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Welcome to the latest issue of CBT Today. Once again
we feature articles focusing on issues facing therapists
- including the need to help those affected by war, as
well as a look at measures taken in an IAPT service to
support staff during the pandemic and beyond.

We're grateful for the continued activity of members
to help develop our Special Interest Group network,
and we have two new SIGs featured in this issue, with
Anna-Maria Newell writing about work in forensic
settings, and Natasha Hickmott's article on working
with ADHD brains.

Thanks as always to all contributors for another
diverse issue. If you want to write an article for 
CBT Today, then please do get in touch.

Peter Elliott
Managing Editor
peter.elliott@babcp.com
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The BABCP has a long history with our
colleagues in the many European CBT
associations, and great friendships,
collaborations and joint initiatives have
taken place during the 50 year history of
the BABCP and the European
Association of Behavioural and
Cognitive Therapies.

It has been especially difficult for our
many of members who have known, trained with and become
close to colleagues in Ukraine during the Russian invasion and I
know there have been initiatives to support colleagues from
members, Special Interest Groups and former Board members.
Many of you will be preparing to offer psychological support to
refugees from Ukraine, following work with other groups in
recent years from Afghanistan and Syria and I want to thank
you for your commitment to this work. By the time you read
this I hope you will have signed up to the workshops we are
providing to support this work and revisited some of the
articles in our journals and CBT Today that have been written
with supporting this work in mind.

This is the start of a big year for the BABCP. Our Annual
Conference in July will mark the start of our 50th year
celebrations and during that year there will be opportunities to
look at what we have achieved as an organisation during that
time and also to look at where we go next. As we grow in
numbers and influence it is important that we remain a
members-led organisation that continues to focus on
promoting and supporting the broad family of Behavioural and
Cognitive Therapies, promoting their use, informing the public
about them and making sure that the therapists who provide
them are well supported in their work through CPD,
supervision and representation.

This work means that we need to look at the different ways
that therapies have been developed across the countries we
represent and to advocate for high quality evidence-based
approaches across the UK and Ireland, and this year will see the
development of a policy officer post to support that. We will
also continue to grow as an organisation that welcomes and

represents the Low Intensity workforce and it is really positive
to see how LI working is well represented in conference
organisation, our journals, our CPD and our plans for the future.

There is another big and positive change for the BABCP and
that is our next President, Saiqa Naz, who will formally take
over at conference in July. As someone who has trained and
worked as a PWP, then a High Intensity therapist, she will bring
some important perspectives to our leadership team and I am
confident Saiqa will make a massive contribution to leading us
as an organisation as we start the next 50 years. Personally I am
looking forward to seeing her succeed in moving things
further.

I would just like to finish with some thanks as my time as
President comes to an end. First to our staff team who have
done incredible work during the past two years of the
pandemic to make sure that members have continued to get
access to CPD, a responsive accreditation process, and that as
an organisation we are well run and provide a good service to
our members and the public.

I also want to thank our many volunteers. If we listed them all
and what they brought it would take a whole issue but this
includes the work of Special Interest Groups, branches,
committee members and the Board, who bring experience,
enthusiasm and commitment to the organisation that is
second to none, often available to do this work in the evening,
over weekends and at times they could be doing a lot of other
things. It has been a genuine pleasure to get to know them all
better over the past few years.

Lastly I want to thank you all. I have really enjoyed getting to
know our membership better over the past two years as
President. I have learnt a lot from the times we have met in
person, in virtual meetings, at conference and on social media.
We have an incredibly well informed, passionate and skilled
membership and that has made my time as President a real
pleasure. I hope to see as many of you as possible in London
for our conference.

Dr Andrew Beck

President’s message

Join us at our
50th Annual Conference

20-23 July
Find out more in this issue
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We look forward to welcoming you to Imperial College in London
and to the BABCP 50th Annual Conference, from 20 to 23 July.
This will be a special conference for all of us, because it will mark
the beginning of a year of celebrations to mark 50 years of BABCP,
which had its inaugural meeting at the Middlesex Hospital,
London on 10 November 1972.

Although we were able to hold a one-day virtual conference
programme in 2020 and a three-day hybrid conference in Belfast
last year, Covid-19 has prevented many of us from meeting in
person for over two years. Our conference at Imperial this year will
be the first time that we can meet together and participate in a
conference in person rather than via virtual platforms.This is a real
chance to catch up with all those friends who you normally see at
BABCP, and to see the speakers in person. It will also give many new
members the chance to participate in BABCP’s most important
event of the year. However, we will still be giving those delegates
who are unable to travel to London the opportunity to be part of
the programme virtually. Delegates registering to join online will
have access to three of the lecture theatres throughout the
conference and be able to watch recordings from these sessions for
three months after the conference.This will include all the keynote
presentations as well as 16 of the symposia providing 69 hours of
CPD. A reduced registration fee is available for online delegates.

The Conference Scientific Committee has succeeded in
expanding the quality and diversity of the 2022 programme. We
have provided members and non-members with a unique
opportunity for continuing professional development,
networking and the exchange of ideas. All of our UK keynote
speakers including David Clark, Paul Gilbert, Willem Kuyken, Roz
Shafran, Paul Salkovskis are due to speak in person. Our guest

keynote speakers from overseas will join us online including
Christine Padesky, Michelle Craske and Sona Dimidjian.

Skill development is central to what BABCP offers. This year,
delegates who are attending in person will be able to choose from
12 pre-conference workshops and 10 in-conference half-day
workshops. Over the coming months and through 2023, we will
continue to run online workshops, but this is your chance to
immerse yourself in those skills in person.

The conference programme this year will include over 50
symposia, panel discussions and clinical roundtables, poster
sessions and 12 keynote addresses. The conference will also make
links back to 1972, celebrating the legacy of BABCP, and will
include a chance to reflect on the work of senior colleagues who
have left us this year.

Enjoy the opportunity to join the conference, either in person or
online. Those of you  who are able to travel to London can also
take advantage of the social programme that is always an
important part of the Annual Conference and something we 
have missed for two years . We hope that your experience will 
be memorable.

Please go to the conference website (babcp2022.org) to
register (early bird rate ends on 13 June 2022), and to see the
programme that is confirmed so far. Details of accommodation
and the social programme are available there too.

Glenn Waller, Chair Scientific Committee 
Rod Holland, Conference Organiser 

The start of 
BABCP’s 
50th Anniversary
year celebrations

20-23 July 2022

Registrations are now open www.babcp2022.org

Join us for the start of our 50th Anniversary celebrations

BABCP 50th Annual Conference
IMPERIAL COLLEGE LONDON
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BABCP
Awards
Nominations are now open for
both our Fellowships and the
Engagement and Involvement
Award.

The Fellowship Award aims to
recognise those members who
have made a significant
contribution to the development
of CBT and BABCP in areas such as
clinical service, research and
teaching/training and services 
to BABCP.

The Engagement and Involvement
Award, introduced in 2019,
highlights members who have
contributed to public
engagement and or the
involvement of people with lived
experience in relation to CBT.

Take a look at babcp.com/Awards
for more information on the
criteria for the awards and how
to apply. The deadline for
nominations to both awards is
10 June.

Dr Marta Lopez and Daisy Mayer - an apology
In the February 2022 issue of CBT Today, we published the article 'Measuring EMDR outcomes'. This was published in error, and we
would like to apologise to the authors attributed to the article, Dr Marta Lopez and Daisy Mayer.The article was a summary of findings
of the research being carried out, and should not have been published. The final article will be published in full in a future issue.

Peter Elliott,
CBT Today Managing Editor

Spring Workshops
For the third year running BABCP’s annual Spring event had to be delivered virtually.
When the event was being planned at the end of 2021 it was still unclear what impact
COVID-19 would continue to have so to be safe we planned for the full programme to
be delivered online.We might have got away with running the workshops live since
venues were once again opening for meetings and many of the restrictions that we
have seen over the past two years had been reduced. However, we would not have 
had the same response to the workshops that we achieved this year and delivering
training online has certainly increasing access and made them much more available 
to members.

967 delegates joined the spring programme of six half-day workshops held on Zoom
over three days. All of them were clearly well received from the messages that delegates
left in the chat function and another benefit of running the workshops on the Zoom
platform means it is much easier for delegates to ask questions. In fact, so many that it's
frequently impossible for the workshop leader to respond to them all.

This year’s workshop programme included Working with “Religious Beliefs and
Spirituality” run by Taf Kunorubwe, and a workshop on Long Term Conditions and
Medically Unexplained Symptoms run by Maria Boardman, Phillipa Horn and Liz
Boaden.These two workshops were specifically targeted at Low Intensity workers and
over 100 BABCP-registered PWP’s were able to take advantage of the complimentary
registration that was offered to this group.

On day two Stephen Barton and his colleagues ran an excellent workshop on CBT for
Depression with a focus on overcoming treatment barriers with complex cases. Margo
Ononaiye assisted by her colleagues had a stimulating workshop on “Developing
Cultural Competence in Supervision”. On the final day delegates were treated to David
Veale’s workshop on behavioural activation and beyond followed by Bob Leahy running
his workshop from New York on “Regret: A Cognitive Behavioural Approach” which is the
focus of his most recent book.Thanks go to all the workshop leaders and to Allan Laville,
John Taylor, Peter Phiri and Shirley Reynolds from the Scientific Committee who helped
to facilitate the workshops.

We also must give many thanks to Clare, Michaela and Lynne who between them
continually signed all six workshops for us making them available to members of our
deaf community and adding much value to the workshops. Improving access for
everyone is a goal of BABCP and we will continue to be offering this facility at 
future workshops.



The Wellbeing Strategy Group (WBSG) within the South
Tyneside and Sunderland NHS Foundation Trust (STSFT)
adapted to support staff during the unprecedented
challenge we faced as a result of the Covid-19
pandemic. Here, we want to share examples of good
working practices during a time when staff wellbeing is
of the upmost importance.

Introduction
Healthcare work, particularly providing psychological
therapy, can be an emotionally taxing and challenging
line of work. For instance, vicarious traumatisation and
secondary traumatic stress are well-documented
adverse reactions within mental health professionals
(Baum, 2015).

Occupational burnout is common in mental health
professionals and can have serious personal and
professional consequences (Steel et al., 2015).
According to Maslach et al., (2001), burnout refers to ‘a
psychological syndrome in response to chronic
interpersonal stressors of the job’ (p.399). Research has
identified a number of predictors of psychotherapist
burnout including; job stress, lack of control at work 
(Lee et al., 2011), control-oriented coping style, and a
conflict between work and family domains (Rupert et al.,
2009). Burnout in mental healthcare has also been
linked to organisational factors such as time pressures,
role ambiguity, increased workload, time pressures,
lack of supervision and reduced resources (Edwards et
al., 2000).

The challenges of providing psychological therapy
within an NHS or IAPT service are well recognised and
this led to the development of the WBSG in November
2019. In addition to the day-to-day pressure that
healthcare workers are under, the rapid spread of
COVID-19 placed a further strain on the capacity,
responsiveness and resilience of healthcare systems
(Emanuel et al., 2020).

The STSFT provides guidance and protocols for the
health and wellbeing of staff. The combined services of
South Tyneside Lifecycle Service and Gateshead Talking
Therapies wanted to broaden their existing guidance
and protocols to ensure staff were being effectively
supported. The IAPT manual describes it as being of
‘paramount importance’ to create a resilient and thriving
workforce in order to deliver high quality mental health
care (NHS, 2021). Prior to the pandemic, the WBSG was

Supporting
Psychological
Therapists in an
IAPT service 
during a global
pandemic

Mark Tull, Naomi Maidwell,
Terri Hollinghurst and Derek Winter 

6 May 2022



set up to review and consider different initiatives to promote staff
wellbeing within the service. Other services have since joined the
group to develop their own staff wellbeing policies and
procedures.

Early Initiatives
Initially, members of the WBSG made themselves known to the
wider team as being a confidential point of contact. A ‘wellbeing
communication log’ was set up where staff members could
provide suggestions to improve their wellbeing and raise any
wellbeing issues anonymously if they preferred. The WBSG
regularly reviews this log and collaboratively explores potential
solutions, delegating the task to the appropriate group member,
and feeds back the agreed solution on the log. The management
team, including the clinical lead, considers each suggestion made
and provides a rationale or an alternative solution if a suggestion
isn’t feasible. Updates are outlined for staff in a monthly
wellbeing newsletter.

An Unexpected Challenge
In April 2020, services up and down the country had to quickly
adapt to new ways of working to continue providing much-
needed mental health services during the pandemic. These
changes brought with them levels of anxiety, apprehension and
uncertainty that had not been experienced on this scale
previously. Staff wellbeing was a bigger priority than ever 
before and so the WBSG worked closely with the management
team to ensure that the team was supported throughout this
challenging time.

At the start of the pandemic, the numbers of people accessing
the service actually reduced for a short time and so the
management team offered every member of staff half a days’
worth of Continued Professional Development (CPD) time. Staff
members were able to use this time to help them to adapt to

these new challenges such as finding new resources that might
help them to support clients during a pandemic to self-practice
of skills to help them increase their own tolerance of such high
levels of uncertainty. The team was encouraged to attend
sessions such as those made available by BABCP and other
healthcare organisations. The management team adjusted clinical
case targets accordingly to ensure this was not a barrier to
engaging in this initiative.

Communication was key to support staff working from home and
removed from their usual network of support. The wellbeing
communication log was invaluable in helping the group identify
and react to staff difficulties and concerns. Work Life Balance Risk
Assessments (WLBRA) were introduced and these are now
completed alongside monthly management supervision sessions
for every member of staff. The WBSG completed a literature
review to ensure the questions included on the WLBRA were
relevant and purposeful, collating the necessary information to
review wellbeing. The aim of the WLBRA is to ensure staff
members are maintaining a healthy work/life balance whilst
working from home, and if not, to explore how to promote a
better balance. Regular communications with line managers 
are completed via video call and provided staff members a 
safe space to voice any concerns or difficulties they may 
be experiencing.

A further challenge for the service was how to support new
members of staff joining the team during remote working. A
buddy/mentor system was introduced for new staff members to
help them settle into their role; being on hand to answer

Burnout in mental healthcare has also been linked to organisational factors such as 
time pressures, role ambiguity, increased workload, time pressures, lack of supervision
and reduced resources (Edwards et al., 2000). 
“

”
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questions and offer guidance as and when needed. Shadowing
opportunities were also offered to new and trainee members 
of staff.

Staff Feedback
As home working on this scale was unprecedented, the WBSG felt
it was important to gather information on this experience from
staff, so the WBSG devised a Homeworking Survey. This was
another opportunity for staff to anonymously provide feedback
regarding home working practices.The data was collated, analysed
and a thematic analysis was performed and explored within the
WBSG, which was then shared back to the wider team. Results from
the Homeworking Survey proved to be very informative and has
assisted in the development of future protocols. Reports and
opinions of staff have been very positive and complimentary, yet
feelings of isolation were a common theme in the results. Some
staff members also commented on experiencing a sense of
increased workload as a result of having to learn new ways of
working in order to continue to provide the high quality of care
that they would deliver in their usual place of work.

Overcoming the Challenges Raised
In response to this feedback,‘staff wellbeing sessions’ were
introduced. These online meetings offer staff a regular
opportunity to catch up with colleagues, share experiences and
get advice in a safe and informal space. The management team
encouraged team members to utilise this initiative by allowing all
staff to replace 1-2 clinical contacts per month, depending on
role, with attending a wellbeing session. This was considered in
response to staff concerns around increased workload and also
to convey the message that staff wellbeing was not just
considered by the management team but actively supported and
encouraged. Informal virtual get-togethers were previously
offered to staff with no caseload adjustment and these were
poorly attended. Virtual team building events were also
organised in team meetings.

These sessions were recently evaluated using a further staff
experience survey. The results indicate that staff value these
sessions tremendously. 80% of the staff team have been able to
attend at least one catch up session and positive feedback was
provided such as:“I really appreciate the sessions and will
continue to attend”,“I love that we get the opportunity to have
these catch ups”,“they are most helpful/useful and break up some
of the treadmill feelings” and “It’s great to have support from
colleagues which no longer happens face to face”.

We have taken action based on suggestions to improve the
sessions by offering regular sessions at varying times and days
and by informing staff of the session facilitators beforehand so
they have a better idea if more of their own staff team are likely
to be in attendance. Feedback predominantly indicated a
preference to keep the sessions informal and unstructured to
emulate the catch up that staff may be missing in the lunch or
break times in the office.

Conclusion
The WBSG will be an ongoing process. Membership has now
expanded across all of our Mental Health work streams and there
has been much learning about how to support staff working
from home. As we go forward, our pattern of working may
change again and the challenge will be to support staff in what
may be a hybrid model of working and to ensure that equity,
flexibility as well as sensitivity are applied when determining how
staff may work in the future. Whatever the future brings, we feel
confident that the group now has the experience and knowledge
of how to identify possible risks to wellbeing and to generate
workable solutions along with the pressing need to continue to
meet IAPT targets.

Mark Tull, Naomi Maidwell, Terri Hollinghurst and Derek
Winter all work for Gateshead Talking Therapies, part of the
South Tyneside and Sunderland NHS Foundation Trust.
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Attention Deficit Hyperactivity Disorder (ADHD) is a heavily
stigmatised and much misunderstood condition. As therapists it
is important that we consider our own biases and how we might
best support service users with ADHD to live their best lives.

Deviance or adaptation?
I had been working in an adult IAPT service for about six years,
and had certainly hit a few bumps on my road from trainee PWP
to qualified CBT therapist, when I was finally diagnosed with
ADHD: combined presentation, just before my fiftieth birthday. In
that moment my life made sense. I was able to accept myself for
who I am and I began to share my authentic self with others,
removing the mask I had hidden behind for so long. As I talked
about my diagnosis I became increasingly aware of the
misconceptions and stigma this carries. A diagnosis that had felt
so empowering, now felt limiting in ways I had not expected. My
behaviours hadn’t really changed, but perhaps how others made
sense of them had.

The DSM-5 (American Psychiatric Association, 2013) recognises
ADHD is a neurodevelopmental disorder characterised by
persistent inattention and/or hyperactivity/impulsivity which
significantly impacts social relationships and
academic/occupational achievement. There are three
presentations: predominantly hyperactive; predominantly
inattentive and combined which incorporates clinically
significant symptoms of both.

The diagnostic criteria for ADHD focus on behaviours which
negatively impact others, so it may be unsurprising that ADHD is
so often associated with a deviance paradigm and many other
‘Ds’: with deficit and disorder setting the scene for interpretation
of our behaviours as character flaws and undesirable personality
‘traits. We are admonished for being disinhibited, disorganised,
disrespectful, dysregulated, distracted, divergent, disengaged,
disinterested, disruptive, disingenuous, dangerous, distasteful and
defiant, therefore undeniably deviant.

Like most ADHDers I always had a sense that I was different, but it
seems unfair that we are so often derogated, demonised and
disliked, especially given that we work hard to accommodate
neurotypical needs, frequently by subjugating our own. In fact,
rather than a deficit, ADHD is considered a surplus of attention
and that our difficulty focusing and associated behaviours are
due to this, combined with ADHDers naturally having fewer
synaptic neurotransmitters (Hallowell and Ratey, 2021). This
“glitchy switch” (Hallowell and Ratey, 2021, p.24) causes us to
either be unable to engage, hyperfocus and work at speed in an
almost obsessive way, or produce incredible original 
work drawing ideas together in previously unconceived ways.

In fact, ADHD brains may be evolutionarily adaptive (Swanepoel
et al., 2017) perhaps designed for explorers and adventurers 
who survive best when they are in tune with, and responsive to,
their environments.

ADHD kayaks
Imagine people in kayaks navigating a reasonably placid river
with the aim of completing task gates by navigating through
pairs of suspended poles.

A neurotypical person has a short, stubby kayak and a paddle. It is
very manoeuvrable, and they guide it through gates at will. A
predominantly inattentive ADHDer has a long, sleek kayak but no
paddle. Although they can reach the water with their hands no
matter how hard they work they barely influence the direction
they travel, instead they develop their intuition and learn to read
the water. They occasionally complete gates, but frequently
navigating lesser used channels unnoticed. Keen to avoid
criticism for lack of achievement, or bumping into others.

A predominantly hyperactive ADHDer has a long, sleek kayak and
no paddle but they have a motor. They simply can’t control their
speeding kayak. Frequently colliding with others and rarely
completing gates they experience almost endless criticism. A
combined presentation ADHDer has a sleek kayak, no paddle and
an intermittent motor. They learn to intuit and read the water, but
have unpredictable bursts of speed. They complete few gates,
often collide with others and get a lot of criticism.

Sadly, some ADHDers may find themselves going so fast that they
even ramp out of the waterway and find themselves circling
around in a nearby pond, dropping out of society to avoid being
criticised for things that they cannot control.

But then there are the rapids where ADHDers come into their
own. Here the neurotypical struggles to complete any gates due
to their paddle being ineffective within the complex, evolving
situation and they may quickly become exhausted. The
hyperactive ADHDers power their way through, whilst the
inattentive ADHDers use their intuitive understanding of the
water and the combined ADHDers use both their intuition and
motor, each able to complete gates others thought impossible
and safely find their way through.

If we supported ADHDer kayakers by giving them a short paddle,
similar perhaps to prescribing medication. This may help the
ADHDer perform better in the placid waters, complete some gates
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The importance of perspective
Moving beyond the ‘Ds’ for working with ADHD brains
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and receive less criticism, but it can take
time to build these new skills and find a way
to feel comfortable integrating this strange,
new approach.

Perception is everything
In the right environment ADHDers thrive,
perhaps being entrepreneurs, emergency
service personnel, therapists or managers,
using our divergent brains we are able to

find novel solutions and respond calmly to
chaos. But when we are expected to
perform in an environment that doesn’t
suit our brains, our behaviours betray us
and we find ourselves criticised, labelled
with unhelpful ‘Ds’ and feel rejected. As 
we internalise this narrative we become
increasingly fearful of exposure as 
deviant and try harder to mask our
symptoms in a cycle which negatively

impacts our mental health.
The way ADHD brains are built influences
their behaviours, but the way ADHD
behaviours are perceived and responded
to by others influences how ADHDers feel
about themselves and consequently their
subsequent actions. Figure 1 considers
some typical ADHD behaviours and how
these might be perceived through
different paradigms.

The importance of perspective 
Moving beyond the ‘Ds’ for working with ADHD brains

Behaviour

Chatty, fidgety, asking questions

Not doing what asked/expected

Does not complete homework/house
chores - stays up late then tired at
work/school

Trying new, unusual, food combination

Not contributing to small talk in
conversation or project

Doodling in meeting/lesson

Stating how/what they feel about
something/someone. Believing what
others say.

Keeps trying to challenge the same
perceived injustice or barrier

Forgets to put bins out for bin day, send
email, buy birthday card

Tearful or irritable - overwhelmed by
sensory or emotional information

Original ideas that challenge the norm

ADHD as deviance paradigm

Overexcited,“Too much”

Defiant – issues with authority

Procrastinator, lazy, unproductive,
selfish, spoilt

Weirdo, risk taker

Rude, disinterested

Daydreamer

Rude, poor social skills

Never learns

Easily distracted – unable to prioritise

Over sensitive

Never going to achieve

ADHD as adaptive paradigm

Energetic, enthusiastic, passionate

In threat mode. Driven by values not 
rules - out of the box thinker

Responds to interest/need – often
hyperfocused and super-productive
when interest/need engaged

Curious explorer

Interest driven explorer waiting for an
engaging challenge

Creative innovator

Honest and genuine

Resilient

Responsive to environment – prioritises
based on sensory information

Intuitive and highly aware

Can change the world

Figure 1.

Changing the story
Whilst medication is often the first line treatment for ADHD (National Institute of Health and Clinical Excellence, (NICE), 2018) the
guidelines also recommend CBT to support management of ADHD symptoms. This may incorporate behavioural strategies to support
better organisation and improve social skills as well as cognitive techniques to address co-morbid mental health issues (Sprich et al,
2012; Ramsey and Rostein, 2015).

Standard CBT techniques may unintendedly reinforce unhelpful beliefs from an ADHDer’s internalised deviance narrative and lead
to disengagement. Within CBT we can blame ourselves for our difficulties engaging and our inability to do the planned tasks, or
think differently and ‘how we should’. We usually know what we need to do, or at least what we feel others think we should do, but
we are unable to engage with tasks if we perceive them as boring or non-urgent unless we resort to maladaptive responses. So if
CBT focusses on us having to do what we are told to do bur aren’t really engaged in, we often fail, further reinforcing our deviance.
But, if we as therapists, move beyond the Ds of the deviance paradigm and consider ADHD as adaptive, we might use the seven Cs
(on page 11), and maybe more beyond, to flex CBT, work with ADHD brains, focus on strengths and support ADHDers to be our
authentic selves and live our best lives.
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Suggested 7 Cs:

Curiosity: one of ADHDers’ biggest strengths. This can be used to
great advantage as curiousity negates anxiety.

Creativity: ADHDers are often very creative and great problem
solvers encourage them to use this and flex interventions to work
for them.

Challenge: ADHDers often rise to a challenge, especially if it is 
in line with our values and interests and allows us to be curious
and creative.

Connection: ADHDers often crave genuine connection with
others, at a deep level, and to feel accepted. The therapeutic
relationship is an opportunity for them to be their authentic
selves, perhaps for the first time, and develop their confidence
authentically interacting with others too.

Customise: ADHDers may need to customise their environment
to thrive – e.g. asking for reasonable adjustments at work or
customise their expectations to ensure they reflect values and
not threat driven rules e.g. liking having the washing up done is
not the same as having to do it yourself, or doing it right now, or
doing it all at once, or doing it with no music on.

Change: ADHDers often enjoy change, perhaps because it means
new and interesting, or brings an element of challenge, but fear
of criticism can prevent potentially helpful changes being made.
Through curious exploration of ideas, beliefs or behaviours
change can naturally occur. Flexibility to change can support
embedding of strategies such as activity scheduling or
behavioural activation e.g. exploring different ways of planning
activities and having reminders. From coloured pens to computer
reminders, how and when they might be discussed with others or
jobs allocated. By making change flexible encouraging creativity
the ADHDer is more likely to continue to use them.

Compassion: ADHDers can be very self-critical. Compassionate
responding, especially self-compassion, may need to be taught
and modelled to enable non-judgmental acceptance of
difference and challenges. As we reduce self-criticism we make
space to consider choices aligned with our values.

Having ADHD brings challenges and we frequently need support
to thrive in a neurotypical landscape, but I wouldn’t be without it.

I love the way my brain works and enjoy nothing more than
indulging it as it explores new ideas. ADHD is multifaceted and
complex, but I hope this brief reflection on working with ADHD
brains has been helpful. I welcome any comments or questions.

Natasha is a HI CBT therapist in adult IAPT, and is the current
chair of the Insight IAPT/Mental Health Concern:
Neurodiversity Network Group which aims to promote the
value of neurodiversity and support neurodivergent
colleagues and service users to thrive by helping colleagues
and clinicians feel neuro-difference confident.
Natasha can be contacted at
natasha.hickmott@insighthealthcare.org
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New Special Interest Group launch: Neurodiversity SIG
With growing evidence for the effectiveness of cognitive behavioural interventions for neurodivergent people, if it is suitably
adapted in line with their needs, a number of BABCP members have formed a new Special Interest Group with the aim of focusing
on work in this area.

Establishing the SIG will enable practitioners and clinical researchers to focus efforts to disseminate and improve adapted CBT
practice for neurodivergent people, as well as providing a clear route for CBT practitioners to readily access training opportunities
and clinical resources within BABCP.

The SIG is also keen for neurodivergent CBT practitioners to feel supported at work, share expertise and promote appropriate
supervision enhancements and adjustments for neurodivergent CBT therapists. The SIG are planning their first event this autumn.

All BABCP members are welcome to join the SIG. You can do so by logging in to 'My Account' at babcp.com and going to the
Special Interest Groups page. The interim SIG committee can be contacted by emailing neurodiversity-sig@babcp.com



Thriving in adversity:
Equipping children and young people with life skills in India

It is possible and effective to train people with no
mental health background to develop ‘life skills’
with children and young people living in adverse
conditions. Our recent pragmatic randomised
controlled trials conducted in India showed large
effect sizes for two brief psychosocial
interventions.

What are the problems and how can we help?
There is now overwhelming evidence that severe
social adversity is associated with disrupted
development and mental health issues.‘Failure to
thrive’, often indicated by stunted growth or
wasting, affects around 160 million children in
India, and many more globally. Failure to thrive is
characterised psychologically by cognitive deficits,
behavioural and emotional regulation problems,
insecure and disorganised attachment, mental ill-
health and neuropsychological problems as well as
post-traumatic responses. Little research has
examined how we can understand and ameliorate
the effects of early social adversity.

Over the last 14 years, Dream a Dream NGO has
worked with clinical psychologists Dr Fiona
Kennedy and Dr David Pearson, recently joined by
Dr Katherine Newman-Taylor, to develop and
evaluate brief psychosocial programs for children
and young people. The programs draw on the
principles of validation, positive reinforcement and
secure attachment. Appetitive rather than aversive
motivation in the context of safe, boundaried
relationships are facilitated via after school sports

and arts interventions for young children, a work-
readiness program for young adults, and
mentoring and teacher-training for educators.

How can we measure outcomes?
We developed the Life Skills Assessment Scale
(LSAS) given the need for an instrument to
measure outcomes in these contexts. The scale
needed to be relevant to children and young
people from adverse backgrounds in developing
countries. It had to be simple, allowing observers to
assess children in relatively large groups over a
period of a few hours. Rather than mental health
symptoms or educational achievement, we wanted
the scale to focus on ‘life skills’ that support
psychosocial competence – the ability to deal
effectively with demands and challenges of
everyday life (Birrell et al.,1997).

Items were developed using focus groups to
operationalise the ten life skills identified by the
World Health Organisation. The resulting 5-item
scale has now been validated for different age
groups (Kennedy et al., 2014; Pearson et al., 2020)

Dr Fiona Kennedy, Dr David Pearson, Dr Katherine Newman-Taylor, Suchetha Bhat 
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and has been made freely available. The LSAS can
be used to evaluate individuals’ progress, the
effectiveness of specific NGO programs, and
organisational impacts. The LSAS is currently in
widespread use in India, Africa and other
developing countries. Implementation videos have
also been made freely available:
https://www.youtube.com/watch?v=nhbBldB3-TI

How theory and research has changed Dream a
Dream organisationally
Suchetha Bhat, CEO of Dream a Dream, describes
the contribution of theoretical knowledge about
the effects of adversity and the psychological
aspects of failure to thrive as a “light bulb moment”.
She says “Once the organisation understood the
psychological challenges faced by the children, we
could help others around them become more
compassionate in their approach, from a place of
understanding. Secondly, we understood the need
to create opportunities for secure attachment,
acceptance, validation and positive reinforcement
of exercising agency and self-expression, in
contrast to the prevailing obedience to authority
and correction of errors culture.

“Over the past 21 years the organisation has
embodied these values and understanding and
have used these to create their mentoring, after
schools, career readiness and teacher training
programs. We have partnered with State
governments around India to introduce these
understandings and interventions into education
and child care.

“Dream a Dream is currently involved in The
Happiness Curriculum, a revolution in education
from the Delhi government, reaching nearly one
million children every day. The LSAS has allowed
Dream a Dream and other NGOs to reliably assess
the impact of their programs and use the results to
improve outcomes. This is most unusual in the
developing world, where most NGOs rely on
anecdotal evidence. In addition, we are leading 
the way in more formal research activities as
described above.

“All of this has impressed donors and allowed
Dream a Dream to raise funds from major sources
such as the Michael and Susan Dell foundation 
and others, allowing the organisation to develop
and grow.”

Randomised Controlled Trials using the LSAS
We assessed the impact of two Dream a Dream
programs designed to facilitate life skills
development. Two pragmatic controlled trials used
the LSAS as the key outcome measure
administered by local facilitators. Study 1 recruited
~1200 children aged 9-15 to the After School Life
Skills program run over one year. Schools (matched
for age, socio-economic status and religion) were
allocated to the program or a control group. We
found significant differences between groups, with
very large effects. Study 2 recruited ~650 young
adults aged 17-22 to the 25-day Career Connect
work-readiness program. The young people were
alternately allocated to the program or a wait list
control. We found significant differences between
groups, again with very large effects. The results
show that (i) NGO programs can be routinely
evaluated, (ii) these programs can be delivered by
local facilitators, and so disseminated widely, and
(iii) the programs address the cognitive, affective
and interpersonal life skills deficits associated with
early social adversity.

Continued overleaf
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(Above) At the 2019 Change the Script event

(Pictured opposite) Young people from Dream a Dream’s After School
LifeSkills Arts Programme at the Excellent English School (Raza
Educational and Social Welfare Society)



The lived experience of
three young people
Ravichandra K.,
Facilitator and Life Skills Assessor for Dream a Dream

“During my school days I had absolutely no confidence and I
was scared of my teachers as they were too strict and not
approachable. When Dream a Dream came to our school, it
was a life changing experience; I used to eagerly wait for that
one day of the week when we would have our rugby session
with them after school. The facilitator, Revanna, created a
different environment for all of us where there was no one to
judge or punish us. I was there in this program for three years
and I have learnt to deal with conflicts, take initiatives and
solve problems, which made me feel confident. I proudly
believe that my life script has undergone a drastic change
because of my engagement with Dream a Dream.”

Pavithra KL,
Director of Innovation Labs for Dream a Dream

“I joined Dream a Dream as a young person and enrolled in
Life Skills Development Programs. Dream a Dream has
played an instrumental role in shaping the person that I am
today. I was part of the Dream Mentoring Program, having a
caring and compassionate adult who helped me navigate
through the complex phase of adolescence to adulthood was
the foundation to what I wanted to do in life. Dream a Dream
staff/volunteers always ensured to hold space for me to learn
skills that were required for me to work while I continued to
study in an evening college. Today I want to ensure that
young people who come from difficult backgrounds are not
going through what I went through in life. I want to ensure
they realize the potential that they have and support them to
make a meaningful choice in life.”

Pallavi,
Life Skills Facilitator for Dream a Dream

“I joined Dream a Dream as a student. I was a part of the
Computer and Spoken English program, and then moved to
the Career Connect program. Dream a Dream taught me to
be strong and solve problems in personal life. This was
important for me as I faced many challenges and was in a
state of chaos. Like me, I know there are many young people
out there who are struggling to lead a decent life. I want to be
a role model to them so that they can also achieve their
goals, make their own decisions and become better human
beings. This is why I work as a Life Skills Facilitator with
Dream a Dream.”

Thriving in adversity:
Equipping children and young people with life skills in India
(Continued)
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Young people at a Dream a Dream Outdoor Experiential camp

Young person from Dream a Dream’s After School Life Skills 
sports programme

At the 2019 Change the Script event



Summary and conclusions
The results of our pragmatic RCTs indicate
that simple programs drawing on cognitive-
behavioural, attachment and educational
principles are effective in addressing the
psychological problems typically associated
with severe early adversity. We now need to
run a full RCT and examine the long-term
effects. Implementation by local staff mean
that the programs are cost-effective and
scalable. Partnerships between NGOs, non-
local healthcare professionals and other
organisations can be an effective way to
support the development and evaluation of
programs designed to facilitate global
mental health care.

Check out our recorded presentations from EABCT 2021 at
www.greenwoodmentors.com/working-in-the-developing-world/

Dr Fiona Kennedy Psychology Department, University of Southampton,
and GreenWood Mentors; Dr David Pearson Psychology Department,
University of Southampton; Dr Katherine Newman-Taylor Psychology
Department, University of Southampton; Suchetha Bhat Dream a Dream 
Non-Governmental Organisation, Bengaluru, India
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Young Dream a Dream
programme graduate Sandeep
Akash P at the FIFA Foundation
Festival in Moscow
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We are practicing in unprecedented times. The Ukraine war
creates a new humanitarian crisis in Europe that evokes fear and
uncertainty at different levels for the diverse population. The
global Covid pandemic left people vulnerable, anxious and
depressed; the war in Ukraine has heightened this further. The
fear of wider European war can leave people in panic and anxiety.

Ukrainians are fleeing their country to seek safety in
neighbouring lands, and those who had moved to Ukraine for
work, study, and other purposes are also leaving the country.
There was prioritisation around who could go first, who would be
supported and offered a visa etc. Black and Asian students
reported racism and discrimination at the borders and described
this as a dehumanising experience.

The level of complexities in war trauma can evoke conflicting
feelings in clinicians providing care for the refugees arriving in
the UK. As a senior clinician working with war trauma from
different communities, I learned the importance of learning from
the clients, linking with mutually supportive community
organisations and sharing experience and knowledge rather than
acting as an ‘expert’ (Guidelines for psychologists working with
refugees and asylum seekers in the UK, 2018).

The forced migration experience is complex; it disrupts family,
culture, and separation from one's ethnic group/community.

Dangerous travel and displacement creates unsafety and
hardship in borders and transit countries, including racism,
trafficking, and sexual violence.

Furthermore, lack of information and uncertainty related to
immigration status and potential hostility from host countries
can cause anxiety and fear in refugees and asylum seekers from
different ethnic groups.

The experience of multiple exposures to violence and war trauma
can severely impact people's mental health.The traumatic
exposure can be direct or indirect.The direct exposure occurs for
those who have personal experience related to the war, such as
witnessing shelling, bombing, and experiencing death and
destruction around them. Conversely, indirect exposure happens
through media, significantly impacting and causing severe distress
in the wider population and in us as therapists. Racial trauma adds
more stress and can profoundly impact an individual's sense of self,
ethnic identity, and relationship with others.

The experience of war takes place at multiple levels and has a
more significant social impact, and can be defined as collective
trauma, with "shared injuries to a population's social, cultural, and
physical ecologies” (Saul, 2013). Here we are not just speaking
about war trauma as collective trauma but the intergenerational
and racial trauma. The losses are multiple; this could include

Learning together:
Offering support to traumatised people affected by the Ukraine war

Meera Bahu
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family members, friends, relationships, culture,
house, land, language, employment,
personal/professional identity, dignity etc.

In summary, we are looking at ongoing traumatic
experiences versus single traumatic events where a
constant sense of threat keeps people in fight or
flight mode, thus alert. How can we, as therapists,
offer meaningful help?

Creating a safe place for refugees
Adults and children exposed to war trauma
respond differently to the stressors depending on
the severity of the trauma, duration of exposure
and frequency, and children are at risk of
developmental problems. However, there are
protective factors that can positively influence the
children's development, and these are identified as
family and societal care.

Concerning collective trauma in Sri Lanka,
Sriskandarajaj et al. (2015) discussed how parental
care moderates the relation between mass trauma
experience and children's internalising behaviour
problems. The findings suggested that parental
and societal care may be so decisive that it can
"annihilate" the effect of mass trauma on children's
psychological wellbeing.

Community care and support seemed to be
essential in providing a safe place for traumatised
individuals and families, thus prioritising emotional
support and care for the refugees arriving in the
UK. A welcoming space offers refugees the
opportunity to make sense of the past as they
adjust to their new life in the host country.

However, this may not be possible as refugees are
often subject to racism and bureaucratic processes
in the host country, which can add to the stress
experienced by refugees. The UK Home Office has
been criticised for poor-quality decision making
over asylum claims for the treatment of refugees
from Afghanistan, Syria, Sri Lanka etc. For clinicians,
creating a safe place for refugees can become
quite tricky and feel like an overwhelming
experience, leading to burnout. Relevant and
adequate resources should be provided to protect
both clients and clinicians for this rewarding yet
demanding work.

How do we offer support that promotes
resilience and growth?
In terms of offering support, we are looking at both
direct exposure and indirect exposure of the
trauma, ongoing war trauma, intergenerational
trauma, social trauma, inequality, marginalisation,
racism and poverty, and historical trauma.

Trauma-informed care seemed to be the most
suitable approach in this context. The principles
include trauma awareness, safety, choice &
empowerment and strengths-based (SAMSA,
2014). The framework can be adapted to unique

The experience
of war takes
place at multiple
levels and has a
more significant
social impact,
and can be
defined as
collective
trauma, with
"shared injuries
to a population's
social, cultural,
and physical
ecologies” (Saul, 2013). 
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situations, people, and services. The approach also
promotes working together and linking with
different organisations to offer support. The
approach includes culturally responsive principles,
service recipient involvement (collaboration and
co-production) and staff development. This
framework acknowledges resilience, the ability to
bounce back, cope with adversity and endure
difficult situations using cultural knowledge.

Cultural knowledge is essential to understand the
behavioural expressions of distress. This would
enable the clinicians to collaboratively interpret
and respond to the clients' pain/distress using
coping strategies that are culturally relevant. It is
essential to link up proactively with mental health
professionals from Ukraine who are seeking refuge
in the UK and support them personally and
professionally to help their communities. This
would help us to learn from them.

Culturally relevant screenings are most suitable
and can be applied in community settings and
clinical settings such as refugee camps, places of
worship, schools, clinics, GP surgeries, etc. Offering
screenings and support in community settings can
normalise the experience and reduce the stigma
related to mental health care.

Adapting relevant evidence-based approaches
such as CBT, EMDR, NET and third-wave CBT
approaches such as Compassionate-based CBT
would be useful in offering therapeutic support
and stabilisation for the people. While
acknowledging the importance of one-to-one
support, a compassionate space/group setting
maybe most relevant where people can use self-
help skills that can support people to tap into their
resilience, resources, and cultural coping strategies.

(Continued overleaf)
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Where trauma is ongoing, the CFT model (Gilbert, 2010) could be
most relevant as it acknowledges the continuing threat response,
whether internal or external. CFT stresses the importance of
compassion from others and self-compassion in the adaptive
regulation of emotional reactions to threats. A safe place where
people can be kind, understanding and mindful towards the self
when things are difficult becomes crucial to feel cared for and
understood. This space will then reduce the feelings of threat,
defeat, shame and failure. Furthermore, a safe group setting offers
the opportunity to perceive one experience as part of a larger
human experience versus seeing them as separating and
isolating in pain and failures (Neff, 2003).

Mental health care for refugee communities 
It is common knowledge that the wider health and care system is
working under severe financial constraints, and thus there were
high levels of burnout among healthcare staff during the
pandemic. Furthermore, mental health services have suffered a
lack of funding over the years, and the resources are scarce.
Adequate funding and resourcing mental health services for
BAME communities is needed to offer quality care. However,
structural racism is also at play, and we can see the broader
impact of inequalities and how these are maintained in policy,
economics, and wider society. This is reflected in the IAPT BAME
Positive Practice Guide (2018). The report indicated that the
BAME communities are not only less likely to access mental
health services but also less likely to achieve “full recovery”.

In the context of offering support to refugees it is essential to
acknowledge these issues so we can creatively overcome the
difficulties so that the marginalised communities are not 
further disadvantaged.

To maximise the resources, collaboration and partnership in
working with relevant communities are vital. This can bring
together separate organisations so all parties can benefit from
pooled expertise, cultural knowledge resources and sharing.
We can also link with wider with European mental health
services to offer and access training and support. The
partnership models such as the networking model, the referral
systems, the consortium model and the multiagency model
can also be used to maximise person-centred care (James and
Cross, 2021).

For example, CBT experts from BABCP and other psychologists
offered a few hours to train Tamil GPs in CBT skills to screen
and offer self-help support to refugees and asylum seekers
from the Tamil community in the UK due to suicidality during
the pandemic. The GPs assessed risk and severity and referred
the clients to the relevant services. People involved with the
voluntary service reported this as an enriching and rewarding
experience. Overall working together using partnership models
can address the difficulties related to financial constraints,
racism and resourcing.

Self-care for clinicians
Finally, what can make a clinician competent in working 
with war trauma?

Openness to ongoing learning, beginners' mind and willingness
to look after themselves. Self-care of clinicians is paramount.
Culturally sensitive therapy and supervision, access to quality
translated materials, regular debriefings, peer support, education,
and training can support clinicians look after themselves while
caring for people who have experienced severe trauma.

Learning together:
Offering support to traumatised people 
affected by the Ukraine war
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Workshop 1
A practical introduction to providing psychological therapies 
to diverse communities
Andrew Beck, Bradford Teaching Hospitals Foundation Trust

Workshop 2
Working with parents to overcome child anxiety: Addressing
common challenges
Cathy Creswell, Gemma Halliday and Chloe Chessell, University of
Oxford

Workshop 3
Learning how to feel good: How to overcome anhedonia and
build wellbeing using Augmented Depression Therapy
(ADepT)
Barney Dunn, University of Exeter

Workshop 4
Who Cares? Enhancing Clinical Practice to Engage and Work
with Informal Caregivers
Paul Farrand, University of Exeter and Joanne Woodford, Uppsala
University, Sweden

Workshop 5
Fears, blocks and resistances: a Compassion focused 
therapy approach
Paul Gilbert, University of Derby and the Compassionate 
Mind Foundation

Workshop 6
Acceptance and Commitment Therapy (ACT): Flexibly
Promoting Open and Engaged Behaviour
Andrew Gloster, University of Basel, Switzerland

Workshop 8
Mindfulness (-based Cognitive Therapy) for Life: Ancient
Wisdom meets Modern Psychology in the Contemporary World
Willem Kuyken, University of Oxford

Workshop 9
Age appropriate CBT with older people
Ken Laidlaw, University of Exeter

Workshop 10
Clinical Skills for Working with Uncertainty
Layla Mofrad and Ashley Tiplady, CNTW NHS Foundation Trust

Workshop 11
Cognitive Behaviour Therapy for people with irritable bowel
syndrome (IBS): Treating IBS symptom severity and impact
Rona Moss-Morris, King’s College London

Workshop 12
Cognitive Behaviour Therapy for pathological doubting and
checking: Strategies to help those who aren’t sure at all
Adam S. Radomsky, Concordia University Montréal, Canada

Workshop 13
Helping those OCD and related problems to change their
lives: sharing up to the minute practical lessons from 45 
years of clinical and research work.
Paul Salkovskis, University of Oxford

Workshop 14
Tackling the ‘Tyranny of the Shoulds’: CBT for Perfectionism
Roz Shafran, UCL Great Ormond Street Institute of Child 
Health, London

Keynote addresses

David M Clark, University of Oxford; Michelle Craske, University of California, Los Angeles, USA; Cathy Cresswell, University of Oxford;
Kate Davidson, University of Glasgow; Sona Dimidijan, University of Colorado Boulder, USA; Barney Dunn, University of Exeter;
Paul Gilbert, University of Derby; Andrew Gloster, University of Basel, Switzerland; Willem Kuyken, University of Oxford;
Karina Lovell, The University of Manchester; Rona Moss-Morris, King’s College London; Christine Padesky, Center for Cognitive
Therapy, California, USA; Adam Radomsky, Concordia University Montréal, Canada; Shanaya Rathod, Southern Health NHS Foundation
Trust; Paul Salkovskis, University of Oxford; Roz Shafran, UCL Great Ormond Street Institute of Child Health, London

Pre-conference workshops 

Our keynote speakers and pre-conference workshops are now confirmed

Find out more and book your place at babcp2022.org
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In the words of Paul Gilbert, if we were kidnapped as babies and
brought up by a violent drug gang would we be the same
version of ourselves today or something quite different? Men in
prison often present with a history of adverse childhood
experiences (ACES) (Levenson, 2014). In fact, research shows that
men are seven times more likely to be involved in violence in the
past year and 11 times more likely to have been in prison if they
have experienced four or more ACES (Bells et al, 2014). In my
experience when working therapeutically with people in prison
early trauma can be a predisposing factor to criminogenic
behaviour. Shame and disconnection often present as factors
maintaining people’s psychological distress as well as their ability
to cause harm. Therefore, compassion focused therapy (CFT) is
often integrated into the therapeutic work we deliver with
people as part of MITS.

Although at times challenging, it is a privilege to work with
people in prison who have experienced great adversity. I believe
that as therapists, we have the potential to support people in
noticing and breaking trauma cycles through shifting the
narrative from ‘what is wrong with you?’ (shame) to ‘what has
happened to you?’ (compassion). An important component is
supporting people to turn towards their own pain as this
reconnection to emotions allows them to start feeling remorse
for what they have done (guilt) which is reparative and
acknowledges that ‘what I did was wrong but that isn’t who I am’.

I started my career in the Prison Service as a 22-year-old in 1998,
who had just completed an English Literature degree unsure of
what to do with her life. To my parent’s horror I decided it would
be a good idea to become a Prison Officer in a male prison. It was

this experience that really got me questioning what makes
people behave in the way that they do and what leads people to
harm others.

It was clear that the people I worked with had experienced a lot
of adversity in their childhoods such as childhood abuse, poverty
and racism. I increasingly became interested in the psychological
aspect of people in prison and knew that I wanted to get
involved in this side of work. I became an Interventions Facilitator
running and supervising accredited offending behaviour
programmes for men who had been convicted of sexual offences.
These programmes were rooted in CBT and focused on
developing formulations and challenging thoughts and
behaviours linked to offending.

I loved this work and through this experience, I developed a
growing interest in early trauma and psychotherapy. I was lucky
enough to gain funding from HEE to study an Msc in CBT at
Nottingham University. On completion of my Msc I was employed
as a CBT therapist within the Prison Service as part of Midlands
Counselling Service, sitting within Midlands Psychology Service.
In 2021 the service changed to become Midlands Integrated
Therapy Service (MITS), covering 15 male estate public sector
prisons in the midlands area.

MITS’s aim is to provide an opportunity for people to work
through their own trauma in order to reduce distress and aid
progression. For example, a person may have been
recommended a Programme to reduce risk factors related to
their offending. If their own psychological distress was stopping
them from being able to attend this group, we would work with

Midlands Integrated Therapy Service (MITS):
Delivering CBT and Third Wave Approaches as part of HMPPS
Midlands Psychology Service 
Anna-Maria Newell
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them therapeutically to reduce their psychological symptoms so
they can engage and progress through their sentence.

People’s own trauma may at times be linked to their offending
thoughts and behaviours. Although focusing on offending
behaviour is not the aim of MITS therapy, when people formulate
their own distress, they often include all parts of themselves
including those that can cause harm. Through integrating all
these parts and reprocessing their own trauma this can develop a
reconnection to their emotional state which allows them to move
towards a reparative state of guilt. It may also allow them to
reconnect to people and values that take them towards a
fulfilling life rather than one that is familiar and risky. Following
therapy, people can show a shift in perspective that allows them
to respond to their outer world more flexibly rather than
consistently reacting in a state of threat.

The main approaches MITS uses are CBT, Compassion Focused
Therapy (CFT), Acceptance and Commitment Therapy (ACT), Eye
Movement Desensitisation Reprocessing (EMDR) and
Counselling. CFT integrates well into therapy due to the high
level of shame that the people we work with hold and the
complexity of their trauma which is often developmental. Trauma
focused therapy includes Trauma Focused CBT, Re-scripting and
EMDR. Working compassionately in the here and now to reduce
patterns of behaviour linked to trauma and increasing a sense of
safety and ability to connect is often part of our approach with
complex trauma but not exclusively. Each person is individual as
is their circumstances so it may be that reprocessing trauma in a
traumatic environment is not the right choice for them.

With our service being a part of the wider psychology service,
this creates a wonderful opportunity for research to be carried
out on the work that we do, and this is something we are eager
to happen so we can start to build up good evidence for what
works when delivering trauma therapy to people in the prison
system. Team support is vital and being part of the wider
Midlands Psychology Service helps with this as it has strong
values rooted in supporting staff. It also allows us to sequence
therapy within the wider team.

Some of the most difficult things about delivering therapy within
MITS is the environment, for example, in therapy people may be
working on regulating their emotions but conflictingly they are
living in an environment where they often need to be
hypervigilant. Another example is working to empower people,
as they have little voice or choice, due to the rules and regimes of
prison life. Developing a sense of safety can be tricky too when
people are living in a prison.

Despite these conflicts however, it can be possible to work
therapeutically with people in prison, it just requires more
creative and adaptive ways of working. Examples of this include
ensuring a consistent safe space for therapy, extra time to build
internal resources, building a support network and purpose
within the prison such as gym, chapel, workshop plus of course a
strong trusting therapeutic relationship. It never ceases to amaze
me how even a person serving a long sentence who can be so
problematic on their wings are so grateful to be listened to and
can often find small ways to connect to their values in prison.

I feel that this is an exciting time to be a CBT Therapist within the
prison service, as therapy is being invested in and people are
increasingly focusing on the importance of making sense of a

person’s own trauma
history as part of their
rehabilitation process. It
is this reason that I
thought a BABCP SIG
specifically for those
working in Forensic
Settings would be useful.
As lots of different
therapeutic services are
being set up within
prisons one of my hopes
is that this will provide a
forum for people to
discuss what they feel
works, adaptations that
may need making in this
working environment,
ethical dilemmas of working forensically and to generally share
ideas. Consequentially, it is hoped this will also provide a level of
consistency and communication between services working
within forensic environments.

Anna-Maria Newell is a CBT Therapist working as Clinical Lead
for Midlands Integrated Therapy Service (MITS); a service
providing psychotherapy for men across public sector prisons
in the midlands who are experiencing difficulties progressing
through their sentence due to psychological distress.

We welcome any BABCP members who work forensically or
find this area of CBT interesting to join the CBT in Forensic
Settings SIG. We hold meetings as part of the SIG every six
weeks and the dates are on our SIG page on the BABCP
website. Members can join the SIG by logging in to their
account and clicking the Special Interest Groups page.
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“Hi, I’m Dave, and I’m a magician”. This was the memorable opener
to one training application we won’t forget in a hurry – one of the
many hundreds we’ve had the privilege of reading over the years.

During each recruitment round, we are faced with the difficult
task of weeding out the magicians (no disrespect, Dave), from
those with years of valuable experience in caring roles who might
become BABCP accredited therapists in IAPT and beyond. We
thought it would be valuable to share what have we learned from
this process. Why? Well, for those of you who’ve already qualified,
we think it’s an opportunity to reflect on your own journey into
the profession, or on your supervision of trainees. And for
prospective applicants we hope that this might provide some
insight into what lies ahead.

Before embarking on any training, it is important to reflect on
your motivations. CBT training is justifiably rigorous. The job is
demanding. It is likely you'll be spinning multiple plates at once,
in the relative isolation of your home office or clinic room. Just a
few months after the start of your training – with perhaps only a
module and a few dozen hours of roleplay under your belt – you
will be in a real or virtual room with a vulnerable person asking
for your help.

Introduce yourself as a novice CBT trainee to your veteran
colleagues and they will probably regale (and alarm) you with
memories of their very first client sessions. And yet not every
applicant we meet has paused to consider why they want to join

these ranks, what this venture might entail for them and whether
or not they're ready for it.

Typically, we receive between 10 and 20 applications for every
funded CBT training place on the high intensity programme. If
you are shortlisted, then one of the first things your interviewers
might hope you can convey is your motivation for becoming a
CBT therapist. Have you considered what features of the therapy
attract you to it, or had personal experience of these? Why is it
that you think you're equipped to do this work? What journey
have you taken to reach this decision? 

If you think that your interviewer would like to hear that you're
fed up with working on a ward, have done your two-years' hard
time as a PWP, or are planning to use this as a stepping stone to a
doctorate, think again… Recognising and conveying your
ambitions and enthusiasm can be difficult and sometimes
uncomfortable, but a genuine interest in the field and
acknowledgement of the commitment that comes with it goes a
long way – especially for a panel of CBT therapists and people
with lived experience of mental health difficulties.

Additionally, it should go without saying that every client we see
deserves our full attention and respect, and it's important to
acknowledge how our own beliefs can influence this. Within the
first month of the course, we ask trainees to explore their own
'therapist schema' (Haarhoff, 2007), and consider the potential
impact of this on their training. Are you excessively self-sacrificing

Recruiting
the CBT
therapists
of tomorrow

Peter Garwood and 
Alice Drinkwater
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in clinical work? Do you have unrelenting standards for
yourselves and clients? What might this mean for you and your
work going forward? Consideration of such beliefs might be
valuable before throwing your hat into the ring.

Given the intensity of the training, it is also imperative that you
know what you're applying for and what sort of clients you
might be working with. If your interviewer has to tell you at the
end of your 40 minutes that you should do a quick web search
of IAPT, the BABCP or the course page on the university
website, you probably shouldn't be cracking open the
celebratory beverages quite yet. Those who can demonstrate a
sound understanding of what they're signing up for reassures
the interviewer of the candidate's proactivity, inquisitiveness
and commitment. These are all crucial qualities for the aspiring
CBT therapist and postgraduate student.

A deeper understanding of what you're signing up for might
be of particular importance if you, like many applicants, do not
have a core profession. Although a core profession doesn't lead
to a greater knowledge of CBT - in fact, our experience
suggests PWPs often come with a better understanding of the
field - we know that applicants from these backgrounds have
likely built a foundation of resilience from working
autonomously. Many candidates are able to demonstrate
equivalence through the Knowledge, Skills and Attitudes (KSA)
pathway, and although this can be a demanding piece of work,
there are some ways to make it easier for yourself.

Allow yourself plenty of time to read and assimilate the
requirements, and then read them again. Follow the guidance
to the letter – if the recommendation is for two examples to
illustrate a skill then include two examples, unless you expect
to have your portfolio returned. Contact your referees well in
advance and where possible, try and utilise a range of
professionals for references. Not only does this provide
comments on your skills from different perspectives, but it
shares the load amongst busy individuals.

Finally, we often find ourselves musing on the qualities
required of the CBT therapist. Considering ourselves for
example; we are different people, with varied values, strengths
and quirks. While many of us could generate a CBT therapist
'starter pack' (a favourite cardigan, a dog-eared copy of Basics
and Beyond, and a pocketful of over-embellished metaphors)
there is no ‘one-size-fits-all’.

However, one thing that repeatedly strikes us about the
trainees who fare better on this journey is their openness to
uncertainty. The capacity to be flexible in the face of human
complexity. A receptiveness to never knowing what a client is
going to say next. The humility to acknowledge that you don't
have all the answers. If you are thinking about applying and
reading this makes you nauseous, it might be worth trying
some self-practice or accessing your own CBT before putting in
your application.

If you've made it this far and haven't been put off applying, or
transported into an anxious daydream of your training year
disasters, then take a moment to remind yourself of why 
you embarked on, or hope to embark on this journey in the
first place.

When our clients experience a glimmer of empowerment or

are eager to tell us what they've achieved that week, the hours
spent studying, cringing through our session recordings, and
watching videos of people doing it much more effectively than us
will, hopefully, all be worth it.

And if not, we hear Dave might be looking for an assistant…

Peter Garwood and Alice Drinkwater have a combined
experience of over 10 years in training both PWPs and CBT
therapists. They work on the PGDip in Psychological Therapy 
at Sussex University, training CBT therapists on the IAPT High
Intensity programme.
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Cultural Change in IAPT:

Following the publication of the BAME Positive
Practice Guide (Beck et al, 2019), therapists, project
teams and services have been using the guide to
improve access and outcomes for clients from
diverse backgrounds. The aim of this article is to
share an example of such positive practice
delivered by the IAPT Workers Café.

Who we are?
For those of you reading this who aren't familiar
with the IAPT Workers Café, it’s a grassroots
organisation made up of people who currently
work or have previously worked in IAPT. Originally
started in February 2020, it creates a space for IAPT
workers to come together, reflect, learn and work
towards the changes we would like to see in
primary care mental health. This is achieved
through the use of restorative spaces, promoting
peer and community support, facilitating waves of
positive action via working groups, wider
engagement and training events. Because of the
Covid-19 pandemic, it has been an entirely virtual
support network and as such, has attracted IAPT
workers from across England.

Does IAPT really improve access for all? 
IAPT was developed to streamline the delivery of
therapy and improve access to evidence-based

psychological approaches (NCCMH, 2021). The idea
being that people from all sections of the
community should have an equal chance to
benefit from evidence-based psychological
therapies. Despite this stated ambition, clients from
diverse backgrounds are found to be under-
represented in referrals and tend to have poorer
outcomes (Baker, 2020).

There are documented examples of discrepancies
between the experiences of the majority clients
and clients from BAME backgrounds, Ahmad et. al
(2021) report that between 2018 and 2019
individuals who identified as white were more
likely to complete treatment and reliably improve
than those from any other background. Those from
Black African, Asian and mixed ethnic groups were
identified as less likely to self-refer to IAPT, and
those from Black Caribbean, Black Other and White
Other groups were more likely to be referred to
other services than be treated within IAPT
(Harwood et. al., 2021). Bhavsar et al. (2021) noted
that individuals residing in the UK for less than 10
years are less likely to engage with IAPT services,
even after accounting for factors such as English
proficiency or reason for moving. Evidence of
poorer outcomes for other ethnic minorities within
IAPT have also been reported for those of

The BAME Positive Practice
Guide (Beck et al., 2019) 
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Pakistani, Somali and Yemini background (Arafat,
2021) and women of Pakistani background
(Kapadia et al, 2017).

The BAME Positive Practice Guide (Beck et al., 2019)
encourages services and clinicians to proactively
work to address such issues through service level
changes, outreach, audits, adapting therapy and
developing staff. The recommendations for staff
development focus on creating a strong ethos of
valuing diversity, meeting staff training needs,
continuous improvement involving clients, having
a workforce that reflects the diversity of the
communities and ensuring staff have equal
opportunities for career progression.

However, these recommendations are not always
implemented consistently. For instance, staffing
profiles of services do not always reflect the
communities they serve. Data from the IAPT
workforce indicates that 19% of IAPT staff are from
ethnic minority backgrounds (information correct
on 31 March 2021), which means that the
workforce is broadly consistent with the wider
English population demographic (NHS
Benchmarking Network, 2021). However, there is no
further analysis to explore whether this is a
consistent representation across regions of the
country. NHS Benchmarking Network (2021) found
a lack of representation in senior management
with 88.1% of NHS trust board members reported
as White (including White ethnic minorities) and
the proportion of BAME staff in very senior
management was 6.9% in 2018.

Equally significant is the fact that staff training
needs are not always met consistently across
services, or at all, despite the recommendations in
the BAME Positive Practice Guide. For example, core
training for Low Intensity CBT, High Intensity CBT or
Counselling does not always adequately cover
culturally responsive therapy. Also, up until 
recently there was limited provision of CPD or
additional training.

CPD event
The motivation for the CPD event started from
discussions within the IAPT Workers Cafe about
anti-racist practice within mental healthcare. These
identified some of the obstacles including limited
training on such topics, poor information sharing
across services and lack of a centralised strategy.
This consolidated our motivation for the event.
Even though it may seem that not being racist and
being anti-racist are the same thing, they are not.
Within the context of any mental healthcare
setting, anti-racist practice requires more than just
having diverse images on promotional materials, a
tokenistic approach to hiring staff or celebrating
diversity once a year. It requires proactively
working to counter prejudice, unpicking systemic
racism, and tackling the discrimination of racially
minoritised communities in so many ways as
illustrated in Figure 1 Montaque (2021).

A working group within the IAPT Workers Cafe
held regular meetings outside of their paid work to
plan, organise and deliver an online event in
October 2021. Rather than working in a
hierarchical structure, the process was
collaborative. This led to a joint decision about an
event to share examples using the BAME Positive
Practice Guide and reflect on learning from using
and implementing the guide so far in IAPT services.
The working group hadn’t anticipated the level of
demand and interest for this event; it was fully
booked within less than a week, despite more
tickets being made available twice. This
demonstrates the demand and need for such
training and reflective spaces to support staff
moving towards cultural & race equity in IAPT.
As part of the planning of the event, we reached
out to key authors and speakers with expertise on
improving access and outcomes within IAPT, and
various IAPT services that have been working to
implement the BAME Positive Practice Guide.
Support was also received from the University of
South Wales by allowing staff time to contribute to

Figure 1: Illustration of anti-racism practice (@clinpsych_ind)

Continued overleaf
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the event and technical support from the Event
Management Team.

Results
The event was well attended by over 100
attendees. There were opportunities to hear from
three of the writers of the BAME Positive Practice
Guide; Andrew Beck, Saiqa Naz and Michelle
Brooks. They gave valuable insights and
encouragement to IAPT staff on how to implement
the guide and to challenge services to do more.
Additionally, staff from TalkPlus, North East Hants &
Farnham IAPT and Talking Therapies Southwark
shared examples of how they were applying the
principles of the guide.

Feedback from the event indicates it was well
received; with 81% of attendees agreeing that the

event was helpful to their therapeutic experience
and practice. In a future article we will discuss the
reflections on the event in more detail. It is worth
noting that the event is just one aspect of the anti-
racism work being done by members of the IAPT
Worker Cafe, with other workstreams focusing on
reflective spaces, supporting staff, engaging with
policy etc. (much like the illustration in Figure 1).

Recognised obstacles
We recognise there are difficulties with
implementing such work, particularly when there
can be limits to the time available for clinicians
outside of clinical appointments. Often doing this
work relies on the passion of the staff to strive for
this as part of their role, or to be engaging with it
outside of their clinical hours. In a future article we
will explore obstacles shared by attendees in more

Cultural Change in IAPT:
A work in progress continued

Figure 2: Illustration of on-going anti-racism practice (@clinpsych_ind)
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detail. Williams et al. (2022) provides a useful
discourse of how these can be linked to other
factors e.g., systemic issues, lack of diversity and
representation within the profession and even
individuals falling into patterns of anxiety &
avoidance.

What needs to happen now?
Given our success as a small working group, we
hope that the event and this article will inspire
colleagues (past and present) to reflect on what
actions they can take to improve access and
outcomes for clients from diverse backgrounds.
Our success is evidence that even small, but
determined, groups of individuals can make a
difference.

Montaque (2022), offers a useful illustration of the
difference between tick box training and anti-
racism work. It’s imperative that all of us start
making changes now and begin the on-going
journey of being anti-racist (Figure 2).

In considering how to make changes, and ensure
that these are sustainable, it is worth reflecting on
how best to bring about change in such a large
system with so many competing demands. Is it
enough to simply ask staff to read the BAME
Positive Practice Guide? Would it be enough to
assume there are the resources, capacity, and
knowledge to make changes? Should there be
representative champions in each service to work
on projects with the support of management?
Would attending a one-off CPD event be enough?
In IAPT, where services are required to meet and
report on targets, does anti-racist practice need to
be a core standard that can be actively measured
and reported on? More than likely it requires
multiple interventions at multiple levels by all staff
and stakeholders with adequate resourcing.
Williams et al. (2022) suggest it requires working as
an ally on an ongoing basis by acknowledging
personal biases, responding appropriately when
we get things wrong, respectfully integrating
client’s culture into our work, reflection on 
racial issues and working towards changing the
wider systems.

To work towards the aims of the of the BAME
Positive Practice Guide, local services,
commissioners and national organisations, such as
NHS England, need to acknowledge their role to
ensure anti-racist practice and make this a priority
for workers. In the current target driven IAPT world,
services usually only do what is needed to achieve
their targets comfortably. As anti-racist practice has
no current Key Peformance Indicator, it is likely this
is not prioritised within practitioners workloads. We
would be actively encouraging this to be made a
target for services.

It is no longer acceptable to use the pandemic as
an excuse for not taking action. Change is never

References 

Ahmad, G., McManus, S., Cooper, C., Hatch, S., & Das-Munshi, J. (2021).
Prevalence of common mental disorders and treatment receipt for people
from ethnic minority backgrounds in England: Repeated cross-sectional
surveys of the general population in 2007 and 2014. The British Journal of
Psychiatry, 1-8. doi:10.1192/bjp.2021.179

Arafat, N. (2021). One size does not fit all: key messages from Pakistani,
Somali and Yemeni (PSY) patients in Sheffield, UK, regarding the language
and cultural challenges of the IAPT programme. Perspectives in Public
Health, 141(5), 266-268.
Baker, C. (2020). Mental health statistics for England: prevalence, services and
funding. Retrieved from
https://researchbriefings.files.parliament.uk/documents/
SN06988/SN06988.pdf 

Beck, A., Naz, S., Brooks, M., Jankowska, M. (2019). Improving Access to
Psychological Therapies (IAPT) Black, Asian and Minority Ethnic service user
positive practice guide. Retrieved from
https://babcp.com/Therapists/BAME-Positive-Practice-Guide.

Bhavsar, V., Jannesari, S., McGuire, P., MacCabe, J.H., Das-Munshi, J., Bhugra,
D., Dorrington, S., Brown, J.S.L., Hotopf, M.H., and Hatch, S.L. (2021) The
association of migration and ethnicity with use of the Improving Access to
Psychological Treatment (IAPT) programme: a general population cohort
study. Social Psychiatry and Psychiatric Epidemiology, 56, 1943–1956.

Ethnicity facts and figures (2019). NHS Trust board Membership. Retrieved
from https://www.ethnicity-facts-figures.service.gov.uk/workforce-and-
business/workforce-diversity/nhs-trust-board-membership/latestf

Harwood, H., Rhead, R., Chui, Z., Bakolis, I., Connor, L., Gazard, B., Hall, J.,
MacCrimmon, S., Rimes, K.A., Woodhead, C & Hatch, S.L. (2021). Variations by
ethnicity in referral and treatment pathways for IAPT service users in South
London. Psychological Medicine, 1-12. doi:10.1017/S0033291721002518

Kapadia, D., Brooks, H.L., Nazroo, J. & Tranmer, M. (2017). Pakistani women’s
use of mental health services and the role of social networks: a systematic
review of quantitative and qualitative research. Health and Social Care in the
Community, 25(4), 1304-1317.

27May 2022

feature

(Continued overleaf)



easy and there may never be a ‘good time’. It’s
imperative that services start making changes now
and continue to recruit and support staff and
services working on anti-racist practice.

We call for those placed in positions of power or
privilege to take committed actions, which are
more than tick box exercises. This must be a
committed step and sustained change requiring
input from all levels, inclusive of but not limited to,
supervisors, management, commissioners,
educators, training institutions, the IAPT National
Team, NHS England and political leaders.

Conclusion
For all services, trusts and wider systems involved
with IAPT this is a pivotal time in which significant
and sustained change could be achieved instead of
falling back on ‘tick box’ actions. Individual staff
(regardless of role) can be part of the driving force
for such change, and we call upon you all to do so.
Even as we come to the end of the article; take
time to reflect on: What motivated you to read 
this article? What is one step or committed action
you can take forward in your service or 
clinical practice?

“It is all of our responsibility to ensure we have
adequate training, resources and ongoing support
to work with all diverse communities whether that
be men, the BAME community, LGBT community,
working class people, elderly or those who require
other adjustments” Naz (2018)

Footnote
We recognise that the term BAME or BME 
may be unhelpful; however, alternative terms 
used to describe racially minoritised populations
may not provide a term that conveys the multiple
facets of diversity or is in common usage (Lawton
et al, 2021).
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Cultural Change in IAPT:
A work in progress continued

For all services,
trusts and
wider systems
involved with
IAPT this is a
pivotal time in
which
significant and
sustained
change could be
achieved
instead of
falling back on
‘tick box’
actions.
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