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Welcome...
Welcome to a latest issue. You'll have noticed our new look,
one that was long overdue, and I hope that you like it.

As always, there's lots to talk about! Thanks to our
contributors, who share their work in different areas of 
CBT provision, as well our members who are active in our 
Special Interest Group community. Our Neurodiversity SIG
share news of their NDeavour meeting space, while our latest
group, the Men's Mental Health SIG is introduced by the
chair, and the Climate Change SIG's Dr Steve Killick writes
about the development of the practice guide Changing the
climate conversation.

There's lots to get involved in as well. Our regular information
on CPD events, journals updates, latest podcast episodes and
external affairs work is all here to see. Thank you to everyone
who supports this work, in helping to make BABCP the
growing, thriving organisation that we’re a part of.

Peter Elliott
Managing Editor
peter.elliott@babcp.com
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President’s message

Now it is 2026, I’m well into my second and final year as
President. I am pleased to be working with our President Elect
Claire Lomax who will take over the reins fully at the next
AGM. At BABCP, once elected, you spend a year as President
Elect, then two years as President, and a year as Past
President. This really supports continuity, but it can also lead to
confusion amongst members: during my year as President
Elect I was continually asked how I enjoyed being President
and since Claire became President Elect I have been asked
how I enjoy the freedom of no longer being President! 

Members have asked for the Association, as the leading
organisation for CBT in the UK and Ireland to have more
presence across the five nations. In England, we have shared
our response to the 10-year Workforce Plan; in Scotland, we
have contributed to the consultation on the merging of the
NHS and National Education Scotland allowing us to highlight
the importance of high quality CBT training, supervision and
accreditation. In Northern Ireland, Colin Hughes, Tommy
McIlravey and I met with the Health Minister to make the case
for the benefits of a co-ordinated approach to evidence-based
psychological therapies delivered by properly trained and
skilled therapists. In the Republic of Ireland, we have engaged
with the Health Committee and we are hoping to engage with
CORU - Ireland's multi-profession health regulator responsible

for regulating health and social care professionals - to expand
the narrow view that personal therapy is essential to one
which recognises the empirically established benefits of
reflective practice. Finally, we have also worked on a mental
health manifesto ahead of the Welsh and Scottish elections
which will be launched soon.

Members have also asked for BABCP to be more visible in the
media. Thanks to Patri Canedo, our Head of External Affairs,
we now have a system for monitoring media references to
CBT and responding in a timely fashion. From next month, we
will also start tailoring and sharing these updates with all the
SIGs. We are noticing relevant mentions of CBT in conditions
like the menopause and insomnia, and we can now respond
and direct the media to our members who have expertise in
these areas. 

BABCP still lags well behind BACP in media mentions which
covers a broader set of topics, though I’m not sure we could
really comment on “all the clues that Kylie Jenner and
Timothée Chalomet are already married”. I’m waiting for my
invitation from Hello Magazine.

Dr Stirling Moorey
BABCP President

Have you heard our podcasts?
We’ve got one just for you

Listen to our latest episodes via our Podcasts Hub or find us on
Apple, Spotify or wherever you get your podcasts
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At the Glasgow EABCT Congress in September
2025, the BABCP launched the practice guide
Changing the Climate Conversation: A CBT
Approach to Addressing the Crisis. This guide is
open access and is available to download from

the BABCP website. It explores how CBT theory and practice is
relevant to this area, and aims to help all CBT practitioners
consider the impact of climate change on their clients as well
as on themselves and in the organisations they work for. 

Climate change is an increasing concern to many people;
indeed, some studies have found that over 80% of individuals
worldwide are concerned about the changing climate. A
proportion of those will experience high levels of anxiety and
distress triggered by climate concerns, while for those with pre-
existing mental health problems and disabilities, fears about
climate change may serve as a ‘risk amplifier’ to their
difficulties. Some people will experience trauma and loss as
direct or indirect effects of climate change. Therapists, and
their families, are as vulnerable as anyone else. And yet,
speaking up about climate change is often difficult, or not seen
as relevant in work settings. 

CBT practitioners value evidence and the evidence of the
changing climate is clear. This is not a problem that will go
away. BABCP, in its statement on the Climate Emergency,
recognises that planetary health is linked to human well-being.
This guide, produced by the Climate Change SIG, underscores
the importance of psychological therapies to the conversation –
not just in therapy settings but in organisations and
communities generally.

The guide has 15 contributions from CBT practitioners
representing the rapidly developing research and practice in this
field. It is divided into four sections: 
• ‘Basic Principles’ such as Assessment, Formulation,

Intervention and Behaviour Change
• ‘Third Wave Approaches’ including Acceptance from a DBT

perspective, Values, Compassion and the ACT Matrix

• ‘New Perspectives’ including Nature-Informed CBT, 
Using Emotions Positively, Working with Children, 
Burnout and Resilience, Lived Experience, Levels of Action
and Positive Futures

• Resources to find out more

Although the guide covers a wide range of topics, it is not
complete – its first function is to contribute to the discussion
that is now taking places in many areas of physical and mental
health. We hope all BABCP members will read it and share it
with others they think are interested. We expect people will
think there are omissions and there may be differences of
opinion. We see this as a developing project - the guide is a
practical, dynamic document, which we hope will be regularly
updated. The Climate Change SIG therefore welcomes any
feedback, both positive and negative, about the guide.
There was considerable interest in the guide at the Climate
Change SIG’s table at the Glasgow Conference from
participants from Europe and beyond. The SIG also ran a
Symposium and a Round Table discussion event. In addition,
there were two Climate Cafes giving participants a chance to
explore their responses to climate change. We heard how many
organisations were running Climate Cafes and other discussion
formats such as Schwartz Rounds to explore the impact in
work, especially health settings. Climate experts agree that
talking about climate change – its impact, its challenges and
solutions is one of the most vital actions we can take in
addressing the crisis.

If you would like to join the Climate Change SIG or provide
feedback about the Practice Guide, please contact climate-
sig@babcp.com

You can read and download the guide by
scanning the QR code, or go to
https://babcp.com/
guidelines-and-policies/changing-the-
climate-conversation/

Changing the climate conversation
Dr Steve Killick
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News
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Neurodiversity Special Interest Group
In March 2026, our NDeavour meeting space will celebrate its third birthday. NDeavour
was inspired by Tony Attwood’s call for Neurodivergent therapists to collaborate and
contribute to the field. Originally intended as a peer-support group for Neurodivergent
BABCP members, the NDeavour online meeting space has become a highlight of the
month for many members of the SIG.

What started as connection through our shared careers has grown into an affirming and
authentic community. Self-identification, blurting, tangents, tears, unmasking and
monologues weren’t just tolerated; they were welcomed. There have been lightbulb
moments and personal discoveries. Friendships have flourished amongst the shared stims
and special interests.

The last three years have been inspiring and heartwarming. We’d like to invite all our
neurodivergent colleagues to connect as part of this welcoming community and
influence the Neurodiversity SIG’s contributions to our field.

NDeavour takes place via Zoom on the first Thursday of every month. See the
Neurodiversity SIG page on the BABCP website for more information.

At BABCP, we want everyone taking part in our meetings, events and activities
to feel welcomed, respected and safe. We believe the best conversations and
interactions happen when people feel this way; are to able share experiences
openly and be guided by our core values.

In December 2025, we released our ‘Respect Statement’, which is intended to
be a positive reinforcement of what we expect in interactions with others and
the environment we actively create within and outside of the BABCP.

All of our CPD events, conferences and meetings will be guided by 
the Respect Statement.

Please take time to scan the QR code or go to
https://babcp.com/about/who-are-babcp/
our-policies/respect-statement/ to read it.

Fellowships
BABCP Fellowships celebrate and
recognise significant contributions
of our members across different
areas of CBT. If you have made - 
or if you know another BABCP
member who has made - a
significant contribution to the
development or advancement of
CBT, we want to hear from you!

Find out more at
https://babcp.com/membership/
recognition-awards/fellowships-
award/
or scan the QR.

Submissions close on 13 March.
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This is your opportunity to shape our Standards and influence
the future of our profession. The Standards impact every single
one of our members so please take the time to review the
proposed updates and share your feedback. Together, we can
ensure our Standards continue to uphold the highest levels of
professionalism, ethics, and care.

We are conducting a major review of the BABCP Standards of
Conduct, Performance and Ethics – which is the foundation of
professional accountability for all our members. These Standards
guide best practice and inform decisions when concerns or
complaints arise. Every member agrees to uphold these standards,
and accredited or registered members make an annual declaration
to confirm their commitment. It’s important for us to make sure
that they are up to date, fit for purpose, clear and relevant.

Why now?
The last full review of the Standards was in 2012. While the
principles they are based on remain consistent, professional
expectations and use of language have evolved. Feedback from
members, external stakeholders, and the process of our
successful accreditation by the Professional Standards Authority
(PSA) have highlighted areas for improvement. Our PSA
accreditation was renewed without conditions last year and will
soon be due for a full reaccreditation process soon. Ensuring
that we are making improvements and responding to
recommendations will contribute to a successful outcome. 

This review is intended to ensure that our Standards continue to
reflect best practice in CBT, offer clear and understandable
information for our members and the public and contribute to
maintaining our PSA accreditation.

What we’ve done so far
The process of review started over two years ago. The Standards
and Ethics Committee, which reports to the Board of Trustees,
formed a working group to undertake the initial review. 

The group was supported by:
- Lived experience advisor
- Board Trustee
- Members with experience of standards and ethics in CBT and

other mental health environments 
- People on the CBT register - accredited CBT practitioners,

registered wellbeing practitioners and non-accredited/
registered members

- Chair of the standards committee
- BABCP Senior Clinical Advisor and BABCP Chief Accreditation

Officer and Registrar

The working group prepared initial draft recommendations for
the Committee, incorporating feedback and learning from our
current standards. Updates were shared with the Board of
Trustees for feedback as recommendations developed. This

consultation draft has been approved by the Board in November
2025 and represents the review work done so far. 

We are grateful to everyone who has helped to shape these
recommendations up to now.

What are the recommended updates?
• Simplified structure and plain English: We are recommending

a change from 15 detailed Standards to seven standards
based on core principles and expressed in readable English.
This aims to improve clarity, as well as reduce overlap and
repetition. There will be additional information to supplement
the Standards by providing definitions, explanations and
detailed guidance on how members can meet the standards.
The changes will also provide more clarity on practice-related
and conduct-related expectations.

• Stating the purpose of the Standards: Adding an introductory
statement explaining what the Standards are for and how
they are used. 

• Equity, equality, diversity and inclusion: Recommended
changes to the Standards will place more overt emphasis on
accessibility, respect and challenging discrimination.

• Safeguarding and risk: Recommended changes offer clearer
guidance on safeguarding, confidentiality and risk.

• Professionalism: the recommendations aim to provide clearer
expectations for transparency, boundaries, wellbeing and
what happens if something goes wrong.

• Competence & accountability: Recommended changes aim to
clarify our expectations for good practice.

• Record keeping & technology: Updated wording in the
standards about data protection, retention and security.

• Additional features will include a glossary, explanatory notes,
and an equality impact assessment to ensure fairness and clarity.

What happens next?
The Board of Trustees has approved the consultation draft
stage. We now want to hear from all our members – whether
you are on the CBT Register, in practice, or not. Your feedback
will help us to shape the recommendations into a final version
of the Standards, as well as identifying any unintended
consequences, increased risk or missing areas - and ultimately
ensure the Standards work for everyone.

We will ensure we consult more widely to include people with
lived experience and key external stakeholders. Once feedback
is gathered, a final version will be presented for all members to
vote on proposed changes at our AGM. 

Take part in the consultation today
Find out more and take part by scanning
the QR code or go to https://babcp.com/
about/who-are-babcp/our-policies/
standards-of-conduct-performance-ethics/
reviewing-our-standards/

Reviewing our Standards of 
Conduct, Performance and Ethics
Your voice matters - we want to hear from you!
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4 March – Online 
“What’s mine is yours”: Addressing the role of
therapist schemas as part of interpersonal
processes in CBT (CPD 3 hours)
Presented by Vickie Presley

9 March – Online 
Chairwork for Self-criticism (CPD 2.5 hours)
Presented by Dr Matthew Pugh and Dr Tobyn Bell

13 March – Buckfast Abbey 
Using metaphors in CBT: Hiding in plain sight
(CPD 6 hours)
Presented by Dr Steve Killick
Organised by the Devon & Cornwall Branch

13 March – University of Leeds
Medics in CBT Annual Conference (CPD 6 hours)
Organised by the Medics in CBT SIG

23 March – British Psychological Society
Neurodiversity Affirming CBT: Reflective Skills
Practice on working more competently with
Neurodivergent Clients (CPD 6 hours)
Presented by Elizabeth Stamatelatos
Organised by the London Branch

25 March – Liverpool Quaker Meeting House
Working with Neurodiversity in CBT (CPD 6 hours)
Presented by Dr Helen Moya
Organised by the Merseyside Branch

24 April – Newcastle Upon Tyne
Adapting CBT for Difficult-to-Treat Depression 
(CPD 7.5 hours)
Presented by Dr Stephen Barton
Organised by the North East & Cumbria Branch

29 April – Online
Writing Therapy for Post Traumatic Stress 
(CPD 3 hours)
Presented by Dr Arnold van Emmerik

15 May – Stirling 
An introduction to Cognitive Behavioural
Chairwork (CPD 6 hours)
Presented by Dr Matthew Pugh and Dr Tobyn Bell
Organised by the Scotland Branch

26 June – Buckfast Abbey
Working with Grief in CBT: What can we learn
from Prolonged Grief Disorder Therapy? 
(CPD 6 hours)
Presented by Professor Barney Dunn, Megan
Colletta and Sarah Goff
Organised by the Devon & Cornwall Branch

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

Free webinars
Alongside our CPD events programme, we have free
webinars available exclusively to BABCP members.
You can sign up to attend each webinar ‘live’, or
watch them after they have taken place at a time to
suit you.

Log in to the Members’ Area on 
the BABCP website at
babcp.com/resource-
hub/webinars or scan the 
QR code

All information is correct at the time of going to press.

Go to babcp.com/conference-events or scan the QR for more details
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The success of CBT Today magazine is due to the efforts of
BABCP members who contribute to each issue. We’re always
thankful for submissions, as it shows that members are
committed to sharing with others.

The magazine has developed over time, and with membership
numbers increasing, both in number and workforce diversity,
we want to provide you with information about how to
submit articles to CBT Today.

The guidelines below were agreed at the February 2026
meeting of the BABCP Board, and are what we will follow,
when considering any article’s suitability for publication.

This information will also be hosted on our website.

CBT Today Editorial Guidelines

CBT Today is our members’ magazine. It is published four
times each year and it contains a variety of articles and
information that is considered of value and interest to 
BABCP members. 

Submissions to CBT Today are encouraged from among 
our membership, with relevant news items from within
BABCP and around the wider mental health community 
being formulated for inclusion in the magazine by the
Managing Editor.

We encourage members to consider submitting items which
might engage members with BABCP considering the policy on
external communications.

We recognise that BABCP membership is not a homogenous
group, so therefore there are a range of thoughts and ideas
among our members. 

Article submission
Articles are encouraged from all BABCP members. Of
particular interest is promotion of the work of our Special
Interest Groups – we want to encourage members to become
involved in the SIGs as an opportunity to share information in
their spheres of work.

Articles can focus on any subject matter that is relevant to
CBT, but they must: 
• Have a clear link to CBT practice, research or environment
• Follow the style and content guidance below
• Follow the submission requirements established below

Style and content
CBT Today is not an academic journal, so is free of the
rigorous demands of such publications. Therefore, we
encourage less formal writing in submitted articles. 

BABCP members are not a homogenous group, so your article
should aim to convey its message in a clear concise way. 

Some suggestions on how to write your article include:
• Write in your own natural voice
• Make the article friendly and as accessible as possible for

non-specialist readers
• Avoid jargon where possible
• Provide evidence for what you have written, whether that is

from academic research, other articles, or simply from your
own experiences

CBT Today Editorial Guidelines
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• Use proper referencing in your article. The preferred
referencing style is Harvard.

• If using tables or graphs from other sources, ensure that
permission is obtained from all those involved in the work
to confirm their acceptance of publication of this
information. All authors must email editorial@babcp.com to
confirm their acceptance of publication.

Anonymity and confidentiality
If you include case studies, or make reference to patients in
your writing, please confirm separately from the article itself
that the information contained will not lead to the
identification of an individual client. Consider if the client was
to read the article, would they be able to identify themselves?

Submission requirements
Email editorial@babcp.com with your idea for an article. Our
Managing Editor will be in touch about this.

Your article must be:
• A Word document which you can submit by email. 
• Include confirmation that the article is your own work. If it

is a jointly-written article, include the contact details of all
co-authors. We reserve the right to contact these to confirm
their agreement to publish.

• If your article has already been published elsewhere, either
in print or online, please provide details of publication, as
well as details of how we can contact the original publishers
to determine our ability to republish this work.

• Submit a short biography of the author with no more than
two sentences of information to let readers know who you
are. You might want to include your current
position/research/field of interest. You may also include an

email address if you want readers to contact you about 
the article.

• No longer than 1,400 words (plus references). We may ask
you to submit an article that is shorter than this.

If your article is to be published in CBT Today, we may edit it
to fit our house style. Any significant alterations will be
confirmed with you prior to publication.

Copyright
BABCP retains the copyright for all articles unless otherwise
agreed with the editor.

Editorial decision-making
The Managing Editor will be free to refuse, edit or 
delay publication of any submitted article. The Managing
Editor may consult with any relevant member of staff, 
Trustee or Committee in order to determine the suitability 
of any submission. 

9
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Mental health services in the UK are not meeting the needs of
the male population. Join the Men’s Mental Health Special
Interest (SIG) to bring your expertise and help develop best
practice when working with men. We are looking for members,
speakers and committee members, please get in touch.

In the UK, Men account for:

• 75% of suicides (Office for National Statistics, 2025a)
• 39% of known domestic abuse victims (Office for

National Statistics, 2025b)
• The majority of individuals experiencing gambling-related

harm (Wong et al., 2013)
• Most individuals experiencing drug or alcohol related

harm (Office for Health Improvement & Disparities, 2024)

The role that mental illness plays in each of the issues above
cannot be understated and yet men are currently under-
represented clients in primary mental health care services
(Rzepnicka et al., 2022). Support is often obtained too late or
via compulsory treatment (Lowther-Payne et al., 2023). Mental
health services need to improve their acceptability to the male
population.

On average men seek professional help less often than women;
according to research this may be due to societal expectations,
a preference for problem-solving over emotional disclosure,
and/or a perception of therapy as feminised (Liddon et al.,
2018). This may be reflected in men attending fewer sessions,
dropping out sooner and rating psychotherapy as less useful
compared to their female counterparts (Grubbs et al., 2015;
Holzinger et al., 2012; House et al., 2018). 

Men currently make up less than 20% of Talking Therapies
service staff (Health Education England, 2023) and workforce
representation can influence how services are developed. We
need to ensure that services meet the needs of all clients who
require our help.

The creation of the Men’s Mental Health Special Interest Group
is to explore how CBT therapists and services can adapt to
meet the needs of male clients to access services earlier and to
improve outcomes.

We will achieve this through:

Highlighting best practice and research. 
Outcome based research will be collated and published to
BABCP members. Training will be offered and made available in
a variety of formats. Current research shows that therapists
frequently approach male and female clients in the same way,
despite men more often responding better to direct, goal-
focused strategies (Barry et al., 2021).

Identify and help address gaps in the evidence base.
This group will endeavour to identify and support research that
seeks to find ways to improve access and outcomes of men
that require cognitive behavioural therapy. We as a group will
create structures to assist with the production and promotion
of relevant research.

Making recommendations on a practitioner and a service level
While protecting the principles of individuality and avoiding
prejudice we will provide guidance as to how men as a group
may have different needs. We aim to make CBT services in the
UK more acceptable and efficacious for men. We will work
with BABCP on producing and updating relevant guides.

Why we need a Men’s Mental
Health Special Interest Group
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Wong, G., Zane, N., Saw, A., & Chan, A. K. K. (2013). Examining
gender differences for gambling engagement and gambling
problems among emerging adults. Journal of Gambling Studies,
29(2), 171–189.

Men can have unique presentations of mental health
disorders and particular life experiences. There are
underdeveloped areas of research and a growing need for
support of issues that disproportionately impact men or
manifest in unique ways. These include but are not limited to;

- Harmful porn use
- Internet Gaming Disorder
- Misattributed paternity
- Domestic abuse
- Anger and irritability in depression
- Male sexual dysfunction

“

”

The creation of the Men's Mental Health
SIG is to explore how CBT therapists and
services can adapt to meet the needs of
male clients to access services earlier and
to improve outcomes.

We need your expertise

We will be an evidenced-based and peer-led group. 
We want anyone with an interest in male mental health to join,
contribute, critique and develop the service the BABCP offers. 

Please email SIG Chair Rory Laing at 
mens-mental-health-sig@babcp.com. 
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News

We are announcing the new title of one of our important
awards recognising members’ outstanding contributions – our
Engagement and Involvement Award has been re-named for
2026 to: The Bill Davidson Award for Public Engagement
and Involvement.

Behind the new name lies the huge contribution that Bill
Davidson brought to BABCP. Becoming involved in 2012, as our
first Lay and Lived Experience Advisor to the Board of Trustees,
Bill joined the organisation with a wealth of experience in NHS
and other settings advising on – and promoting – co-production
with people who have lived experience. For many years he
represented our commitment to amplifying the voices of service
users, carers, and communities who may be unheard or benefit
less from what we have to offer. He championed public
engagement and a collaborative vision of mental health care.
His calm wisdom, diplomacy and persistence continued over
the years he was our Advisor. When ill-health led to him
stepping back in 2025, the Board made the decision to rename
the award in Bill’s name, he was delighted with this decision.
Sadly, Bill passed away very recently. We will honour his
memory with a more detailed Obituary in our next issue.

The award celebrates outstanding work that raises public
awareness of evidence-based CBT and promotes meaningful
inclusion. Whether through creative outreach, policy influence,
innovative communication, or grassroots community projects,
recipients are those who bring CBT into the hands of the
people it serves. 

Help to choose our next award recipient
We invite all BABCP members – practitioners, researchers,
leaders, trainers, supervisors and community champions to
reflect on their own and colleagues’ work: where are members
amplifying underrepresented voices or building bridges with
communities, who is helping us to co-create with people 

who have lived experience? Could they be a nominee for 
the award?

Nominees can be put forward by colleagues or nominate
themselves. They submit a summary of their engagement
activities, including who their work supports, how long it has
been running, and how it actively involves the public. The
awards panel looks for influence, innovation, and evidence of
meaningful impact, outcomes or future plans. The panel
independently reviews nominations and decides on their
recommendations

What recipients receive
Each year, the award is presented at our Annual Conference,
giving recipients recognition from their peers and a
complimentary registration for the following year’s conference.
Their achievements are highlighted in our website and our
publications, ensuring their ideas reach a broader audience.

The panel may also award commendations, celebrating
additional nominees whose work stands out.

A panel rooted in Lived Experience
In keeping with the award’s theme, the awards panel that
decides on the award’s recipient reflects a blend of expertise –
featuring lived experience, Board Trustees, previous recipients
and senior clinical representation. 

Closing date for applications is 30 April 2026.

Find out more
Scan the QR or go to
https://babcp.com/membership/recognition-
awards/bill-davidson-award-for-public-
engagement-involvement/

The Bill Davidson Award for 
Public Engagement and Involvement

“

”

Nominees can be put forward by colleagues or nominate themselves. They submit a summary
of their engagement activities, including who their work supports, how long it has been
running, and how it actively involves the public.
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External Affairs
updates

Independent review into mental 
health, ADHD, and autism
On 4 December 2025, the Government launched an independent review into mental
health, ADHD, and autism, aiming to investigate the rising demand for these services.
This review is part of the Government's 10-Year Health Plan, committed to
transforming mental health care and addressing long waiting lists.

The review is surrounded by controversy as the Health Secretary raised concerns about
an overdiagnosis of these conditions, seemingly reaching conclusions before the
review had even begun. This framing of the review as addressing "overdiagnosis"
could have a negative impact on neurodivergent people, including neurodivergent CBT
therapists; who can perceive themselves as a ‘burden’ on services not consistent with
the existing findings and guidance.

As highlighted by Lord Darzi’s independent investigation, people are waiting long
periods for assessments, and many autistic individuals or those with ADHD are
struggling to access the right services. This falls short of NICE guidance, which states
that individuals suspected of having autism should receive a diagnostic assessment
within three months of referral. With many neurodivergent people also facing higher
risks of common mental health issues like anxiety and depression, timely and accurate
diagnosis is essential.

In response, we, alongside the Neurodiversity SIG, wrote to the Review Chair Peter
Fonagy and Health Secretary Wes Streeting, urging that CBT therapists and individuals
with lived experience be involved in the review’s development. It is crucial that the
review considers both professional expertise and lived experience to ensure timely
access to care and support for neurodivergent individuals.

On 5 December 2025, the BBC aired a documentary revealing how the NHS
subjected hundreds of LGBT+ individuals to controversial aversion therapy,
including electric shock treatments, with the aim of ‘curing’ same-sex
attraction. While this form of therapy is now widely condemned as harmful
and unethical, it was historically used to ‘correct’ behaviours deemed deviant,
such as same-sex attraction or gender nonconformity.

We issued a statement in response to the documentary stating BABCP’s
position of standing firmly against any attempt to change someone’s sexual
orientation or gender identity using aversion therapy. We also apologised for
the harm caused by past practices and systemic failings; and reinstating our
commitment to preventing future abuses and upholding the highest ethical
standards, as signatories to the Memorandum of Understanding on
conversion therapy.

The future of
CBT provision
in Scotland

Following our submission to the Scottish
Government consultation on NHS
Delivery, which proposes the merger of
NHS Scotland and NES, we continued
advocating for CBT provision in Scotland.
We wrote to Minister Tom Arthur MSP
requesting a meeting to discuss the
matter further; and we will be meeting
with his officials in the next few months.

Our key concerns focus on two areas:
access to talking therapies and the lack
of consistency in accreditation and
training standards for CBT therapists
across Scotland. At present, access to
evidence-based therapies like CBT varies
across NHS Boards. While some benefit
from self-referral, others rely on referrals
from primary care providers. This
inconsistency affects equitable access to
care. Furthermore, BABCP-accreditation is
not required across NHS Boards, leading
to variations in the quality of CBT
provided.

In our letter, we emphasised the vital role
that BABCP plays in promoting safe
practice and ensuring public protection
reinstating our commitment to working
with the Scottish Government to ensure
the future provision of high-quality,
consistent CBT for all citizens in Scotland.

Our External Affairs Team will share regular updates in each issue of 
CBT Today. If you want to be involved in this work, to inform our policy,
public affairs and media work please get in touch with the team at
policy@babcp.com

Statement on
Aversion Therapy
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BABCP Annual Conference and Workshops

The University of Warwick has always been a popular
venue for our annual conference and this will be the

fifth time we have returned. Their facilities for holding the
conference session and workshops are excellent and have
improved since we were last there in 2015. The University
offers a good range of accommodation on campus, a 
range of places to eat, drink and connect, and its location
makes it accessible from most of the UK with its robust public
transport links.  

The National Conference Programme Advisory Group has
put together a conference programme that will start at

2pm on Tuesday 14 July and run until 5pm on Thursday 16
July. The programme includes some fantastic keynote speakers
and a full range of symposia, skills classes, panel and round
tables, open papers, three minute talks and posters, taking
place across 10 parallel sessions.

While our submission deadline for symposia, skills
classes, panels and roundtables has passed, there is still

an opportunity to submit a three minute talk, open paper or
poster presentation. Submissions for these formats are open
until 27 February.

Before the main conference starts, you can take
advantage of one of our 10 half-day pre-conference

workshops, which will run from 9.30am to 1pm on the Tuesday
morning. If you book a pre-conference workshop and
conference together you can also save yourself some money.
The workshops will give you separate certificate of attendance
which will count towards your skills CPD.

This year we are also planning to include three in-conference
workshops that will run from 2pm to 5pm on the final day.
When you register for the conference you wiIl be able to sign
up in advance for one of these workshops at no additional cost

and receive another certificate of attendance which will further
count towards your skills CPD.

We hope that many BABCP members will want to take
advantage of joining the conference and workshops in

person. However, we are also streaming the three main lecture
theatres, which will be available live and online after the
conference. Online delegates will also have the opportunity to
join one of the three in-conference workshops on the Thursday
afternoon, and because all three workshops will be run in a
hybrid fashion and recorded, it means that both in person and
online conference delegates will be able to join one of the
workshops in real time and then listen to the recordings of the
other two workshops after the conference has finished. 

We will not be forgetting the social side of the
conference: on the Tuesday evening, we have our

opening event for all delegates with the opportunity to meet
representatives of the BABCP Branches and Special Interest
Groups as well as members of the BABCP Board. For those
attending in person on Wednesday evening, we are planning a
themed social event with food and music in the Panoramic
Suite onsite at the University.

We look forward to welcoming you to Warwick, in person 
or online.

The Conference Team

Find out more about the conference
keynotes and workshops by scanning 
the QR code, or go to
https://babcp.com/events/
2026-annual-conference/

Registration for our Annual Conference
is now open!
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The Cognitive Behaviour Therapist

Low intensity but high impact: Innovating CBT across contexts and the life span

Guest Editors: Amy Blakemore, Paul Farrand, Catherine Gallop & Patrick Raue

Behavioural and Cognitive Psychotherapy

Improving perinatal mental health – advances in cognitive-behavioural theory and practice

Guest editors: Fiona Challacombe, Nichole Fairbrother & Cathy Green

Call for papers!
The BABCP Journals are launching several exciting new special issues and welcome submissions from BABCP
members. More details about each special issue can be found by following the QR codes listed for each issue.
Please direct any questions about these in the first instance to Journals Managing Editor, Steph Curnow at
journals.office@babcp.com 

Although tCBT has published a range of papers on low intensity
CBT over the years, we have always been aware that we receive
and publish fewer papers on this topic than we would
anticipate given the size and passion of the growing low
intensity workforce. The success of low intensity CBT is
promoting wider implementation within NHS Talking Therapies
into physical health settings, across voluntary, community and
charitable sectors and targeting other populations such as
children and young peoples’ mental health services, and recently
at an international scale.

We hope this Special Issue will capture these developments,
inspire the workforce and act as a catalyst to a growth in
submission both for and beyond the Special Issue.

This special issue will focus on:
• Examining the various evidence bases for low intensity CBT
• Adaptations and innovations of low intensity CBT across the

lifespan
• Adaptations across populations with varying characteristics 

and identities
• Providing clinical guidance papers for areas where there is

limited direct research
• Understanding and disseminating best practice in the training,

supervision and delivery of low intensity CBT

About 20 per cent of women and birthing parents of other
genders will experience a clinical level of mental health
difficulties across the range of severity during pregnancy and
the postpartum years, with high prevalence of difficulties in
partners. This special issue aims to highlight research in the
theory and practice of CBT as applied to the perinatal period. 

We aim to understand:
• the key psychological mechanisms maintaining disorders in 

this context
• the psychological factors that influence the impact on

bonding and parenting in this context
• the key issues which should be addressed to improve

outcomes for clients with perinatal mental health difficulties
• gaps in the literature which should be pursued in future

clinical research endeavours

To achieve these aims, this issue could include papers on the
following topics:
• Empirical papers examining psychological mechanisms

identified as relevant to perinatal mental health difficulties

• Reviews of theoretical work with clear applications e.g.
maintenance factors or mechanisms of change

• Studies which investigate current and novel psychological
interventions for Perinatal mental health difficulties

• Empirically grounded papers describing practice implications –
what is available to implement, what is lacking and what
needs to be developed.

• Systematic literature reviews or meta-analyses related to
perinatal mental health difficulties

• Social, cultural and/or environmental factors identified as
relevant in perinatal mental health difficulties.

• The application of cognitive and behavioural theories in 
formulating the intersection of perinatal psychological
difficulties and social factors

Closing date for submissions: 
31 March 2026

Closing date for submissions:
30 June 2026
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Films, TV, and CBT?
Bringing media into therapeutic practice
Dr Amy Beddows
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Like many therapists, I often ask clients what they do for fun,
to unwind or distract themselves. Often, they will talk about
watching TV or films, listening to podcasts, scrolling through
videos on YouTube or Tik Tok, or playing videogames. I then
ask what kind of things do they watch or listen to or play?
What genres or formats do they engage with, and why?

This may sound like an intrusive or divergent line of
questioning but the kind of media we choose to consume may
reflect the challenges we are facing as well as the things that
help us cope. Like any behaviour, media can be unhelpful if we
are using it to frequently block out thoughts or feelings,
scrolling mindlessly to ‘numb’ ourselves, or engaging with
distressing or graphic content to the point that it negatively
affects us. Tools like functional analysis can help clients to
better understand the mechanisms of their media use and
identify any unhelpful aspects of their watching, streaming, or
gaming habits. Yet media can also be therapeutic, it can help
build rapport and provide insight into our clients’ worlds.

While the therapeutic potential of media has been discussed
more broadly (for example, Jeremy Clyman’s cinematherapy:
2013), there are several ways that we can incorporate it into
CBT work.

Thought challenging and counter-voices
When working with negative thoughts or highly critical inner
voices, traditional thought-challenging techniques may not be
enough. For clients who are dealing with negative self-talk that
is pervasive, underpinned by core beliefs, reinforced by their
environments, abusive family members or partners, we may
need to supercharge our interventions. Media can be an ally in
this work.

When working with Clara*, a student struggling with
perfectionism and self-criticism, we explored her love of the
sitcom Friends and especially the character of Phoebe:

She’s sweet and ditzy; she makes mistakes but doesn’t care,
everything she does is rooted in compassion and seeing the fun
side of life.

Clara

We brought Phoebe into the work by using her as a template
for a more positive and forgiving counter-voice. Clara used her
image as her phone and laptop background and looked out for
impactful quotes when watching the show. In session, we
could gently and playfully challenge Clara’s harsh or critical self-
talk by asking, ‘what would Phoebe say in response to that?’.
This was a far richer technique than thought challenging diaries
or cognitive distortions alone, because Clara could hear the
character’s voice and guess what she would say and how she
would say it. It also brought some humour into otherwise
heavy conversations. We included Phoebe in Clara’s relapse
prevention plan, as a reminder of our work and the importance
of compassionate self-talk.

Recruiting fictional characters into self-compassion work might
be more effective than using real figures from our clients’ lives,
as they tend to be more reliable and consistent in their
positivity. Other characters that clients have brought into
sessions include Leslie Knope from Parks and Recreation, Jake
Peralta from Brooklyn Nine-Nine, and even SpongeBob
SquarePants, as kind and non-judgemental figures to challenge
unhelpful thoughts.

“

”

Tools like functional analysis can
help clients to better understand
the mechanisms of their media use
and identify any unhelpful aspects
of their watching, streaming, or
gaming habits.

»
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For clients who have experienced violence
or abuse – crimes which can feel
unspeakable, even in therapy – media can
normalise and validate their realities.
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Behavioural experiments
Fictional characters can be incorporated into behavioural
experiments. It may be hard for clients to picture themselves
doing something that feels unfamiliar or challenging, to
imagine what it would look or feel like to behave differently.
Finding characters who embody the qualities or actions that we
aspire to can be a guide for imitation and change. One client
tried walking into lectures like his videogame avatar, a
character who is quietly confident and not socially anxious.
Other clients have tapped into ‘what would X do or say, how
would they stand and hold themselves’ when testing out
hypotheses or ‘acting as if’.

Validation and normalisation
For clients who have experienced violence or abuse – crimes
which can feel unspeakable, even in therapy – media can
normalise and validate their realities. Angie* came to therapy
after leaving an abusive partner and mentioned that she had
started listening to true crime podcasts focused on domestic
abuse and criminal justice responses. I queried whether she felt
it was helpful to immerse herself in violence and she said that it
was “invaluable” for educating herself on the dynamics of
control, such as love bombing, gaslighting, and DARVO. It also
challenged her beliefs that she ‘deserved it’ or was ‘stupid’ for
letting the abuse happen. Media which takes an informative
and sensitive approach to topics like abuse can be validating

for clients, while informing them of options and resources
around healing or justice which they may not otherwise
encounter.

Similarly, media can normalise the impacts of traumatic
experiences and highlight new ways of coping. The TV series I
May Destroy You explores the different ways that people
respond to sexual assault as well as the importance of self-care
and compassion. In the superhero show Jessica Jones and film
Iron Man III, main characters struggle with panic attacks,
avoidance, and dissociation after traumatic events, and use
breathing and grounding techniques to recentre themselves.
Several clients have spoken about the impact of seeing
‘superhuman’ characters needing support with their mental
health and such fantastical media merges well with ACT
principles and values (see Dr Janina Scarlet’s Superhero 
Therapy book series).

Expression and meaning making
Horror media often explores violence and trauma, directly or
symbolically, as well as survival, resourcefulness, and
resilience; for some clients, engaging with such media can be
a cathartic experience (Schubart, 2018; Beddows, 2019).
Films like The Babadook and Hereditary or the TV series The
Haunting of Hill House portray loss, grief and depression as
external, attacking forces, and this use of distance can be

“ Angie* came to therapy after 
leaving an abusive partner and
mentioned that she had started
listening to a true crime podcast
which focused on domestic abuse
and criminal justice responses.

Films, TV, and CBT?
Bringing media into therapeutic practice

Continued
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extremely helpful for clients (see Placzkiewicz, 2022). Media
can provide a language for the unspeakable, as it can be
easier for clients to ask, ‘have you seen X?’ than to disclose a
traumatic experience. In the months after its release, several
male clients mentioned the show Baby Reindeer, which has
become a shorthand for men’s experiences of sexual assault
and stalking. One of my clients shares Tik Tok shorts to
explain how she feels, combining images, sounds, and pop
culture references into bitesize encapsulations of complex
experiences or sensations.

While I do not advocate recommending particular media to
clients, especially not darker, graphic or potentially triggering
content, genres like horror or true crime can be valuable for
helping some clients to make sense of their experiences. As
with all interventions, it depends on individual formulations
and preferences, but being curious about our clients’
engagement with media – and potentially challenging our
own attitudes towards certain forms or content – can
provide a window into their world and be hugely beneficial
for therapy.

Bringing media into therapy
• Do we ask our clients about the kind of media they engage

with and what they get from it, why they like it, how it
makes them feel?

• Can we incorporate their preferences into cognitive
interventions or behavioural experiments? Can it help clients
to express difficult feelings or experiences?

• If we are concerned about the ways our clients are using
media, functional analysis can explore the impacts of their
media engagement whilst identifying what is helpful or
meaningful to them.

*Pseudonyms have been used and client quotes are paraphrased.

Dr Amy Beddows is a CBT therapist working
primarily with survivors of gender-based violence.

She has a special interest in the therapeutic benefits of
media and has delivered workshops on ‘Horror Films as
Therapy’ and ‘Videogames as Therapy’. She is Co-White
Ribbon Lead of the BABCP WOMGEND SIG. 
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While I do not advocate recommending
particular media to clients, especially not
darker, graphic or potentially triggering
content, genres like horror or true crime
can be valuable for helping some clients 
to make sense of their experiences 
(Adams, 2021; Ryan, 2018).
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In last year’s article, we discussed what is Ramadan, we
explored exemptions to fasting and the importance of the
celebration that comes at the end of the month of Ramadan,
Eid Al-fitr. The article focused on specific adaptions and
considerations to interventions and sessions. With that
understanding in mind, we will briefly review what Ramadan is
and focus on meaningful adaptations that colleagues and
organisations can make for staff and clients observing
Ramadan. The article will include contributions from two of my
colleagues offering a unique perspective from a supervisory and
clinical lens. 

What is Ramadan?
Ramadan is the 9th month in the Islamic lunar calendar that
Muslims all around the world observe in the practice of fasting,
praying and spiritual reflection during this month. It is one of
the Five Pillars of Islam, The Five Pillars of Islam are the key
religious obligations of the Islamic religion that Muslims are
required to abide by and fulfil. The pillars include the
declaration of the belief in God (Faith: Shahadah), praying five
times a day (Prayer: Salah), giving a portion of your wealth to
those in need if it is within your means (Almsgiving: Zakat),
fasting in the month of Ramadan (Fasting: Sawm) and
completing pilgrimage to Mecca (Pilgrimage: Hajj). 

It is the month in which the holy book of Islam, the Quran, was
revealed. Ramadan is a month of increased spiritual focus,
reflection and praying. During this month, Muslims fast from

sunrise to sunset and abstain from food, drink (not even
water), sexual activity and abstaining from other acts, such as
speaking negatively about others. At the end of the fasting
month, there is a celebration which is called Eid Al-Fitr.

Ramadan considerations and adaptations from a 
High Intensity CBT Therapist: Jasdeep Kaur, High Intensity
CBT therapist (Midlands Partnership NHS Foundation Trust)

Giving cultural and ethical considerations to my clients in
clinical practice has been essential to develop a strong
therapeutic relationship, provide effective care and achieve
greater clinical outcomes. I recognise cultural and religious
views, beliefs and values around illnesses, health, family
dynamics as well as the specific language used to explain these
concepts can be helpful to understand the individual and their
context. Underpinning this approach is the ADDRESSING
framework (Hays, 2008) which acknowledges an individual’s
identity is shaped by multiple layers and how they interact with
each other over time. As a result, I have worked with clients
from diverse backgrounds and adapted therapy processes to
empower individuals with aligning themselves with their belief
systems or cultural values highlighting the importance of
working with the client’s identity in a culturally responsive way.

For example, during the holy month of Ramadan, Muslims from
an Islamic faith, fast between sunrise and sunset. I adapted
therapy by offering appointments in the late afternoon or early

Working with Muslim
colleagues and 
clients during the 
month of Ramadan
Palvisha Iqbal, Jasdeep Kaur and Ummar Sadique
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evenings allowing clients to prepare meals and complete
prayers to break their fasts on time without disrupting weekly
therapeutic appointments. I remained open and curious
empowering clients to communicate their needs clearly. As a
result, I was able to give careful consideration to client’s
sleeping patterns, energy, motivation and concentration levels
during the month of Ramadan when using interventions such
as Behavioural Activation (BA). BA which incorporates
meaningful activities to lift low mood and align individuals with
their religious values. For example, I ensured that strenuous
physical activities were considered with the clients’ energy
levels and prayer times /time for spiritual reflection were
prioritised. 

As a female British therapist who comes from a diverse
background myself following the Sikhism faith, I am also
proudly part of a multi-cultural family. Therefore, representing
an ethnic minority community and being culturally responsive
as well as adapting therapy to meet the client’s needs echo’s a
deeper sense of ethical and moral responsibility to our
communities. Respecting and holding space to honour
individual cultural and religious differences is an example of
breaking barriers around misconceptions, uniting communities,
delivering excellent therapeutic care and effective treatment
allowing the therapeutic relationship to strengthen. To be of
service to everyone regardless of their ethnic background and
empowering people through adversity is an example of being
culturally responsive.

Ramadan tips and considerations from a low intensity
supervisor: Ummar Sadique, High Intensity CBT therapist
(Midlands Partnership NHS Foundation Trust)

A lot of us might not be aware of what it is like to work when
fasting and it is always helpful to share some tips to support
our supervisees and fellow colleagues. Ramadan is a holy
month for Muslims and those who are observing would really
appreciate a check-in. During supervision, it might be worth
acknowledging and normalising the holy month to display
respect and encourage the supervisee to feel comfortable
enough to share their experience or concerns within a safe place.  

Reference and further reading 
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Planning around energy levels may be another factor which is
important to consider, many Muslim colleagues have shared it
is not usually the abstaining from food and drink which might
be difficult for them but the lack of sleep due to a change in
routine. If this is the case, then it might be worth recognising
that afternoons may be harder for concentration so avoiding
afternoon sessions where possible. Perhaps splitting the
supervision session into smaller chunks or even planning
regular breaks might be worth considering as this will help to
keep supervisees engaged. 

During supervision it may be helpful for the supervisor to
support spiritual commitments by respecting prayer times and
allowing regular breaks. Staff who are observing Ramadan will
also be observing the 5-daily prayers. By helping with diary
management, you are not only being respectful, but you are
offering practical support, especially with trainees who are new
to the role. If someone is fasting, they might benefit from
structuring their patients’ appointments earlier on in the day or
even later depending on what works for them. For example,
some might stay awake after their pre-dawn meal so their
productivity might be higher then. 

Lastly, it is always good fun when colleagues who have never
fasted, join in during Ramadan. If the concept is completely
new to you, then the only CBT-friendly way to join in is by
setting up a behavioural experiment of abstaining from eating
or drinking for a period of the day. 

Summary
The significance of the month of Ramadan is highly
important to Muslims and ensuring we as practitioners
understand what it entails for the individuals we work
with, and support is crucial and truly allows us to work
towards being culturally responsive practitioners. This
message is echoed within the considerations from Jasdeep
Kaur and from Ummar Sadique who provided a unique
viewpoint clinically and within a supervisory capacity. For
further information on Ramadan and adaptions, please
refer to the references for further reading.
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The role of Deaf Psychological
Wellbeing Practitioners in 
Low-Intensity CBT Dawn Kitchin and Kosar Qaddus 

Research indicates that mental health issues are reported at
twice the rate among individuals who are Deaf or hard of
hearing compared to those without hearing impairments (NHS
Digital, 2009).  

Mainstream Talking Therapy services are developed with
hearing clients in mind, often by hearing professionals.
Consequently, the language and cultural needs of Deaf
individuals are frequently overlooked (Young et al., 2010). This
gap is compounded by the effects of language deprivation,
which can significantly influence cognitive and emotional
processing (Hall, Levin & Anderson, 2017). 

As Deaf PWPs, our lived experience gives us insight into cultural
identity and communication barriers. We adapt interventions to

be linguistically accessible and responsive to gaps in emotional
vocabulary and general knowledge, shaped by limited access to
mainstream communication (Joint Commissioning Panel for
Mental Health, 2017).

Deaf PWPs bring more than representation. Our specialist skills
and cultural understanding are essential to inclusive, effective
clinical practice

In the early stages of LICBT with Deaf clients, psychoeducation
and normalisation are crucial. Many Deaf clients may have
limited exposure to mental health concepts, so it is essential to
explain ideas like the anxiety cycle or the cognitive-behavioural
model in visually accessible ways. This can include using British
Sign Language (BSL) friendly videos or diagrams.

22

Feature

This article explores the role of Deaf Psychological Wellbeing Practitioners (PWPs), the necessary
adaptations to make Low-Intensity Cognitive Behavioural Therapy (LICBT) effective within Deaf
culture, and the unique strengths that Deaf practitioners bring to therapy.
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Delivering LICBT effectively requires adaptations beyond
language. It involves rethinking the session structure,
communication style, and cultural context. Deaf young people
and adults often face challenges with reading and writing in
the dominant spoken and written language of their
communities (Mayer, 2007), which can affect how they receive
therapy. For instance, sessions may need to be paced differently
since BSL relies on spatial structuring and visual explanations,
which can take more time. Therefore, Deaf clients may benefit
from more extensive psychoeducational support before therapy
begins to ensure meaningful engagement and understanding
(Powell & Wise, 2025).  

These adaptations are supported by wider research, which
highlights the importance of culturally responsive care and the
need for visual structuring, direct communication, and therapist
flexibility (Gould & Clark-Howard, 2025; Pertz et al., 2018;
Powell, Bojas, & Ahmed, 2017)

Self-help materials may not be accessible to Deaf clients, so
visual resources, such as BSL therapy videos from SignHealth,
are essential for supporting learning and practice. Standard
clinical tools, like the PHQ-9 and GAD-7, are often linguistically
complex. Thus, Deaf PWPs help clients understand the meaning
behind each item rather than translating word-for-word.

These adaptations require skill and confidence. Deaf PWPs
often work with supervisors with Deaf culture, advocating for
adjustments that enhance the effectiveness of therapy. 

“

”

Deaf individuals are twice as likely as
hearing people to experience mental
health difficulties (SignHealth, 2023),
yet they often receive support that is
inaccessible or poorly suited to 
their needs.

Research shows that therapist adaptability strongly influences
outcomes, making these changes both necessary and clinically
valuable (Del Re et al., 2012). 

Here are the core adaptations we routinely make for Deaf
clients, and they should be considered standard practice across
services:

Session pacing: Sessions are typically extended to about 50
minutes. This allows time for visual explanations, BSL
interpreters, and translated materials such as questionnaires. 

Additional Sessions: We often offer extra sessions before
starting CBT work. These sessions focus on essential
psychoeducation to help build understanding and 
engagement. 

Visual Resources: Client receives accessible materials before,
during and after sessions. This includes emailed BSL videos 
and summaries that enable them to review key concepts
outside of sessions. All resources are tailored to meet the Deaf
client’s needs.

Minimum Data Set (MDS): Deaf clients can choose to
complete questionnaires either through translated online
versions or with support during the session.

Martha’s story*
Martha was assessed and diagnosed with agoraphobia. Their
first language is BSL. Before experiencing their symptoms, they
enjoyed socialising and participating in community activities.
However, after an injury, they developed a fear of leaving the
house, although the injury itself did not directly cause this fear.
Additionally, they felt hopeless due to unresolved debt and a
lack of support. Their goals include resuming their usual
activities, building confidence in public settings, and
overcoming their fear of going outside. 

Pre-Treatment Considerations
In addressing agoraphobia, exposure and habituation are
commonly used approaches. However, this case presented
some unique challenges. Martha’s primary language is BSL and
the limited availability of accessible resources created barriers to
her engagement in treatment. Before starting the treatment,
we considered the following:

• Providing materials that are accessible in BSL
• Using visual formats for psychoeducation
• Ensuring that the interventions are culturally relevant
• Supporting communication strategies within 

community settings

»
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Therapeutic Approach
We began with psychoeducation and the ABC model, which
we delivered through screen sharing and supported with BSL-
signed videos. Additionally, we shared a BSL video on anxiety as
homework. In later sessions, we introduced graded exposure
and reflected on each step afterwards. To assist with anxiety
management, we used BSL relaxation videos that included
progressive muscle relaxation and breathing techniques. 
To help Martha build their confidence in public communication,
we explored problem-solving strategies. They identified written
notes as a helpful tool, which we integrated into her exposure
hierarchy. For instance, they practised going to a café
independently and ordering a coffee using these notes. 

Outcomes
After several weeks, Martha reported feeling more in control of
their anxiety. They understood the concepts of exposure and
habituation, felt more confident in public spaces, and
experienced noticeable improvements in their mental health
through both in-session learning and independent practice. 
As a Deaf PWP, we were able to relate to Martha’s experiences
of isolation and frustration. We shared examples of how
communication barriers can be overcome, which helped
reassure and motivate her. 

Additionally, we contacted a local advice organisation on their
behalf, as they did not offer email contact. We explained to
them that Deaf client communication needs and the
importance of booking BSL interpreters. This support helped
reduce their anxiety around debt and ensured they could access
the assistance they required. 

Key takeaway
Martha’s story illustrates how Deaf PWP make therapy
accessible and practical. By using BSL and adapting materials,
they were able to engage effectively with their treatment.
Equally important was the support she received outside of
therapy sessions, where we advocated for her communication
needs with previously unresponsive services.

By liaising with external organisations and explaining her right
to a BSL interpreter, we helped reduce her anxiety and ensured
she could access the support she needed. This reflects the core
role of Deaf PWPs delivering interventions while also removing
barriers to equality.

This case highlights the unique value that Deaf PWPs bring to
mental health services. Our lived experience, cultural insights,

The role of Deaf Psychological
Wellbeing Practitioners in 
Low-Intensity CBT
Continued

“

”

Deaf Psychological Wellbeing Practitioners (PWPs) offer a distinct and invaluable contribution to
mental health services. Their lived experience equips them with deep empathy and insight, while their
communication style – often visual and direct – can make therapeutic concepts more accessible,
especially for clients who struggle with abstract language or metaphor.

Moreover, many clients report feeling a profound sense of connection and surprise upon discovering
that their therapist or PWP is deaf. This shared identity can foster trust, strengthen rapport, and lead
to more meaningful therapeutic outcomes. The presence of deaf professionals not only enhances the
inclusivity of services but also challenges assumptions about who can be a mental health provider,
inspiring both clients and colleagues alike.”

Quotation from Dr Sarah Powell, Clinical Lead/Highly Specialist Clinical Psychologist
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and fluency in BSL enhance the therapeutic process. We
understand the nuances of Deaf culture and communication,
allowing us to provide interventions that are both accessible
and person-centred.

Our role often extends beyond LICBT. For example, a Deaf
client may feel frustrated if their GP continues to leave voice
messages or fails to book a BSL interpreter. While we empower
clients to advocate for themselves, this becomes challenging
when basic accessibility is lacking, such as the absence of email
contact or interpreter support at reception.

With consent, we may contact the GP to raise concerns and
remind them of their responsibilities under the Accessible
Information Standard (AIS), which includes providing
appropriate communication methods and arranging qualified
BSL interpreters.

Conclusion
This case study demonstrates how culturally responsive LICBT
can empower Deaf clients to overcome mental health

challenges. It also emphasises the broader advocacy role that
Deaf PWPs play in ensuring equal access to care. By combining
clinical skills with cultural insight, Deaf PWPs deliver therapy
that is effective, inclusive, and transformative.

Key Learning Points

• Visual explanations and BSL-accessible materials are
essential for comprehension.

• Session pacing and structure may need to be adjusted
for Deaf clients.

• Psychoeducation connected to personal values helps
build motivation and engagement.

• The lived experience and cultural knowledge of Deaf
PWPs strengthen therapeutic relationships. 

*Martha is a pseudonym, and the story presented is a
composite based on common themes and experiences 
drawn from clinical work rather than one individual’s 
personal account. 
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Delivering High Intensity Cognitive Behavioural Therapy (CBT)
assessments and therapy at an accommodation site for refugees
and asylum seekers has been challenging but transformative for
my clinical practice. CBT can be effective in helping refugees with
multiple and complex traumas develop coping strategies and
regulate emotions (Slobodin and De Jong, 2015; Turrini et al,
2019). However, it is helpful to consider adaptations to CBT 
work to ensure effective and culturally sensitive care (Hinton and
Patel, 2018).

Political and cultural knowledge 
Many asylum seekers report experiencing severe human rights
violations, atrocities, and traumatic events. These experiences
have understandably shaped their beliefs about government
systems, other people, and themselves. To provide culturally
competent services for refugees, it is helpful to understand the
social and historical context of their home countries (Lau and
Rodgers, 2021). For example, learning about geopolitical events –
such as the withdrawal of western support from Afghanistan and
the resurgence of the Taliban – provides context to client’s fears
and beliefs. During therapy, an Afghan army official who fled
Afghanistan due to death threats from the Taliban, expressed
difficulties in feeling safe, trusting authority and a fear of
expressing his opinions. Discussion and reflection about
experiences in his home country helped us formulate the
development of his trauma symptoms. 

It has been helpful to use a strengths-based approach to foster
resilience and a sense of agency. (Hendriks et al., 2025). Asylum
seekers are often people who have had incredible strength and
resilience to stand up to oppressive regimes, advocate for justice
and find safety in a new country to secure a better future for
their families. Recently, an Afghan client with an army

background shared developing discipline and resilience during his
army service. We discussed his strengths and encouraged him to
channel his discipline in developing a structured exercise routine
which resulted in an improvement of his depression symptoms. 

During longitudinal formulation with an Iraqi client, we identified
that government failings and corruption in his country have
contributed to developing the belief “I cannot ask anyone for
help and have to only rely on myself”. The belief was causing
anxiety and burnout. It was helpful to discuss the differences in
the rights and protections afforded to people in England and
how it may be useful for the client to access help. We planned
for the client to conduct a behavioural experiment by reaching
out for support with charity organisations such as Migrant Help.
The client received supportive advice and guidance from the
charity which helped challenge assumptions about how systems
and people would respond when he needs help.

Challenges of interpreter-supported CBT
Delivering therapy to traumatised refugees with the support of
interpreters can be as effective as therapy delivered without
interpreters (Brune et al., 2011). It has been helpful to read
research in best practices to deliver interpreter-supported CBT
work. Hanft-Robert et al., (2023) provide useful
recommendations in developing a therapeutic alliance in their
qualitative research of trauma-affected refugees in interpreter
supported therapy. Furthermore, I have found Continuous
Personal Development (CPD) training on interpreter-supported
CBT (Costa and Mungai, 2024) invaluable in developing my
understanding of best practices.

Regular client feedback has been useful for mutual
understanding during the therapeutic process. Feedback routines

Working with refugees and
asylum seekers at High Intensity
Mariella Nikolova-Dean
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include checking client understanding of key concepts during
each session and summarising what was shared at the end of the
session to prevent misunderstanding. 

Slowing down the therapy pace also helps to minimise
confusion. Delivering one concept at a time has allowed the
interpreter to deliver information succinctly, whilst ensuring that
the client has time to process the information without feeling
overwhelmed. 

Research indicates the importance of keeping the same
interpreter throughout the course of treatment to avoid
disruption to the therapeutic process (Brune et al., 2011). For
example, working consistently with the same interpreter during
trauma-focused CBT helped, as she became familiar with the
client’s trauma narrative. As a result, neither the client nor I had
to repeatedly explain details when discussing trauma details or
setting homework tasks.

I have found it valuable to ask clients for their perspective on the
interpreter’s role to better understand and address any cultural or
personal barriers. For example, an Afghan client shared that they
were finding the interpreter’s Pashto dialect difficult to
understand and we requested an interpreter from the same
background to ensure clarity.

Research indicates common errors in untrained interpreters
include tendencies to not translate what is being said, add their
own questions or to simplify and explain concepts instead of the
speaker (Vasquez and Javier, 1991). In my experience, holding
pre-session meetings with interpreters helps prevent and address
errors. These meetings allow us to set ground rules and discuss
any challenging dynamics or issues that may arise during
treatment.

But despite all my best intentions and pre-planning, it has been
important to expect frequent moments of shared confusion as
part of interpreter supported CBT. I have found this quite useful
in shaking rigid and perfectionistic expectations about what
interpreter-supported therapy ‘should’ look like. It is important I
remind myself that interpreter-supported therapy is a process
which requires flexibility, patience and a willingness to talk
honestly about challenges with the client.

Integrating trauma-specific therapies
Refugees and asylum seekers face complex traumas, such as
violence, torture, traumatic bereavement, war-related
experiences, and displacement. As a result, many clients present
with symptoms of complex or multiple trauma post-traumatic
stress disorder (PTSD). The training delivered by experts in
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Asylum seekers are often people who have
had incredible strength and resilience to
stand up to oppressive regimes, advocate
for justice and find safety in a new country
to secure a better future for their families.
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cognitive therapy for PTSD, imagery re-scripting, and Narrative
Exposure Therapy (NET) for working with refugees has been
highly insightful and invaluable for developing my clinical skills
(Young, Akbar, Brady and Robjant, 2024). NET, an evidence-
based treatment for multiple trauma PTSD (NICE, 2025), has
been particularly helpful. NET combines principles of testimony
therapy with CBT and exposure techniques (Schauer, Neuner and
Elbert, 2011). NET can help refugees to create a coherent
narrative of their traumatic experiences, reducing emotional
distress and providing a useful reference for asylum claims.

Managing the emotional toll on therapists
Working with traumatised populations is emotionally challenging.
Listening to clients recount horrific traumas can be draining.
Developing strategies to cope with the emotional demand of
trauma therapy can help therapists prevent professional burnout
and sustain long-term cognitive, physical, emotional and spiritual
wellbeing. (Quitangon, 2019; Turner and Rankine, 2025)

I have found that peer supervision has been helpful in navigating
the emotional toll of the work. Speaking to colleagues who
understand the unique challenges of working with traumatised
refugee populations in an NHS context has helped me feel
supported and understood. 

It has been important to make time to disconnect with the
constant thinking processes required in therapy and engage in
my own behavioural activation. Running long distances and
strength training helps me build resilience, tolerate emotional
discomfort and believe in my abilities – all key skills in trauma
work. Bennett-Levy et al. (2001) highlight the importance of
therapists engaging in CBT techniques to improve personal
insight, skill development, therapeutic understanding and to
develop greater client empathy.

It has been important to have a space to reflect on my thoughts
and feelings – having regular therapy has helped me take some
distance from unhelpful thinking patterns and become more
mindful of my needs. Moe and Thimm (2021) outline therapists
who undergo personal therapy report improved emotional and
mental functioning and a better understanding of therapist and
patient dynamics.

Finally, being vulnerable in supervision has been essential. Being
honest about feelings of hopelessness or overwhelm triggered by
a complex case means I have received the support and guidance I
need. The guidance of my clinical supervisors has been crucial in
fostering a sense of therapeutic optimism and ensuring I remain
grounded in my work. 

Conclusion
Working with refugees and asylum seekers in a CBT context
requires flexibility, curiosity, cultural competence and a dedication
to self-care. Challenges are inevitable but the rewards of
supporting this client population are profound. With the right
support, tools and knowledge, both clients and therapists can
learn and grow in the therapeutic space. 
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It has been important to have a space to
reflect on my thoughts and feelings –
having regular therapy has helped me take
some distance from unhelpful thinking
patterns and become more mindful of 
my needs.
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Many practicing Sikhs find that practicing their faith enhances their mental health, aligning with mindfulness principles often seen
in CBT. With the festival of Vaisakhi approaching on 13 April, this is a good time to look at what this means to Sikh communities.

What is the meaning of Vaisakhi for Sikhs? 
The harvest festival of Vaisakhi (or Baisakhi) holds profound significance for Sikhs around the world. Originating from the
agricultural heartland of Punjab in India, Vaisakhi not only marks the start of the harvest season but also serves as a Sikhi spiritual
celebration for the Sikh community, the majority population in Punjab. The festival is held on 13 or 14 April each year, and is
especially meaningful as it commemorates the formation of the Khalsa (symbolising purity and sovereignty) by Guru Gobind Singh
Ji in 1699.

The ten Sikh Gurus dedicated their lives to uplifting the oppressed, making significant personal sacrifices to
champion justice – one of the core principles of Sikh philosophy. Sikhi, as a faith, emphasises equality and 
the fight for justice, represented in the ‘Khanda’ symbol. Through the Gurus’ efforts to eliminate caste
discrimination and promote gender equality, Sikhs now follow the Guru Granth Sahib Ji – the Living Guru – 
for spiritual guidance.

During Vaisakhi, processions are common, alongside community events featuring langar (free communal meals), and the Nishaan
sahib (triangular flag) is replaced with new material, representing the birth of the Khalsa and new beginnings. This festival also
serves as an opportunity for many Sikhs to embrace baptism through initiation into the Khalsa, though not all choose this path.
Baptised Sikhs adhere to the Rehat Maryada – a code of conduct emphasising devotion, service, equality, and justice. However,
other Sikhs may fully practice their faith without formal baptism. This diversity in adherence has led some theorists to view Sikhi not
just as a religion but also as a philosophy aimed at improving humanity, rather than being limited to ritualistic practices. As “Sikhi”
means “learner,” the faith encourages a non-judgmental journey of personal growth and spirituality.

Recommendations
Forms of discrimination and hate crime should be explored in assessment, and indeed a
curious eye in formulating beliefs.  On the back of this, knowledge about various
groups and their festivals can enhance rapport-building in any clinical room. Poster
presentations such as the Sikh survivors of abuse poster at the 2025 EACBT Congress
(pictured) can help share specific treatment protocols, with a view to prepare for
Randomised Controlled Trials, barely considered for Sikh communities in CBT.

CBT providers may consider engaging with local Gurdware and attending Vaisakhi
festivals as an opportunity to reach out to Sikh communities.

In clinical practice, the referral pathways including self referral need to be available in
various languages, embracing practices like yoga and kirtan. 

Various projects have shown a need to embrace Sikh scriptures, and the poster at the
EACBT Congress shows it can be done!

Harjinder is a BABCP Trustee and accredited member, working in trauma and 
domestic violence recovery, and is a Director of Sikhs in Academia.

What is Vaisakhi: 
Connecting with 
Sikh communities
Harjinder Kaur-Aujla
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2026 Spring Conference & Workshops

Join us on 23 and 24 April to explore cutting-edge developments in 
trauma-informed and compassion-focused approaches to CBT practice

From Threat to Thriving:
Compassion, trauma and
innovations in CBT across
the lifespan

Why attend?
Whether you work with children, adults, or older people,
this conference addresses important issues for contemporary
CBT practice: How do we help clients move beyond survival
to genuine flourishing? How can compassion and trauma-
informed approaches enhance traditional CBT frameworks?
What innovations are reshaping the field?

Day one features in-person workshops where you will
develop practical skills to implement these approaches in your
clinical work with workshops from Professor Paul Gilbert,
Professor Roz Shafran, Dr Jess Richardson (SLAM NHS
FT) and Dr Sharif El Leithy (SWLSTG NHS FT).

Day two has four inspiring keynote presentations exploring
these vital questions.

Don't miss this opportunity to learn from international
experts, connect with colleagues, and discover approaches
that will enhance your CBT practice 

World-leading keynote speakers
This Spring Conference brings together four influential
figures in cognitive and behavioural therapies:

Professor Anke Ehlers (University of Oxford) – a pioneer of
cognitive therapy for PTSD and architect of trauma-focused
interventions.
Professor Paul Gilbert (University of Derby) – founder of
Compassion Focused Therapy, significant contributions to
influence of evolution and neurobiology into shame and self-
criticism.
Professor Rachel Hiller (University College London) – 
a leading researcher in developmental trauma and child
mental health, advancing our knowledge of how early
adversity shapes psychological wellbeing. 
Professor Roz Shafran (University College London) – 
an expert in evidence-based psychological interventions
across the lifespan, with groundbreaking contributions to
understanding and treating anxiety, perfectionism, and
eating difficulties. 

Find out more by scanning the QR, or go to https://babcp.com/events/spring-conference-2026/

This conference theme brings together a range of approaches moving beyond simply reducing symptoms to helping people genuinely
flourish. Traditional CBT has an established evidence base across a range of mental health conditions but increasingly the importance of
compassion focused approaches, processing trauma meaningfully, and supporting growth across developmental stages is recognised.
Our theme explores how integrating compassion science, trauma-informed care, and lifespan perspectives create richer, broader
interventions. The Spring Conference is co-chaired by Dr Jessica Kingston, Royal Holloway, University of London and Dr Christopher
Taylor, University of Sheffield and Pennine Care NHS Foundation Trust.

CBT-Mag-Feb-26-Louisa's  13/2/26  15:10  Page 30



31

CBT Today | February 2026

ADVERTISEMENT

CBT-Mag-Feb-26-Louisa's  13/2/26  15:10  Page 31



32

Feature

Domestic abuse is widespread and disproportionately affects
women, with high associated rates of post-traumatic stress
disorder (PTSD). NICE guidelines (2018) recommend Trauma-
Focused Cognitive Behavioural Therapy (TF-CBT) or Eye
Movement Desensitisation and Reprocessing (EMDR) as first-
line treatments for PTSD. 

Domestic abuse is not gender-neutral in either prevalence or
impact, and women’s trauma responses are frequently shaped
by experiences of coercive control, inequality, and systemic
power imbalances.

Barriers to treatment
Women with complex trauma histories often face significant
barriers to accessing evidence-based treatments. The National
Commission on Domestic and Sexual Violence (AVA & Agenda,
2019) found that women with co-occurring mental health
difficulties are frequently excluded from services and can fall
between gaps in mental health provision. This places increased
pressure on third-sector organisations, which are often under-
resourced and underfunded.

The need for a scalable, resource-efficient approach
Due to high demand, long waiting times, and limited
resources, services must identify less resource-intensive ways
to deliver effective trauma therapy. Vida Sheffield, a
specialist gender sensitive domestic and sexual abuse
therapy service, developed a 12-week group therapy
programme for women experiencing PTSD symptoms,
blended with four individual therapy sessions. The
programme was explicitly designed using a gender-sensitive
and trauma-informed framework, recognising the
disproportionate impact of domestic abuse on women and
the role of societal power imbalances in shaping trauma
responses, safety needs, and engagement with therapy. The
gender-sensitive design was central to engagement, safety,
and outcomes, consistent with trauma-informed guidance
emphasising gender-responsive approaches for survivors of
domestic abuse (NICE, 2022).

This approach enabled a greater number of women to access
treatment while ensuring individualised support for those with
complex trauma presentations.

The programme was informed by the Ehlers and Clark (2000)
cognitive model of persistent PTSD, which emphasises how
trauma memories are processed and appraised.

Core components of the group programme
• Psychoeducation on PTSD (understanding symptoms and

normalising responses)
• Identifying and addressing negative appraisals (e.g. self-

blame, guilt, shame)
• Challenging unhelpful coping strategies (avoidance,

dissociation, hypervigilance)
• Development of a shared group formulation (Session 4)
• Individual trauma memory processing sessions

Individual sessions for trauma memory processing
The programme integrated four individual therapy sessions
mid-treatment. These sessions focused on imaginal reliving/
memory updating, key components of Cognitive Therapy for
PTSD (CT-PTSD). This allowed women to process and reframe
their most distressing trauma memory in a safe, structured, and
contained way.

Changes in Trauma and Depression Severity 
Pre- and Post-Intervention (see Fig.1)
Post-intervention outcomes demonstrated clinically meaningful
improvements across both trauma and depression measures.
On the IES-R, 42% of participants no longer met the threshold
for probable PTSD, with additional participants showing reliable
symptom reduction despite remaining above threshold. BDI-II
scores similarly indicated a shift from severe depression towards
subclinical and milder symptom ranges, suggesting overall
positive intervention impact, including for women with
complex and multiple trauma histories. Despite complex
presentations, all participants reported improved understanding
of themselves, reduced self-blame, and increased coping skills.

Core group themes
• Safety, togetherness, and shared learning
• Power and control, shame and blame, and relationship patterns
• Validation through shared social and gendered contexts 

of trauma

Life after Trauma: 
A 12-week blended 
PTSD therapy group
for women who 
have experienced
domestic abuse
Jane McClaren & Patricia Gregory 
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Gender-sensitive, trauma-informed, and safety-focused design
The programme was designed specifically for women and incorporated
gender-sensitive adaptations to maximise safety, engagement, and
therapeutic effectiveness. Key features included:

• Women-only groups facilitated by female therapists, supporting
emotional and physical safety

• Trauma memory processing delivered individually rather than in the group
to reduce the risk of re-traumatisation

• Reframing symptoms as survival strategies rather than pathology,
reducing self-blame and stigma

• Explicit acknowledgement of power, control, and inequality within
abusive relationships and within wider social contexts, helping women
locate distress within lived experience rather than personal deficit

Overall interpretation
In the context of high demand, long waiting times, and limited resources,
trauma services are increasingly required to deliver effective interventions in
more accessible and resource-efficient ways. This blended programme was
associated with clinically meaningful reductions in PTSD and trauma-related
distress among women who had experienced domestic abuse.
By integrating structured group-based work with targeted individual
trauma processing, the programme offered an effective trauma-informed
pathway for women with complex and multiple trauma histories. The
gender-sensitive design supported engagement, safety, and retention,
particularly for women who had previously struggled to access or remain in
individual trauma-focused therapy. Overall, the findings suggest that
blended group models can expand access to effective trauma therapy
without compromising therapeutic depth or safety.

Key implications for practice
• Blended group-plus-individual trauma models can reduce PTSD 

symptoms while increasing service capacity
• Gender-sensitive design is critical for engagement and safety when

working with survivors of domestic abuse
• Structured group delivery can provide a resource-efficient 

complement to individual trauma-focused therapy for women with
complex trauma histories
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Measure Severity Category Pre-Intervention (%) Post-Intervention (%)

Impact of Event Scale – Severe (56–88) 71% 24%
Revised (IES-R)

Moderate/Above 29% 34%
PTSD threshold (33–55)

Subclinical (<33) 0% 42%

Beck Depression Severe 71% 34%
Inventory-II (BDI-II)

Moderate 18% 21%

Mild 11% 13%

Subclinical 0% 32%

Fig.1

»
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Group Session 1 – “Setting the Scene”
Introductions and completion of subjective units of distress
(SUDs) at the start and end of sessions (repeated for each
group session).

- Discussion of how women are viewed and valued in society,
experiences of discrimination and oppression, and how these
create vulnerability to trauma.

- Normalising trauma responses as understandable reactions to
abnormal events.

- Group contract agreed. 
- Baseline measures completed (IES-R; BDI-II).
- Homework: trigger, symptoms, and responses diary.

Group Session 2 – “Neuroscience of Trauma and the Brain”
- Review of homework and learning (repeated weekly).
- Psychoeducation on trauma and abuse.
- Introduction to emotional regulation strategies.
- Homework: triggers diary and practice emotional regulation

strategies.

Group Session 3 – “Feelings, Thoughts, and Behaviours”
- Exploration of the relationship between thoughts, feelings,

and behaviours when triggered.
- In-session cognitive restructuring exercise 
- Introduction to stimulus discrimination.
- Homework: cognitive restructuring practice.

Group Session 4 – Preparation for Individual Sessions
- Introduction to the Ehlers and Clark PTSD formulation, 

with group contributions.
- Rationale for imaginal reliving and discussion of fears or

concerns.
- Development of personal hierarchies of target memories with

facilitator support.
- Homework: continued emotional regulation practice and

selection of a target memory.

Individual Sessions 1–4

Individual Session 1- 90 minutes
- Review of emotional regulation strategies.
- Confirmation of appropriate memory selection.
- Development of an individual formulation.
- Commencement of imaginal reliving, encouraging 

sensory-rich detail.

- Homework: written trauma account with anxiety ratings and
identification of hotspots.

Individual Sessions 2–4
- Continued work on trauma memories, focusing on hotspots,

updating new appraisals, and “then versus now” trigger
discrimination.

Group Sessions 9–12

Group Session 9 – Reviewing Individual Work
- Exploration of common cognitive and emotional themes (e.g.

power and control, guilt, shame, trust).
- Reinforcement of stimulus discrimination.
- Homework: thought diary when triggered by these themes.

Group Session 10 – Guilt and Shame
- Psychoeducation on guilt and shame.
- Discussion of healthy versus unhealthy guilt.
- Techniques including responsibility pie and cognitive

restructuring.
- Shame-focused coping strategies, including compassion-

based approaches.
- Homework: continued cognitive restructuring practice.

Group Session 11 – Relationships and Trust
- Exploration of trauma’s impact on relationships.
- Trust wheel exercise.
- Boundaries (rigid, porous, healthy).
- Role-play of assertive communication.
- Homework: practising communication of needs and

boundaries.

Group Session 12 – Endings and Reclaiming Life
- Relapse prevention booklet.
- Celebration and certificates.
- Post-treatment measures completed (IES-R; BDI-II).
- Follow-up individual appointments scheduled.
- Outcomes and reflections
- Evaluation data were collected across five completed groups,

comprising both qualitative and quantitative measures.

Group Programme Outline

Life after Trauma: A 12-week blended PTSD therapy group
for women who have experienced domestic abuse
Continued

Jane McClaren is Clinical Manager, and 
Patricia Gregory is a Cognitive Behavioural
Psychotherapist at Vida Sheffield.
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Join us for an unforgettable
experience in the heart of Europe!
From 16 – 19 September, VVGT and AEMTC are thrilled to host the 56th EABCT Annual Congress. Join us for 
pre-congress workshops on 16 September, followed by the main congress from 17 – 19 September. Make sure to
save these dates in your agenda!

Belgium has long been a vibrant hub of diverse people and groundbreaking ideas, and this rich background has shaped our
approach to CBT. We deeply value the uniqueness of every individual, and tailor our approaches to specific needs. It’s this
core belief that inspired our congress theme: “Unique as we are.”

Discover why our congress is as unique as you are!
Connect with new top keynote speakers, practitioners, and innovators from across the field. Our program is built on the
principle of inclusivity. We have dedicated sessions and workshops focusing on a wide range of populations and conditions.
We address the full spectrum of human experience with a special sensitivity to minority issues.

Discover new psychotherapeutic interventions and the latest insights in CBT.
A special effort has been devoted to building an innovative and diverse scientific program. It features a wide range of topics
and speakers, from both established pioneers in the field to innovative new voices, from over a dozen countries. We’ve
curated a program that ensures every attendee will find topics and speakers that resonate with their unique experiences.

Engage directly with policymakers in Brussels, 
the capital of Europe, to help shape the future of mental
healthcare in your country!
This is a unique opportunity to participate in round tables with
policy makers, advisory meetings with top journal editors, etc.

Connect, Celebrate, and Unwind – be part of our Social
Program, unique as you are!
While the scientific program is designed to stimulate your
mind, our social program is all about connection, celebration,
and fun! We’ve created a series of unforgettable events to
help you network, relax, and experience the best of Brussels.

8 March 2026
CALL FOR SUBMISSIONS – For symposia, skills classes,
panel debates, clinical roundtables, in-congress workshops

5 April 2026
CALL FOR OPEN PAPERS, 3 MINUTE TALKS & POSTERS

Find out more at eabct2026.org

World Congress
Join the 2026 World Congress in 
San Francisco from 25-28 June

Full details at wccbt2026.org

REGISTRATIONS
OPEN!
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Clinical Excellence in CBT

Clinical Excellence in CBT
Helen Macdonald, BABCP Senior Clinical Advisor

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

• Thank you to members who have contacted us to ask questions and share dilemmas they face.
We will include some of these as anonymised examples in future editions.

• 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. [link to Standards of Conduct, Performance and Ethics].

• In many situations, it can be very clear how to act in accordance with ethical principles. In this column, we look at issues
that have come up for our members - perhaps where it seems that ethical principles may conflict with each other, or
where it may not be obvious how to apply them in the circumstances. We also consider themes from complaints that have
been brought about members - or where decisions made by our members have been questioned on professional or ethical
grounds. There are some questions to reflection at the end of the article.

The situation
A senior Psychological Wellbeing Practitioner (PWP) working in a
large primary care team has noticed that their CBT therapist
colleague seems to be working more and more hours. There is a
high level of demand, pressure on the service, and there is a
reorganisation in progress. The CBT therapist seems to be
overwhelmed, tired, ‘distant’ and not their usual self. 

The PWP hasn’t noticed any mistakes, it’s more that the
colleague seems to have stopped showing their usual ‘warmth’,
compassion and enthusiasm for their work, while at the same
time seeming to be increasingly busy, distracted and intolerant of
being interrupted. Sometimes their clinical sessions overrun. They
have made one or two comments in the staff kitchen that are
more cynical than usual, and have been implying that their job
satisfaction is really low without stating it openly.

The PWP has had a conversation in confidence with their case
management supervisor, as they have started to wonder if the
CBT therapist is okay. They wondered if they have the
psychological resources to carry on like this, as it doesn’t seem
healthy. They are concerned for their colleague’s wellbeing. 

The case management supervisor has asked whether they should
be concerned about the wellbeing of clients, too. The PWP does
not want to make anything worse, ‘tell tales’ or cause trouble for
a valued colleague who may just be going through a bad patch –
but they aren’t completely sure. They do think that the therapist is
showing reduced empathy and compassion – although not
enough to cause harm. Their concentration doesn’t seem to be
the same – perhaps they are working longer hours because they
are not as efficient as usual.

In Part One, published in CBT Today, November 2025, we
explored how to ensure and support our own fitness to practice,
and the same principles apply to concerns about colleagues, too.
While our first responsibility is focused on ‘do no harm’, we can
refer to codes of practice, employer policies or similar guidance
to help inform decisions about whether we need to raise a
concern. If the matter is likely to lead to harm, it should always
be reported.

Our Standards of Conduct Performance and Ethics state: 
‘When we say someone is ‘fit to practise’, we mean that they
have the skills, knowledge, character and health to practise safely
and effectively within your scope of practice.’  

If the therapist’s ability to deliver patient care or make
appropriate clinical judgements may be impaired, or their
decision-making may fall below our standards then there is a
fitness to practice concern. 

In the previous article, signs of ‘burnout’, over-using alcohol or
other substances, making mistakes or over-stepping boundaries
were all mentioned as potential areas where fitness to practice is
compromised. Prolonged over-working can make it more likely
that feelings of being ineffective, or loss of confidence can
develop. Anxiety or depression could also occur, in addition to
being exhausted and being more vulnerable to physical health
problems. 

Specifically in our field, there may be increased vulnerability to
vicarious trauma or intrusive imagery if the therapist’s resources
are depleted and they are not able to process the material they
encounter in sessions effectively.

Part 2: What do I do if I am worried about a colleague’s fitness to practice? 
What concerns might come up, and what should I do?

Fitness to practice and ethical dilemmas
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How can we know if a colleague’s fitness to practice may be impaired
and what actions should we take?

• Using our Standards of Conduct, Performance and Ethics to reflect, put them
into context and guide next steps, considering how to put those standards into
practice in this situation. Taking the step of seeking advice as soon as possible –
as in this example – is appropriate.

• In this scenario, it is not clear that harm is occurring. There are clear concerns
about the therapist’s wellbeing, which should prompt actions to check if they
are okay. It is uncertain whether harm could occur to a client. If it is possible to
have a conversation with the therapist about how they are, sharing those
concerns, it could be a useful prompt for the therapist to take this to
supervision and seek other sources of support - and at least to reflect on how
they are doing and decide whether actions are needed. 

• It may be difficult to do this if the person we’re concerned about is someone in
a leadership position, such as a supervisor or manager themselves. Finding a
different trusted colleague who may be better placed to approach them about
it could be a helpful step if needed. Ultimately if there is a concern, it is better
to raise it than avoid it, to ensure that the person does receive support if they
need it – and primarily to protect clients from possible harm if we do not act. 

• The workplace as a whole may decide to review how they support practitioners
and prevent burnout, ensuring that therapists delivering care really are enabled
to do good work and are not expected to compromise their wellbeing to keep
up with demands. 

• In other contexts, the options may be different. If the therapist showing signs
of burnout is a sole practitioner in independent practice, policies will be
different from a large NHS service, for example. It would be just as possible to
approach them directly and express concern for their wellbeing and check that
they are taking actions to care for themselves – and that they are being open in
supervision too. Conversations of this kind may lead to considering options for
self-practice/self-reflection, as well as exploring opportunities for peer support
with other similar practitioners, or special interest groups to belong to, which
ensure a lone practitioner isn’t isolated from professional support and contact.

• Doing no harm is still the key principle. If there has been a potential effect on
patient safety, or other concern about meeting professional and care standards,
a report should be made. This can be to the agency/employer if there is one,
and to BABCP (and other regulatory bodies if applicable).

As mentioned in part one of these two articles exploring fitness to practice,
BABCP has a commitment to protect the public, and individual members have a
responsibility to act in the best interests of patients. This is based on ethical
principles of beneficence and non-maleficence. Addressing fitness to practice
concerns is not intended to be about punishing people, but rather about making
sure that we do meet standards well enough to practice safely. This means taking
into account the therapist’s competence, knowledge, character and health.  

• If you were in this situation, what steps would you take next?
• As a peer or trusted colleague, how would you respond if this was brought to

you for your advice?
• Are there actions we can take as clinical supervisors to pay attention to areas

where we tend to be less focused, or to ensure that therapists feel safe to
bring difficult concerns or dilemmas openly to supervision?

• Evaluating – is there anything else to learn from this situation? 
• Does anyone in this scenario need more training or other professional

development to help in the future?
• Ensuring that our workplaces have systems in place to support practitioners

doing their work can help to support fitness to practice, reduce burnout, and
enhance the service we provide to our clients. Our forthcoming guidance for
services providing CBT will give an opportunity for self-audit and reflection for
further reading. 

To share your thoughts and reflections about this, or to ask an ethical
question for a future issue – contact communications@babcp.com with
‘CBT Today - Ethics’ in the subject line

When we are putting values and
ethics into practice, there are
some considerations that help
with making an informed
decision

- Identifying the issue, and
reflecting on whose problem
it is – considering who we owe
an obligation or alliance to in
the situation concerned

- Putting it into context – 

• are there laws, organisational
policies or ethical codes which
apply in this situation?

• If this situation involves a
client, what do I understand
about their values?

- Reasoning – what ethical
theories and principles can be
used to help with this decision?

- Who can I consult with? –
Clinical supervisor, or senior
member of my team, my
professional body – other?

- Processing and reflecting the
information gathered so far
– using discretion and
judgement to consider the
most appropriate options

- Deciding – making a decision
which has a rationale, and is
sensible and justifiable

- Evaluating – is there anything
to learn from this situation?
Can I or my colleagues do
more to ensure that situations
like this are resolved helpfully?
Does anyone including me
need more training or other
professional development to
help in the future?

Ethical decision-making in practice
(Kingdon et al 2015)

Further reading
Kingdon D, Maguire N, Stalmeisters D, &
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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