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This question has come up when a CBT therapist encountered a
former client in a social situation – a party held by someone who
turned out to be a mutual friend - more than three years after the
professional therapeutic relationship had ended.

The therapy had been successful, and while the therapist and
client had a good relationship and worked well together, there
had been no suggestion of a social relationship at the time.
At the party three years later, the former client and therapist had
a conversation – which included acknowledging that it was a
little awkward to realise they had friends in common, as well as
enjoying the conversation and finding other interests and
activities that both are involved in.

At the end of the conversation, the former client has asked the
therapist to meet them for a coffee sometime, which the
therapist would like to do. The therapist is concerned that this
may breach professional boundaries, and at the same time, feels
that they enjoy the company of their former client and does not
think there would be a breach of standards such as a power
imbalance if a friendship- or more- was to develop.

What should the therapist do? Perhaps take time to consider your
own thoughts here, or reflect on your own situation.

What we would expect the therapist to do:

• Reflect for themselves on the therapy and the therapy
relationship, and potential implications if the nature of the
relationship were to change.

• Consider how would they ensure that they address potential
conflict of interest and adhere to their professional obligations?

• Review the BABCP’s Standards of Conduct, Performance and
Ethics, and the principles informing them

• Review any employer’s policies that are relevant to the situation

• Take the matter to clinical supervision and reflect on this with
honesty and openness.

In considering ethical principles, how would the therapist do

Clinical Excellence in CBT
Helen Macdonald, BABCP Senior Clinical Advisor

In this new series, we are going to look at ethical dilemmas
and concerns that come up in CBT and think about how we
might respond to them. The articles are intended to stimulate
reflection and discussion, without necessarily providing a
definitive answer.

As CBT psychotherapists, Wellbeing Practitioners, researchers,
teachers and supervisors and related practitioners, we are
expected to hold ourselves to high standards of conduct. This
means to protect the public, act in the best interests of our
clients and uphold the reputation of the profession.

In some situations, it can be very clear how to act in
accordance with ethical principles – in this column, we are
going to look at issues that have come up for our members -
perhaps where it seems that ethical principles may conflict
with each other, where it may not be obvious how to apply
them in the circumstances. We will also consider themes in
complaints that have been brought about members - or
where decisions have been questioned.

What are ethics?
These are the principles that guide behaviour, based on values
that inform how we make a judgement – such as whether
something is right or wrong, fair or justified. In talking
therapies, these are usually translated into five key principles
about what we should and should not do.

Beneficence – doing good for the people we work with and
Nonmaleficence – taking care to do no harm

Fidelity and responsibility – being trustworthy and making sure
that our professional responsibilities, accountability and
obligations are clear. Managing conflicts of interest and
ensuring we avoid any exploitation or harm.

Integrity – being accurate, honest and truthful, and keeping
to commitments

Justice – being fair and equitable in providing access to
services, including maintaining professional boundaries; being
open and aware of biases and limits to competence 

Respect for rights and dignity of people – means respecting the
worth of all people including any protected characteristics or
other vulnerabilities; maintaining privacy, confidentiality.
Working to be aware of – and eliminate – prejudice and bias
as far as possible.

In talking therapies, these ethical principles inform how we
ensure that what we do does no harm; how we seek consent 
and offer choice, protect confidentiality and anonymity, and
how we communicate.

The question: Can I form a romantic relationship with a former client?

Ethical dilemmas
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good and avoid harm
if they were to meet

the former client for 
a coffee? 

Most, if not all the time,
developing a different
relationship with a
former client would be
seen as having

potential to do harm, be a breach of professional boundaries, and
therefore inappropriate.

There is a risk of exploitation and potential for power imbalance.
It may not be clear that they are acting fairly and with justice, and
avoiding bringing the profession into disrepute.

It can be helpful to think about what this might look like as a
newspaper headline, or a complaint made to a professional body
about conduct.

These considerations are likely to lead to a decision to refuse and
carefully communicate to the former client that this is not
something that they can agree to do, based on the nature of their
previous relationship.

Is it truly possible for the circumstances of both therapist and
former client to change enough for a different type of
relationship to develop in a healthy way?

The former client (and therapist) may feel that they have the right
to move on from the client having therapy in the past. Does it
reduce their dignity or freedom to choose for themselves, or
mean treating a person differently for the wrong reasons, if the
therapist decides that a friendship is not possible? Could it be
seen as patronising, or an assumption that the client will always
be vulnerable, even permanently judged, on the grounds of
having had that therapeutic relationship in the past.

CBT therapies often include relatively short-term episodes of
therapy and is aimed at making helpful changes. Does that mean
that someone could never become personally friendly with a
former therapist?

We can also consider whether what the therapy was for would
influence the decision. For example, would it make any difference
if the person receiving therapy had been addressing a single
traumatic accident that happened when they were an adult, a
phobia about having injections, or severe and enduring
depression which had been present since their early teens- and
why would there be any difference? If there were cultural, ethnic
or faith differences and similarities between the former client and
therapist, and whether these would have an impact on the
decision-making process, and why.

Would your approach be different if the scenario was that the
former client was offering a potential business relationship rather
than a personal friendship.

Would it make any difference if it had been twenty years since
the episode of therapy? If the therapist was working in a different
area or was no longer a therapist? If the client had now done
extensive training and qualified in providing therapy themselves
and was now currently working in a similar field?

Counselling and psychotherapy bodies generally advise against
developing relationships with former clients. Our own Standards
specify that we must act in the best interests of people who use
our services, keep high standards of professional conduct,
provide us with important information about conduct, and we
must behave with honesty and integrity and make sure our
behaviour does not damage public confidence in our practice.
Kingdon et al (2017)* state that CB therapists must be aware that
their responsibilities extend beyond the therapy room and be
able to justify and account for their decisions and actions when
necessary. BACP refers to ‘exceptional’ situations where a
relationship with a former client may be possible and provides
advice on building appropriate relationships in their Ethical Code.
HCPC’s Standards of conduct performance and ethics state that
relationships with service users and carers must be professional,
with no clear guidance on when or whether a relationship 
with a former client could be appropriate. They suggest that
pursuing a personal relationship with a previous client is possible
but that the therapist should be ‘cautious’ about doing so.

To share your thoughts and 
reflections about this, or to 
ask an ethical question for a 
future issue – email 
senior-clinical-advisor@babcp.com
with ‘CBT Today-Ethics’ in the subject
line. Please indicate in your email if you
are happy for your response to be
published in the next issue.

*Kingdon, D, Maguire, N, Stalmeisters,
D and Townend, M (2017) CBT Values 
and Ethics. Sage

You can read the BABCP Standards of 
Conduct, Performance and Ethics by 
scanning the QR code here
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In considering ethical principles, how would the therapist do good and avoid harm if they
were to meet the former client for a coffee? “
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The 2024 EABCT Congress will take place in Belgrade from 4-7 September 2024, and will be organised by the 
Serbian Association for Cognitive and Behavioural Therapies, in collaboration with the Serbian Association of Behavioural 
and Cognitive Therapists. The theme for the congress is "New Age of CBT – Challenges and Perspectives"

An enriching scientific program is being prepared, complemented by social events, including the congress party and captivating
showcases that celebrate Serbian culture. The EABCT Congress is a vital way to build both knowledge and new connections. For
this reason, an affordable fee structure will be offered.

Submissions to the congress are still open, and registrations are now open. Visit the congress website at www.EABCT2024.org to
submit papers, register, and stay up to date with the programme.

To create memories that never fade,
come to Belgrade this September!
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