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Abstract
The study intended to retrospectively explore how Cognitive Behavioural Therapy and/or self-help therapies and coping mechanisms have previously worked for the individuals involved. The key objective of the study was to illustrate what individuals experiencing Depression and/or Anxiety can do to relieve symptoms when CBT isn’t accessible, available or effective for particular individuals. The study was conducted with the aim to explore a gap within the research regarding the usefulness of CBT, and what individuals can do to relieve symptoms when it is inaccessible. 
A literature review is presented to summarise the secondary resources that has been used as part of the research method. The study’s main supply of data was one-to-one, semi-structured interviews, which necessitated six participants exploring their experiences with treatment and therapies for depression and/or anxiety. The participants were all well at the time of the study and the conduction of interview.
The findings suggested that using a retrospective exploration of Cognitive Behavioural Therapy and coping strategies demonstrates the effective strategies used in individuals who have experienced depression and anxiety disorders.

Introduction/Literature Review
The topic under investigation within this research project is ‘A Retrospective Exploration of Cognitive Behavioural Therapy and coping strategies in individuals who have experienced Depressive and Anxiety disorders’. The individuals who have volunteered to take part in this current study self-report that they are now well and are no longer experiencing any symptoms of psychological distress. Cognitive Behavioural Therapy (CBT; Beck, Rush, Shaw & Emery, 1979) is a commonly applied therapeutic intervention that is utilised to treat psychological disorders by maintaining intellectual aspects (Hofmann et al., 2013). The application of CBT refers to a group of mediations that merge a range of intellectual, behavioural and emotion-centred methods (Hofmann, 2011). Hofmann et al. (2013) reported that out of 11 studies comparing the response rates from CBT with responses from other treatments, those utilising CBT exhibited the greatest success. 
In addition, higher levels of success are reported for the utilisation of CBT with Anxiety disorders and general overall stress. Furthermore, CBT has been correlated with improving quality of life in those with Anxiety disorders (Hofmann et al., 2014) and has demonstrated overall usefulness for a varied array of psychological disorders (Chambless & Ollendick, 2001). CBT intends to modify maladaptive emotive reactions by changing the individuals feelings and behaviours (Kaczkurkin, 2015), and intends to enhance overall functioning as well as decrease symptoms (Hofmann et al., 2012). 
Major Depressive disorder includes symptoms of low moods, little energy, sleep disturbances, low self-esteem and suicidal ideation (Brigitta, 2002). The Diagnostic and Statistical Manual of Mental Health (DSM-5) states an individual should experience a set of particular symptoms for the correct identification of a Major Depressive Disorder, which should be persistent over a two-week period. The DSM-5 symptoms include low interest; alterations in weight; sleeping difficulties; fatigue; agitation; reduced concentration and suicidal thoughts or feelings (American Psychiatric Association, 2013; Brigitta, 2002). Depression can affect individuals at any age, ranging from adolescence through to adult life. Additionally, the suicide rate is higher between the ages of fifteen and twenty-four years of age (Wong & Licino, 2001). Moreover, Major Depressive Disorder has an elevated-level of comorbidity with additional psychological disorders, including a variety of anxiety disorders (Brigitta, 2002). 
Generalised Anxiety Disorder (GAD) is a frequently diagnosed psychological disorder. Around 20% of adults are diagnosed with an anxiety disorder yearly (Munir & Takov, 2019). General Anxiety Disorders generate a constant concern and unease, and are distinguished by extreme, persistent and idealistic stress involving everyday life, which could include money, family and health worries (Munir & Takov, 2019). Constant and excessively worrying is the major symptom felt within an anxiety disorder (Leonard & Abramovitch, 2019). According to the DSM-5, an individual must experience certain symptoms to receive a diagnosis for  Generalised Anxiety Disorder, including excessively worrying for up to six months; uncontrollable worry and links with three or more additional symptoms for up to six months. These additional symptoms include restlessness; fatigue; inability to concentrate; irritability and difficulty sleeping (American Psychiatric Association, 2013; Munir & Tavok, 2019). The occurrence is likely to be higher amongst women (Silva et al., 2018). 
Depressive and Anxiety disorders are substantial mental health problems that can affect a large majority of individuals globally (Ballenger, 2000). Depression is the predominant psychological disorder worldwide, followed by anxiety (Vos et al., 2013). The occurrence of psychological disorders presently remains at 1 in 6 people will approximately encounter a common psychological problem within a week (McManus et al., 2016). Mclean et al., (2011), demonstrated the gender differences in anxiety disorders. The study found that Anxiety disorders are more frequent in females. A further study led by Marcus et al., (2008), demonstrated that females exhibited more symptom seriousness, but males had more incidents of depression. 
[bookmark: _Hlk38619075]Those with symptoms of a psychological disorder will often seek support from their general practitioners first (Wang et al., 2007). According to Cardol et al. (2004), many people are prescribed pharmacological treatments as soon as they are diagnosed with a psychological disorder within primary care and will not always be offered or seek to obtain evidence-based therapies (Andrews et al., 2004). According to van Shaik et al. (2004), given a choice, most individuals favour psychotherapy treatment over any other treatment. Overall, there is a need for improvements within primary care in the accessibility of psychological treatment (Van Shaik et al., 2004). Research conducted by Bystritsky et al. (2013) assessed the diagnosis process and the available treatments for anxiety disorders, including the use of pharmacological treatments. The research suggests that Cognitive Behavioural Therapy is an efficient method of intervention for Anxiety disorders and has demonstrated the greatest success rates compared to the use of pharmacological treatment. Although pharmacological therapy has been demonstrated as a beneficial and successful form of treatment, there are many side effects an individual can experience, including the increased possibility of experiencing suicidal thoughts and feelings (Reeves & Ladner, 2009). 
In addition, pharmacological treatment has been utilised for Major Depressive Disorder, with some reported success (Roschanael-Moghaddam et al., 2011). Their comparison of CBT with pharmacological treatment indicated that the Cognitive Behavioural Therapy option was somewhat inferior. However, a study conducted by Lopez and Basco (2016) validated the usefulness of Cognitive Behavioural Therapy in the treatment of Major Depressive Disorder. The participants within their study exhibited a rapid decrease in depressive symptoms over time and reached full symptom remission, the evidence for intervention efficacy is mixed. Research led by Elkin et al., (1995), participants who had severe symptoms of depression, demonstrated more benefits from anti-depressant medication, than Cognitive Therapy when both were applied.
Furthermore, self-help therapies are defined as psychological treatments, which the individual will carry out independently (Marrs, 1995). Self-help interventions are often delivered through media, in the form of books, Television, videos or internet formats. More often, self-help interventions are progressively more distributed through online methods (Spek et al., 2007). Self-help interventions are often applied as a way of improving symptoms of Depressive and Anxiety disorders. Research has indicated that self-help interventions are successful in lessening symptoms in psychological disorders (Spek et al., 2007). Self-help interventions that are presently accessible have been created for those with a disorder, such as Depressive disorders, Anxiety disorders and social phobias. Many of the interventions are centered on Cognitive Behavioural Therapy (Straten, Cuijpers & Smits, 2008). Internet based interventions are demonstrated as an efficient alternative to the common therapies used for psychological treatments. Andrews, Henderson and Hall (2001) state that an estimate of 65% of the overall population who endures a psychological disorder do not obtain support from a specialist. Therefore, individuals with a psychological disorder who chose not to access support from primary care, or for some reason are unable to, may benefit from the use of self-help therapies. 
Morgan & Jorm (2008) explored the effectiveness of managed self-help interventions for numerous psychological disorders, including depressive and anxiety disorders. Many of these managed self-help treatments are centered on Cognitive Behavioural Therapy (Cuijpers & Schuurmans, 2007). Proudfoot et al. (2004) demonstrated that supplying programmed Cognitive Behavioural Therapy interventions individuals with an Anxiety or Depressive disorder displayed great success and was a beneficial method of treatment. The study (Proudfoot et al., 2004) discovered that the symptoms experienced were reduced, and social interactions were enhanced. Although self-help interventions have shown to be beneficial (Morgan & Jorm, 2008), further studies have argued against their effectiveness. A study by Mead et al. (2005) suggests that self-help interventions do not deliver any benefits. A further study led by Seekles et al. (2011) suggests that self-help interventions are not considerably useful for the symptoms or quality of life in individuals with Depressive or Anxiety disorders. The only significance displayed was improved anxiety symptoms. However, the study involved many initial biases in general practices.
Mindfulness is linked to mental well-being (Keng, Smoski & Robins, 2011). Mindfulness exercises are being conscious of a specific object or phenomenon, for example, breathing exercises, which involves being observant of the sensations (Robins et al., 2013). Mindfulness based interventions have been applied to the treatment process, particularly in anxiety disorders. Research conducted by Jha et al. (2007) and Tang et al. (2007) has demonstrated that individuals who used mindfulness-based interventions as part of their treatment process showed enhanced abilities to concentrate, a clearer focus and an improved attention span. A randomised controlled trial (RCT) based on Mindfulness mediation conducted by Hoge et al. (2013) suggests that using Mindfulness will result in beneficial effects and significant outcomes on anxiety symptoms in anxiety disorder sufferers.
Furthermore, Straten, Cuipers and Smits (2008) analysed whether Internet-based self-help interventions are effective tools for reducing the symptoms of Depressive and Anxiety disorders. The study found that the interventions had a clinically substantial impact on participants’ symptoms. Although the effects were more distinct among those with severe disorders and the results promising, there remains very little research regarding internet-based self-help interventions for emotional disorders, therefore, further research is required to enhance the efficiency of the utilisation (Straten, Cuipers & Smits, 2008). 
Additionally, a further study (Schuch et al., 2016), demonstrated that utilising exercise in Major Depressive Disorders, has a major, and substantial antidepressant impact, which supports the findings that exercise is an evidence-based treatment for depressive disorders.
The current study retrospectively explored how Cognitive Behavioural Therapy and/or self-help therapies have previously worked for the participants involved. There are very few studies that illustrate what individuals can do to relieve symptoms when Cognitive Behavioural Therapy or alternative therapies are unavailable. Although there is an extensive literature base regarding CBT (Hofmann et al., 2012), CBT is not always accessible, available or effective for certain individuals. This could be due to not being able to access CBT because of long waiting lists; an individual may have already tried CBT and found it to be unsuitable; they may have experienced difficulties being referred or they may have chosen not to access it. A survey conducted by MIND demonstrated that one in five participants have waited over a year to obtain treatment for a psychological disorder, and one in ten participants have waited over two years (MIND). The current study explored the common themes using thematic analysis in the use of CBT and further coping strategies and self-help mechanisms that are employed in the absence of Cognitive Behavioural Therapy. By exploring common themes within methods that demonstrate beneficial strategies, the research intends to identify potential self-help mechanisms. The current study was conducted with the aim to explore the gap within the research regarding the usefulness of CBT, and what people can do to relieve symptoms when CBT is inaccessible. Although the current American Psychiatric Association guidelines (2010) validate Cognitive Behavioural Therapy as the first treatment to be used, there is a lack of evidence to demonstrate what individuals can do to relieve symptoms of depression and anxiety when it is absent. 
As previously stated, there are many studies which support the effectiveness of CBT (Lopez & Basco, 2016; Bystritsky et al., 2013) and self-help interventions (Morgan & Jorm, 2008), there are also conflicting findings which demonstrate that these are not always effective at all for Depressive and Anxiety disorders (Seekles et al., 2011). Although there are many meta-analyses to demonstrate the usefulness and beneficial outcomes of the use of CBT in depressive and anxiety disorders, there are limited findings that focus retrospectively on Cognitive Behavioural Therapy and self-help intervention. There is limited literature exploring what can be done for individuals experiencing depressive and anxiety disorders, who are unable to access CBT. Therefore, the proposed study ‘A Retrospective Exploration of Cognitive Behavioural Therapy and coping strategies in individuals who have experienced Depressive and Anxiety disorders’ aims to explore this gap within the literature, to discover common themes from a retrospective point, of the participants’ treatments and interventions to ensure there are further coping strategies, mechanisms, interventions and treatments available.


Methodology 

Design
The source of research employed to carry out the current investigation was qualitative analysis in the form of Thematic Analysis. The employment of qualitative data was used as the key source of data gathering as it has demonstrated efficacy for phenomenological research throughout many research studies (Gerrish & Lacey, 2010) and its approach to generate significant and beneficial results (Attride-Stirling, 2001). The utilisation of qualitative data method has demonstrated to be the most suitable for the study, as it provides a leading contribution on individuals lived experiences (Al-Busaidi, 2008). The study concentrated on the participants’ personal experiences of treatment processes from their previously experienced mental health problems. The study used one-to-one, semi-structured interviews as the key source of data analysis. Interviews are commonly used to gain and explore knowledge and understanding of an individuals’ personal experiences (Pathak, Jena & Kalra, 2013), ensuring that the data collected was dependable, consistent and trustworthy. The use of qualitative research methods have been applied to examine the effects of treatments, this was the most appropriate and dependable method to use, as the study focused retrospectively on Cognitive Behavioural Therapy, and its efficiency as a treatment for Depression and Anxiety, while the phenomenological perspective was applied to explore the beliefs of the participants involved to ensure the data collection and results found were reliable (Al-Busaidi, 2008). 
The main objective for the proposed study was to find common themes within the data analysis and results. Thematic analyses were utilised to evaluate the data that has been collected. Thematic analysis is frequently utilised within qualitative exploration studies (Braun & Clarke, 2006). The method is utilised to detect, define and report common themes found within research data (Braun & Clarke, 2006). Therefore, it was an appropriate and suitable approach to apply to the study. By applying thematic analysis generates reliable and insightful findings (Braun & Clarke, 2006). King (2004) states that thematic analysis is a beneficial, dependable approach for analysing viewpoints of various study contributors, emphasising similarities and differences, and producing perceptions (King, 2004). The study aimed to explore and discover which methods and interventions demonstrated to be the most beneficial for the participants, by using the results from the data collection and analysed common themes and strategies found that the participants utilised as part of their treatments to cope with anxiety and depressive symptoms. The main intention of this study was to take knowledge from the findings in order to recognise and discover self-help mechanisms. The study employed semi-structured interviews, which are a popular format of data collection (Jamshed, 2014). 

Participants
The participants involved within the study self-reported that they are all now well. They comprised of a volunteer sample from within the researcher’s workplace. The participants were required to sign and date a consent form (Appendix 1) to confirm they were no longer experiencing symptoms of psychological distress. Additionally, for the participants to quality in taking part in the study, they must have previously experienced an anxiety and/or depressive disorder, and have either received Cognitive Behavioural Therapy, or carried out an alternative intervention or self-help mechanism/strategy as part of their treatment in coping. There were six participants involved within the study, all were adults over the age of 18. The researcher used pseudonyms in order to keep the participants’ identity and information anonymous and confidential. Demographic information was not a requirement within the study, apart from the age and gender of the participant. The participants ages range between 18 and 50. The mean age of the participants is 29. 

Materials 
The interviews were recorded by a Dictaphone. The transcripts were then transcribed later as a digital copy. The audio-recordings, transcripts and digital copies of data, were stored securely on encrypted, password protected memory stick and later destroyed at the requisite time once the data is no longer required in accordance with the Data Protection Act and GDPR Guidelines. The interviews were no longer than 30 minutes and were followed on a schedule. According to the National Institute of Health Research (2013), semi-structured interviews within a research project should last from 30 to 60 minutes.  The participants were led through a set of open questions, the questions were asked in the same order and were coded by numbers.



Procedure 
The six participants involved within the study have previously received different treatments, however, the interview questions (Appendix 2) asked remained similar in nature. The interviews took place in a neutral, relaxed setting to ensure the researcher and the participants’ involved felt comfortable and at ease when being interviewed, the settings were agreed beforehand by both parties. Beforehand, the participants were made aware of what the interviews would involve. The participants were led through a set of open questions, enabling the participants to be as flexible as possible when expressing their personal experiences of depression and anxiety treatments and therapies. The questions were asked in the same order and were coded by numbers. The interviews were taped by a Dictaphone. The transcripts were then transcribed later as a digital copy (Appendix 6). The audio-recordings, transcripts and digital copies of data, were stored securely on encrypted, password shielded memory stick and later destroyed at the requisite time once the data is no longer required in accordance with the Data Protection Act and GDPR Guidelines. The interviews were no longer than 30 minutes and were followed on a schedule. 
The participants were made aware beforehand that they were able to withdraw at any point of the study, without having to provide a reason. The right to withdraw was explained prior to beginning the study, this information was expressed to the participants’ through the consent forms and participant information sheet (Appendix 3). On the completion of the interviews, the participants were thanked for their contribution, and were reminded of their rights to withdraw and given a debrief sheet (Appendix 4). 

Ethical Considerations 
Before the study proceeded, full ethical approval was sought and gained from the Psychology and Counselling Ethics Panel at the University of Wales Trinity Saint David (Appendix 5). The participants were provided with a participant information sheet which included all required information, such as what the study entailed, the participants’ participation and how it contributed to the research objectives. The participants were made fully aware of the ethical considerations (British Psychological Society, 2018) and were provided with a participant consent form to be signed and dated by the participant if they gave their approval to take part. The consent forms included an understanding of what the study included, the objectives and to ensure the participants are no longer experiencing symptoms of psychological distress. By providing the participants with consent forms, it ensured risks were made minimal throughout the study. The participants were made aware before, and were reminded throughout the study, that they were able to withdraw at any point without having to provide reasoning. All participants were happy to contribute to the study and remained within the study for the duration. 


Results/Discussion

Initial Encounter with the Transcripts
The first initial encounter with the transcripts demonstrated that there are many different, effective treatments and therapies that are utilised to improve the symptoms of a depressive/anxiety disorder. The participants explained thoroughly how their chosen treatment/therapy worked for them personally, explain how they received the support needed and how they coped further. The questions that were answered the most in-depth were questions 3: “Were you satisfied with the therapy/treatment? Did you feel the treatment was effective and how?”, question 4; “What was your personal experience of the therapy/treatment? Did you think it was suitable?” and question 8: “What did you feel the benefits and/or negatives of the therapy/treatment were?”, the majority of participants did not give “additional comments regarding their treatment/therapy” for question 10. The interviews were developed and analysed (Appendix 7), Superordinate and Subordinate themes were identified following analysis. 

Table 1: A summary table of the Superordinate and Subordinate themes following analysis: Self-Help Coping Mechanisms

	Superordinate Themes
	Subordinate Themes
	Quote Keyword
	Page/Line Number

	Emotions
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	Feelings
Thoughts 
Views
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Family
Friends
GP

	“My anxiety was affecting my daily life”

“I did use self-help mechanisms as well as using tablets as a treatment, which I believe, using them all together provided effective treatment, for me personally”

“I expected some improvement through the treatment, using tablets, but I was realistic”

“The treatment made me have less panic attacks, and palpitations” 

“I was quite reluctant to taking the tablets”

“I wasn’t sure if I wanted to “rely” on tablets. So, I used self-help”

“Felt quite, fobbed off with tablets”

“I just found it hard to talk about my depressive symptoms”

“I was feeling so low at one point, and I wasn’t sure what to do or who to talk to, mainly for support and just general advice”

“I did take (tablets) and felt as if it did treat the targeted symptoms, to some extent”

“I didn’t expect (exercise) to have such a big impact on my depressive symptoms”

“I was reluctant to take (tablets), I didn’t want to experience side effects, and overall, felt fobbed off”

“(GP) made me feel like “another person whinging” 

“I felt fobbed off”

“(Anxiety) was affecting my everyday life”

“The benefits were that I could generally cope with everyday life”

“I would constantly fight with my own mind everyday”

“(Anxiety and depression) is exhausting”

“I would always be thinking bad things – I would always think I was doing everything wrong”

“The negatives were the side-effects of the medication”

“(Medication) really does help with your mind, like the way you think and feel, and the coping of it all”

“I went to the GP, as I was finding my methods of coping weren’t working well and I definitely needed more options”

“I did seek support through my GP, I made the decision, simply because I didn’t really know where else to go”

“I went to a running group, where it started to become more of like, a social thing. – I was talking to different people, made different friends, and just made things so much more positive”

“My family could see a change in my mental health (which influenced decision to visit GP)”

“My friends and doctor also played a part in reassuring me that getting help was the right thing to do”
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Treatment
Delaying
Cognitive Behavioural Therapy
	“I was given Propranolol 40MG tablets to consume”

“The GP suggested that I do CBT, which I didn’t do, the waiting list was long”

“I sometimes use apps as well, like Headspace, which focuses of Mindfulness activities, and I also listen to music”

“I did use self-help mechanisms as well as using tablets as a treatment, which I believe, using them all together provided effective treatment”

“My tablets weren’t getting rid of my anxious thoughts alone, I think that’s why I interpreted more self-help mechanisms into my treatment, myself”

“I wasn’t sure if I wanted to rely on tablets, so I used self-help to get myself through”

“I did take (tablets) and did find they were effective, in some ways. But I don’t think they would of worked alone”

“Exercise was the most effective treatment”

“The GP did suggest exercise, which obviously, was a huge part of my treatment”

“To some extent the tablets definitely helped my symptoms – I think by putting exercise into my everyday life helped massively, and it did improve symptoms”

“I think a mixture of medication and talking really helped me get to where I am today”




“The treatment I used did improve some of the targeted symptoms” 

“I would recommend the treatment to other people, because the treatment does work, but within time”

“(Exercise) makes me feel more positive about life”

“Exercise was the most effective treatment”

“I did take (tablets) and felt as if it did treat the targeted symptoms, to some extent”

“To some extent the tablets definitely helped my symptoms - putting exercise into my everyday life helped me massively, and it did improve the symptoms”

“(Exercise) made things so much more positive, and beneficial in so many ways”

“(Exercise) made me forget all of the depressive thoughts, and put my mind somewhere else, somewhere good”

“I also gained a lot more confidence”

“I would definitely recommend exercising when having depressive thoughts to anyone”

“Tablets definitely helped with the panic attacks and anxiety of everyday life”

“The benefits were that I could generally cope with everyday life”

“I would definitely recommend medication. It really does help with your mind, like the way you think and feel, and the coping of it all”

“(Tablets) helped me step in the right direction”

“My experience of therapy was good, because it allowed me to feel more ‘normal’ in my daily life”

“The GP suggested that I do Cognitive Behavioural Therapy, which I didn’t do, the waiting list was long”

“I was given tablets and was told that there was a waiting list for CBT – felt fobbed off with tablets”

“I was placed on a waiting list for CBT, but never actually received it”
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Table 2: A summary table of the Superordinate and Subordinate themes following analysis: Cognitive Behavioural Therapy

	Superordinate Themes
	Subordinate Themes
	Quote Keyword
	Page/Line Number

	
	
	
	

	Emotions
	Feelings
Thoughts
Views
Reactions

	“I was a very anxious child, I was showing symptoms of depression”

“When I was younger.. I wasn’t really in the mindset to change, therefore CBT didn’t work for me then.. I didn’t have the mentality to change”

“However, when I was fifteen, sixteen, I went back to CBT.. I was very proactive in wanting to change”

“I was quite apprehensive (about CBT)”

“I was ready to change, and I did think it was going to help which obviously, it did”

“I think (CBT) helped me to move forwards from my problems and it’s made me a better person”

“It just helped me reach (my ways) at a different perspective”

“(CBT) helped my mind stop overthinking. It calmed down a lot of, negative emotions in my head”

“The anxiety calmed down a lot, I stopped having panic attacks. I stopped overthinking all of the time. I still overthink, but it’s not to the point of paranoia”

“I was doubtful”

“I was feeling very manic, I had felt there was no way out, and I was considering taking my own life. I was feeling very alone, and my unhappiness seemed to affect my everyday life. Prior, I had taken an overdose, due to this I was referred to CBT”

“(CBT) made me think differently and made me think in different perspectives”

“(Previously) I was feeling very low, and had thoughts of suicide”

“I was reluctant that therapy would even help with the symptoms”
“At first, I was unsure and didn’t think it would help”

“I feel as though therapy did help in regard to the symptoms”
	Page 9, Line 199-200
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Page 14, Line 327



Page 15, Line 330-331

	
	
	
	

	Support Networks
	GP
Family
	“My mum took me to the doctors when I was quite young.. she was looking for some sort of treatment”

“The psychologist who was doing CBT on me, really helpful, she went through everything”

“The counsellor (was) very engaging, she was very helpful and any questions, I felt that, that made it a lot better than whether id had somebody I didn’t get along with”

“I was very satisfied (with counsellor) because it was very helpful, and she went over everything in steps, so I didn’t feel like it was overwhelming” 

“I did go through my GP, and this was just because it was the easiest option to go and find a counsellor”

“(Accessed the GP) because I didn’t know how to stop the panic attacks”

“(Visiting the GP) was the best course for me to take, and speak to someone about the thoughts and feelings I was experiencing”

	Page 9, Line 198






Page 9, Line 215-216




Page 9, Line 223-224








Page 10, Line 225-226







Page 10, Line 228-229





Page 12, Line 277




Page 14, Line 320-321



	Therapy








































































































































Improved Symptoms
	Treatment
CBT
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Improvements
Progress
Development

	“Cognitive Behavioural Therapy and that was to treat depression and anxiety”

“I would say my experience of therapy was very good”

“I think it was effective, and I was very happy and satisfied with the therapy id had”

“I was very satisfied, because it was very helpful, and went over everything in steps, so I didn’t feel like it was overwhelming”

“I went in later on and I was ready to change, and I did think it was going to help which obviously it did”

“(CBT) definitely improved my symptoms”

“CBT helped me to go back on things that had happened in my life and re-evaluate them, and then change how I am now, rather than let that affect me”

“I made a pro-active mission to re-write my thoughts and put them into a more positive aspect of my life”

“(CBT) has different (plans) which tailor to each person”

“There was a long waiting list”

“I would definitely recommend (CBT) to anyone else”

“I think (CBT) is very good at treating multiple issues, multiple mental health issues.. I think it’s very beneficial”

“It is a nice way to go back over things that have happened, that you might not even realise has affected you, and help you to move forward”

“I’d heard (CBT) being a really good treatment for anxiety specifically, so I wanted to give it a go”

“It helped my mind stop overthinking. It calmed down a lot of, negative emotions in my head. Definitely satisfied” 

“I was doubtful because I had tried CBT myself previously and they never worked”

“I tried CBT myself, because I was told to try the self-help CBT first, and I couldn’t do it, I couldn’t concentrate, but when I was referred to an actual therapist to perform CBT, that was a lot more helpful, and improved a lot more symptoms”

“I would definitely recommend it to other people, especially for anxiety, because of how it changes how the brain works”

“Cognitive Behavioural Therapy was used to cope with my depression”

“(CBT) helped me be able to understand things in a different, more positive perspective and outlook”



“My experience of therapy was very good”

“It definitely improved my symptoms”

“I re-wrote my thoughts and put them into a more positive aspect of my life”

“(CBT) helped my reach a different perspective”

“(CBT) made me a better person”

“(CBT) helped my mind stop overthinking. It calmed down a lot of, negative emotions in my head. Definitely was satisfied”

“The anxiety calmed down a lot, I stopped having panic attacks”

“(CBT) definitely improved my anxiety, to the point where I stopped having panic attacks”

“(CBT) made me feel and think differently”

“(CBT) was making a positive difference in my life and made me think in different perspectives”

“(CBT) was very beneficial for those targeted symptoms”

“I feel that CBT did improve the symptoms overall”

“The benefits (of CBT) were that it helped me be able to understand things in a different, more positive perspective and outlook”

“I would definitely recommend CBT to others”
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Superordinate Themes of Table 1 (Group 1 – Coping Strategies/Self-help Mechanisms)

Emotions
The participants felt a number of emotions throughout their diagnosis and treatment. For example, participants reported emotions of feeling as if their “anxiety/depression was affecting everyday life” and would “constantly fight” with their minds. Generalised anxiety disorders have been correlated with diminished quality of life, with significant weakening in work and social tasks (Henning et al., 2007). Rapaport et al., (2005) evaluated quality of life in people with Anxiety and Depressive disorders, the study discovered that all were linked with lesser quality of life contrasted to a normative society sample. One participant reported thinking “bad things” would happen to their children and wasn’t going to be a “good enough” parent. Anxiety has been correlated with a array of negative results, including impaired work, family and social functioning (Olfson et al., 2000). A study conducted by Brenes (2007) showed that the impact of anxiety and depressive symptoms were widespread across all areas of functioning. Both, anxiety and depressive symptoms, were correlated with weaker overall functioning in all areas of quality of life.
Many of the participants reported emotions of feeling “fobbed off” regarding their treatment and was “reluctant” to treatments, such as medication. Participants reported feeling unsure if pharmacological treatments would work and did not want to experience the side effects linked to medication. The adverse side-effects linked with pharmacological medication consist of, sickness, sleep disturbance, and sexual dysfunction (Frazer, 1994). Ballenger (2000) reported that comorbid anxiety and depression are regularly more resistant to pharmacological medication. The Institute for Quality and Efficiency in Health Care (2017) stated that many individuals are reluctant to take tablets for psychological problems, with the fear of side effects, and that they may develop to be dependent on it.

Support Networks
All the participants accessed support through their general practitioner. The participants in Group 1 were all provided with pharmacological medication, with the advice of further self-help mechanisms and were put onto a waiting list for Cognitive Behavioural Therapy. The participants responded having constructive encounters with their GP. One participant reported being “unsure what to do or who to talk to” and accessed the GP “mainly for support and general advice” and to “receive some sort of help”. The participants reported advice ranging from exercise to medication. Although, some participants reported feeling “fobbed off” by their GP’s with medication and was made to feel like “another person whinging”. However, majority of participants were pleased with the support and advice they obtained. One participant reported their family and friends seeing a change their mental health influenced them and reassured them that getting “help was the right thing to do”. A study conducted by Buszewicz (2006) assessed the significance of a GP session for patients with psychological problems. The results demonstrated that all patients felt helped by their GP and felt as if they provided genuine interest and empathy. The participants report suggested that GP sessions for psychological problems can have a compelling impact, supplying a “safe place” where individuals are attended to, and recognised. Those with symptoms of a psychological disorder will often seek support from their general practitioners first (Wang et al., 2007). According to Cardol et al. (2004), many people are prescribed pharmacological treatments as soon as they are diagnosed with a psychological disorder within primary care and will not always be offered or seek to obtain evidence-based therapies (Andrews et al., 2004). According to van Shaik et al. (2004), given a choice, most individuals favour psychotherapy treatment over any other treatment.

Coping Strategies 
There were several coping strategies utilised within the participants’ treatment for anxiety and depressive symptoms. All the participants were provided with pharmacological treatment, and alongside utilised self-help mechanisms. The participants were “advised” to access Cognitive Behavioural Therapy (CBT), and were placed on a “waiting list”. The participants never received CBT. There are several barriers consistently demonstrated as reasons some individuals do not receive professional help, but instead use self-help interventions. One of the reported factors are the available treatments (Eisenberg et al., 2009). Self-help interventions prevent many obstructions that involve access to treatment and is shown to provide a valuable alternative (Rickwood & Bradford, 2012). One participant reported using “self-help mechanisms, as well as tablets as a treatment” which was reportedly effective. Participants reported beneficial and “useful” self-help mechanisms, such as listening to music, exercising and talking to others. A participant who utilised exercise reported feeling “much more positive about life”. Two of the participants reported pharmacological treatment working to “some extent” but had to incorporate further coping mechanisms in order to get effective treatment. According to many studies, exercise has demonstrated to reduce symptoms of anxiety (Stonerock, Hoffman, Smith & Blumenthal, 2015; Anderson & Shivakumar, 2013). A study conducted by Stonerock et al., (2015) demonstrated many benefits of exercise, and a useful treatment for Anxiety. Research led by Tan et al., (2020) demonstrated the significant impacts of listening to music, it demonstrated to relieve symptoms of Anxiety and Depression, and enhance satisfaction. Music has demonstrated to have a significant impact on stress-reducing (Thoma et al., 2013). Furthermore, there are mixed opinions on the usage of medication for Depression and Anxiety. Studies indicate that the benefit generally depends on the severity (Institute for Quality and Efficacy in Health Care, 2017). 

Improved Symptoms
All participants reported having improved symptoms once their treatment was put into place. Participants reported having “improved” symptoms, being able to “cope” with everyday life, self-help mechanisms being “beneficial in so many ways” and “effective”. Participants reported having “reduced negative symptoms” and that their treatment “changed” their lives. Self-help interventions allow flexibility and can be significant for people who cannot access professional services easily (Calear & Christensen, 2010). For example, participants were “advised” to carry out self-help mechanisms while placed on a waiting list for CBT. There are numerous findings that have exhibited the efficacy of self-help mechanisms (Stonerock et al., 2015; Tan et al., 2020; Thorma et al., 2013). 

Waiting List
All contributors were placed on a CBT waiting list, before incorporating coping mechanisms into their treatment for their depressive and anxiety disorder. All participants recovered their disorders before receiving CBT. The participants were “advised” to take part in CBT, but were unable to access it easily, or quickly. The participants reported the waiting list being “long”. Although the evidence-base of CBT is significant (Hofmann et al., 2012), especially for the treatment for Anxiety disorders and a broad array of other psychological disorders, it is not always available. 


Superordinate Themes of Table 2 (Group 2 – Cognitive Behavioural Therapy)
Emotions 
The participants felt several emotions throughout their diagnosis and treatment. One participant reported not being in “the mindset to change” before having a course of CBT. Before the therapy took place, participants were experiencing negative symptoms, such as panic attacks, negative emotions, suicidal thoughts and “unhappiness seemed to affect everyday life”. Anxiety and depressive disorders are linked to significant decreased in well-being and social functioning (Ballenger, 2000). The participants reported feelings of being “apprehensive”, “reluctant” and “doubtful” of the therapy and was unsure if it would help. Research led by Ringle et al., (2015) identified several obstacles, including client factors, where individuals with psychological problems and various psychosocial stressors hampered the usage. One participant reported CBT sessions being “hard to fit around things because they were only open nine till five”, another barrier reported by Ringle et al., (2015) was intervention factors, where participants reported feeling constrained by the CBT structure. The participants reported having a “different perspective” and that the therapy “changes how the brain works” once they had completed the therapy. The participants reported "feeling and thinking differently”. The treatment aims to modify maladaptive emotive responses, by modifying the persons feelings and behaviours (Kaczkurkin & Foa, 2015). It has demonstrated to be efficient for several psychological disorders, especially anxiety disorders (Watts et al., 2015). Research has validated that CBT has resulted in greater functioning in Generalised Anxiety Disorders (GAD) (Kaczkurkin & Foa, 2015). An analysis led by Cuijpers et al., (2014) demonstrated that CBT showed greater long-term outcomes in GAD.

Support Networks
All the participants were referred from the GP to receive CBT. One participant reported it being the “easiest option to go and find a counsellor”. The participants reported having a positive encounter with their support network. One participant reported “getting along” with psychologist, which helped the effectiveness of the intervention as it was “easy going”, “helpful” and was “tailored to each person”. A participant reported accessing the GP, as they were unsure on how to “stop the panic attacks”. Another reported “feeling so low” and “had thoughts of suicide”, therefore, “it was the best course” to take to “speak to someone about the thoughts and feelings” they were experiencing. A study conducted by Buszewicz (2006) assessed the significance of a GP consultation for patients with psychological problems. The results demonstrated that all patients felt helped by their GP and felt as if they provided genuine interest and empathy. The participants report suggested that GP sessions for psychological problems can have a compelling impact, supplying a “safe place” where patients are attended to, and recognised. Those with symptoms of a psychological disorder will often seek support from their general practitioners first (Wang et al., 2007). According to Cardol et al. (2004), many people are prescribed pharmacological treatments as soon as they are diagnosed with a psychological disorder within primary care and will not always be offered or seek to obtain evidence-based therapies (Andrews et al., 2004). According to van Shaik et al. (2004), given a choice, most individuals favour psychotherapy treatment over any other treatment.

Therapy
The participants utilised Cognitive Behavioural Therapy as their treatment for Anxiety and Depression. All participants reported having a positive outcome, and CBT relieved symptoms. The participants reported “feeling and thinking differently” and having a “different perspective” on life. All the participants reported that they would recommend CBT to relieve the symptoms of anxiety and depression. One participant reported having a “very good experience” of CBT, and that it made them “a better person”. The participants all reported having a different perspective and outlook on life after receiving the treatment, and said it was very “beneficial”. CBT has exhibited to be utilised to a variety of psychological disorders, but the efficacy has mixed thoughts for several disorders, which suggests further enhancements are necessary (Hofmann et al., 2012). According to a research led by Hofmann et al., (2012), the effectiveness of CBT for Anxiety disorders is significantly strong. Furthermore, there is varied literature on the usefulness of utilising CBT to Depressive disorders. Despite the large literature-base surrounding the effectiveness of CBT (Watts et al., 2015; Kaczkurkin & Foa, 2015), there is limited evidence to validate that CBT alone over pharmacological medication, for the therapy of a Depressive disorder, is useful. 

Improved Symptoms
The participants demonstrated that CBT was a “beneficial” and “helpful” method of treatment for their Anxiety and Depression. A participant reported “CBT helped me to go back on things that had happened in my life, and re-evaluate them, and then change how I am now, rather than let it affect me – I made a pro-active mission to re-write my thoughts and put them into a more positive aspect of my life” and that it “helped reach that at a different perspective”. The fundamental principle of the approach (Beck, 1970; Ellis 1962) is that maladaptive cognitions add to the preservation of emotive suffering and behavioural complexities. The model’s principle is to apply therapeutic approaches to alter the maladaptive cognitions which provide a change to emotive suffering and difficulties in behaviours (Hofmann et al., 2012). There is a substantial literature-base to prove the usefulness, significance and benefits of CBT in a range of psychological disorders, to relieve the symptoms and change thoughts, behaviours and perspectives (Watts et al., 2015; Kaczkurkin & Foa, 2015; Hofmann et al., 2012).   

Comparison between Group 1 (Coping Strategies) and Group 2 (Cognitive Behavioural Therapy)
The six participants interviewed were split into two groups of three. Three of the participants (Group 1) had utilised coping strategies and self-help mechanisms, the further three participants (Group 2) had utilised Cognitive Behavioural Therapy into their treatment for depressive and anxiety disorders. 
All the participants accessed their GP. Those with symptoms of a psychological disorder will often seek support from their general practitioners first (Wang et al., 2007). According to Cardol et al. (2004), many people are prescribed pharmacological treatments as soon as they are diagnosed with a psychological disorder within primary care and will not always be offered or seek to obtain evidence-based therapies (Andrews et al., 2004). According to van Shaik et al. (2004), given a choice, most individuals favour psychotherapy treatment over any other treatment. Overall, there is a need for improvements within primary care in the accessibility of psychological treatment (Van Shaik et al., 2004).
All the participants involved, regardless of their treatment, was “reluctant” and “unsure” about their treatments. However, all the participants had positive, beneficial experiences with their treatment choices. The participants described their experiences as “beneficial”, “positive” and said it made them “a better person” and have “a better outlook” and “perspective” on life. The participants would recommend their treatment methods. All the participants within the study had similar feelings and emotions regarding their disorders and treatment.
The participants in Group 1 were told they would be placed on a waiting list for CBT but did not experience it. Many participants in Group 2 did not expand on a waiting list. One participant in Group 2 did explain they had been placed on a “long waiting list” but was able to experience CBT.
Furthermore, there was only one male participant that was willing to take part within the study. The male participant said that he did not think CBT would be a suitable option for him, as he did not like to talk about his feelings. Whereas, the female participants found that talking was the best option for them. According to Oliffe and Phillips (2008), males are less likely to admit that they are vulnerable, therefore, they are less likely to reveal their feelings with family, friends or health care professionals (Oliffe & Phillips, 2008). There is evidence to suggest that males find it difficult to articulate their troubles when communicating with a health care professional (Cramer, Gallant & Langlios, 2005), this correlates with rejection of illness, and longer self-surveillance (Emsile, Ridge, Ziebland & Hunt, 2006).  

General Discussion, Implications, Limitations and Future Research
Depressive and Anxiety disorders are substantial mental health problems that can affect a large majority of individuals globally (Ballenger, 2000). Depression is the predominant psychological disorder worldwide, followed by anxiety (Vos et al., 2013). The occurrence of psychological disorders presently remains at 1 in 6 people will approximately experience a psychological disorder within a week (McManus et al., 2016). 
Although the proposed study proceeded efficiently, there were few implications and limitations experienced. A different research method could have been included. For example, a mixed method approach. By utilising mixed method research, the researcher would use and combine both, quantitative and qualitative methods in one study. Mixed methods approaches can address exploration more widely, than using one method alone (Creswell & Plano Clark, 2007). This method presents a study with a broader array of data, which can produce enhanced understandings into research questions (Tariq & Woodman, 2013). There were some difficulties experienced in trying to get semi-structured interviews complete, as it was time consuming. However, this was completed. Leading interviews have the advantages of visually distinguishing the answers of the contributors (Pronto, 2015). The researcher was able to probe participants to gain further information regarding questions, or topics, and request explanations to answers (Singleton & Straits, 2009). Furthermore, an alternative research method could have been utilised. For example, using quantitative research strategies, such as a questionnaire, survey or an online method of research. This method allows an array of processes to employ a variety of contributors and collect data (Ponto, 2015). Surveys are commonly employed as part of social and psychological research (Singleton & Straits, 2009). As there were few males, and older participants, who were inclined to participate within the study, an online research method may have reached a wider audience, which would have ensured a healthy balance of age and gender participation, and could have benefited within the comparison section. Survey research comprises a significant population-base for data collection (Ponto, 2015). Furthermore, questionnaires are regularly applied as an effective and dependable research method (Ponto, Ellington, Mellon & Beck, 2010). 
The research study’s purpose was to focus on retrospectively explore Cognitive Behavioural Therapy and further coping strategies. The strengths of the findings demonstrated that the study has met its aim and was able to explore what further coping strategies can be applied when Cognitive Behavioural Therapy is unavailable. Although the studies main aim was met, it could have been significant, and beneficial to employ individuals who have experienced Cognitive Behavioural Therapy, did not benefit from the experience, but explored further alternatives to ease their symptoms. This would have created, and explored different outlooks, and perspectives. For example, research led by Elkin et al., (1995), displayed participants who had severe symptoms of depression, demonstrated more benefits from anti-depressant medication, than Cognitive Therapy when both were applied. However, the study demonstrated the effectiveness of the beneficial coping mechanisms, and self-help strategies, which can be implemented as part of treatment, therefore, the aims were met. 
The findings of the study showcased that, although Cognitive Behavioural Therapy has a strong, significant literature-base (Hofmann et al., 2012; Hofmann, 2013; Watts et al., 2015), which illustrates its effectiveness, and how beneficial it is to employ to psychological disorders, especially anxiety disorders, and is usually the first protocol treatment, there are many more efficient, and successful treatments that can be employed if it is unavailable, or did not work for an individual. For example, the study demonstrated that exercise was an effective, beneficial self-help mechanism for an individual who overcame depression. A further study (Schuch et al., 2016), demonstrated that utilising exercise in Major Depressive Disorders, has a major, and substantial antidepressant impact, which supports the findings that exercise is an evidence-based treatment for depressive disorders. Many participants recorded being placed onto a “waiting list” for Cognitive Behavioural Therapy, therefore, it demonstrates that people are often left waiting for this treatment. This is where the participants who was not able to receive Cognitive Behavioural Therapy, implemented a coping strategy of their own, to cope with their symptoms. A survey conducted by MIND demonstrated that one in five participants waited over a year to obtain treatment for a psychological disorder, and one in ten participants have waited over two years (MIND).
For future research, the researcher would alter the questions that were asked within the semi-structured interview, although a significant amount of information was obtained from each interview, most of the interviews were not thirty minutes, as scheduled. According to the National Institute of Health Research (2013), semi-structured interviews within a research project should last from 30 to 60 minutes. 
The participants who participated within the research study were a suitable, significant group. However, the research would have found it more beneficial to employ more male participants, to compare the outlooks and perspectives from the opposite genders. For future research, the researcher would implement a larger sample size, with a balanced range of ages and gender, employing a mixed method research approach, to consider all areas of perspectives, and to gain as much knowledge and information as possible, reaching a larger sample size. The researcher would concentrate more on the gender comparisons of symptoms, and treatment. The current study lacked male participants; therefore, the researcher is unable to compare the thoughts and feeling regarding treatment for depression and anxiety disorders between genders, which could have been valuable to explore as part of the study. A study led by Mclean et al., (2011), demonstrated the gender discrepancies in Anxiety disorders. The analysis found that Anxiety disorders are more frequent in females. A further study led by Marcus et al., (2008), demonstrated that females exhibited more symptom difficulty, but males had extra occurrences of Depression. 
Including a wider range of participants in the future, of varied gender and ages, can provide different outlooks, and perspectives on Depressive and Anxiety disorders, symptoms and the treatment, more significant knowledge, results and findings could be gathered and evaluated to avoid biases, and provide additional information, data and understanding overall. 



Conclusion
The study aimed to conclude all of the findings and test the theory, ‘A Retrospective Exploration of Cognitive Behavioural Therapy and Coping Strategies in Individuals who have experienced Depressive and Anxiety Disorders’. By utilising thematic analysis, and qualitative research approaches, including semi-structured interviews, the researcher obtained different perspectives, outlooks and experiences in the treatment process of Depressive and Anxiety disorders. The researcher interviewed six participants, three of which had experienced Cognitive Behavioural Therapy as part of their treatment process, and three of which had employed self-help, coping mechanisms, where Cognitive Behavioural Therapy has not been present, and unavailable. By providing two groups of participants, the researcher was able to reach different viewpoints, and explore what individuals with Depressive and Anxiety symptoms can utilise in their treatment process, which would be beneficial, significant and effective. The participants provided the researcher with informative knowledge throughout, which benefited different points of the study. By carrying out semi-structured interviews, the researcher obtained information and knowledge first-hand, from individuals who have experiences, this helped support the theory. All the participants participated within the supporting of the theory, by providing significant findings. 
The study’s findings demonstrated that many emotions, feelings, and thoughts are linked to Depressive and Anxiety disorders, and the treatment process involved. The analysis found that, although Cognitive Behavioural Therapy is an efficient, and beneficial, protocol treatment, with a strong, significant literature-base (Hofmann et al., 2012; Watts et al., 2013), and demonstrated effectiveness throughout the participants involved within the study who were able to access the treatment, some individuals were unable to access the treatment, in the result of a long waiting list. Therefore, they enabled self-help, coping mechanisms, to help them cope with the symptoms of their Depressive and Anxiety symptoms. Participants who were unable to access Cognitive Behavioural Therapy, provided the researcher with detailed information, and knowledge on what their self-help, coping mechanisms included. For example, participant used pharmacological medication, but also incorporated exercise into their treatment to help improve the targeted symptoms, which has been established to be an evidence-base treatment for Depression (Schuch et al., 2016). These findings could be significant for individuals in the future, who are placed onto a waiting list for Cognitive Behavioural Therapy and are unsure how to cope with their symptoms. 
[bookmark: _GoBack]To conclude, while noting implications, limitations and suggesting future studies, the proposed study has demonstrated further expertise and data regarding the treatment and coping strategies for Depressive and Anxiety disorders, and the general effectiveness portrayed.
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Appendices

Appendix 1: Consent Forms

[image: ]

Interview study Consent Form
· I understand that the research is being conducted by a final year Mental Health student for their dissertation. The study will explore the participants’ experiences with the treatment of depression and anxiety. 

· I give my consent to take part in the interview that will take a maximum of 30 minutes.

· I understand that the participation in the interview is on a voluntary basis and I can decline answering any question. I understand that I can withdraw from the study at any point, and I am able to leave the interview without having to provide a reason.

· I am no longer experiencing symptoms of depression and anxiety, and I carried out therapy/treatment which worked for me.

· I understand that the information provided to the research is confidential and will be anonymised by using pseudonyms. The participants’ data will be stored in accordance with the Data Protection Act guidelines.

· I understand that the interview will be audio-recorded and transcribed by the researcher. The researcher will be the only individual to hear the audio recording of the interview. 

· I understand that if I have any concerns regarding the research I can discuss this with the researcher or the academic supervisor at any point before, during or after the study. 

· I understand that the researcher will provide me with a debrief form and will be given the opportunity to review any concerns with the researcher or the academic supervisor at the end of the research. 

I, _________________________________ provides consent to participating in the study conducted by Maisie Morgan, School of Psychology and Counselling, University of Wales, Trinity Saint David, Swansea, under the supervision of Karen Eaton-Thomas. 
Participant signature: ___________________________________
Date:__________________________
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Appendix 2: Interview Questions 
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Interview Questions
[bookmark: _Hlk35941998]
1) What treatment/therapy was used to cope with your depressive/anxiety disorder?
2) What influenced your decision to start this therapy/treatment?
3) Were you satisfied with the therapy/treatment? Did you feel the treatment was effective and how?
4) What was your personal experience of the therapy/treatment? Did you think it was suitable?
5) Did you access your GP? What influenced this decision?
6) How much improvement did you expect this therapy/treatment to have in treating the targeted symptoms? 
7) Did the therapy/treatment improve the targeted symptoms? How?
8) What did you feel the benefits and/or negatives of the therapy/treatments were? 
9) Would you recommend the therapy/treatment to others? Why?
10)  Do you have any additional comments to add regarding your therapy/treatment?
11) 

Appendix 3: Participant Information Sheet
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Participant Information Sheet

‘A Retrospective Exploration of Cognitive Behavioural Therapy and coping strategies in individuals who have experienced Depressive and Anxiety disorders’
My name is Maisie Morgan and I am a 3rd year student, studying BSc (Hons) Mental Health in the University of Wales Trinity Saint David. As part of my final year, I am required to conduct an Individual Research Project. The project is ‘A Retrospective Exploration of Cognitive Behavioural Therapy and coping strategies in individuals who have experienced Depressive and Anxiety disorders’, where I will explore the utilisation of Cognitive Behavioural Therapy, and further coping strategies when an individual is experiencing symptoms of depression and/or anxiety. While doing this, I will be looking at any patterns, correlations and coping mechanisms. 
Consent forms are provided to all participants to ensure signed and dated approval has been given from the participants. The participant still has the right to withdraw from the study. 
To conduct this research project, I will be required to carry out one-to-one, semi-structured interviews to people who have previous experience of depression and/or anxiety, and experiences of treatment/therapy which has or has not worked. I will be looking at personal experiences in order to gain further knowledge and understanding. The interviews will be carried out in a secure, neutral setting, agreed on by the researcher and the participant. The data will be kept confidential, in a secure, locked drawer then processed into a work document, on a password locked laptop, and pseudonyms will be utilised. The data will then be destroyed at the requisite time, in accordance with the Data Protection Act Guidelines. 
The only individuals that will have access to the data will be myself, the researcher Maisie Morgan and my supervisor, Karen Eaton-Thomas. 
If you consent to participating within this study, you can withdraw at any point of the study without having to provide reasoning. The data provided up until the point of withdrawal will be destroyed at the requisite time in accordance with the Data Protection Act Guidelines. If you would like to withdraw from the study, please contact the researcher on 1700945@student.uwtsd.ac.uk. 
Furthermore, if you have any questions regarding the study, please contact the researcher on 1700945@student.uwtsd.ac.uk. 
Thank you for your ongoing participant. 

The researcher, Maisie Morgan. BSc (Hons) Mental Health.

Appendix 4: Debrief Sheet

[image: ]
Study Debrief Sheet

· Thank you for choosing to participate within the research study. 

· The aim of this study was to explore the use Cognitive Behavioural Therapy and further coping strategies in individuals who have previously experienced Depressive and Anxiety disorders. 


· If you wish to withdraw your data from the research study, you will require to tell the researcher at this point. After this point, your data will remain confidential and it will not be traced back to you. If you withdraw, participants’ data will be destroyed at the requisite time in accordance with guidelines. 

· If participants’ have any concerns or raises any questions, please contact the researcher Maisie Morgan on the email: 1700945@uwtsd.student.ac.uk, or contact the academic supervisor Karen Eaton-Thomas on the email: K.EatonThomas@uwtsd.ac.uk. 



· Again, thank you for the contribution in the research study. 


Maisie Morgan
BSc (Hons) Mental Health
University of Wales, Trinity Saint David, Swansea


Appendix 5: Research Project Ethics Form
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APPLICATION FOR ETHICAL APPROVAL

In order for research to result in benefit and minimise risk of harm, it must be conducted ethically. A researcher may not be covered by the University’s insurance if ethical approval has not been obtained prior to commencement.

The University follows the OECD Frascati manual definition of research activity: “creative work undertaken on a systematic basis in order to increase the stock of knowledge, including knowledge of man, culture and society, and the use of this stock of knowledge to devise new applications”. As such this covers activities undertaken by members of staff, postgraduate research students, and both taught postgraduate and undergraduate students working on dissertations/projects.

The individual undertaking the research activity is known as the “principal researcher”.

Ethical approval is not required for routine audits, performance reviews, quality assurance studies, testing within normal educational requirements, and literary or artistic criticism.

Please read the notes for guidance before completing ALL sections of the form.

This form must be completed and approved prior to undertaking any research activity. Please see Checklist for details of process for different categories of application.  


SECTION A: About You (Principal Researcher)

	Full Name:
	Maisie Morgan

	Tick all boxes which apply:

	Member of staff:
	☐	Student:
	☒	Honorary research fellow:
	☐


	Faculty/School/Centre:
	University of Wales Trinity Saint David: Academic Discipline Psychology

	Campus:
	Swansea (SA1 Campus) 

	E-mail address:
	1700945@uwtsd.student.ac.uk

	Contact Telephone Number:
	07493924097

	For students:

	Student Number:
	1700945
	Undergraduate
	☒
	Programme of Study:
	BSc Mental Health
	Taught Postgraduate
	☐
	Director of Studies/Supervisor:
	Karen Eaton-Thomas
	Research
	☐


SECTION B: Approval for Research Activity

	Has the research activity received approval in principle?
(please check the Guidance Notes as to the appropriate approval process for different levels of research by different categories of individual)
	YES
	☒	NO
	☐
	     
	Date

	If Yes, please indicate source of approval (and date where known):
	Research Degrees Committee
	☐	

	
	Faculty Research Committee
	☐	

	
	Other (write in)
Karen Eaton-Thomas
	☒	02/10/19


Approval in principle must be obtained from the relevant source prior to seeking ethical approval.

SECTION C:  External Ethical Guidance Materials

	Please list the core ethical guidance documents that have been referred to during the completion of this form (including any discipline-specific codes of research ethics, and also any specific ethical guidance relating to the proposed methodology).  Please tick to confirm that your research proposal adheres to these codes and guidelines.

	BPS Code of Ethics and Conduct (2018)
	☒
	The University of Wales Trinity Saint David Research Ethics and Integrity Code (2017-2020)
	☒

	The Data Protection Act (2018)
	☒

	The General Data Protection Regulation (GDPR) (2018)
	




SECTION D: External Collaborative Research Activity

	Does the research activity involve collaborators outside of the University?
	YES
	☐
	NO
	☒

	
If Yes, please provide the name of the external organisation and name and contact details for the main contact person:

	Institution
	

	Contact person name
	

	Contact person e-mail address
	



Where research activity is carried out in collaboration with an external organisation
	Does this organisation have its own ethics approval system?
	YES
	☐
	NO
	☒

	If Yes, please attach a copy of any final approval (or interim approval) from the organisation




SECTION E: Details of Research Activity

	Indicative title:
	[bookmark: _Hlk19222782]A Qualitative Exploration of the use, and the absence of Cognitive Behavioural Therapy in those who have experienced Depression and Anxiety

	Proposed start date:
	December 2019
	Proposed end date:
	April 2020

	Purpose of research activity (including aims and objectives)
Outline the purpose, aims and objectives of the research activity, including key research questions. Show briefly how existing research has informed the proposed activity and explain what the research activity will add and how it addresses an area of importance. (Maximum 300 words)

	The topic area being discussed within the proposed study is ‘A Qualitative Exploration of Cognitive Behavioural Therapy and coping strategies in individuals who have experienced Depressive and Anxiety’. The individuals taking part in the proposed study are now well and are no longer experiencing psychological distress. Depression and anxiety are substantial mental health problems, that affects a huge quantity of the general population (Ballenger, 2000). The main goal of CBT is to reduce symptoms, improve overall functioning, and remission the psychological disorder (Hofmann et al., 2012). Meta-analyses have previously studied the usefulness of CBT and reported that CBT can be beneficial for a variety of mental illnesses, including Depression, Anxiety, Bipolar Disorder, and other psychotic disorders (Hofmann et al., 2012). The strongest success rates exist for the use of CBT treatment in anxiety disorders (Hofmann et al., 2012). 

The proposed study will evaluate how CBT has worked previously for the participants involved, it will compare the use of CBT treatments in participants, with those who have not used CBT, and explore further coping strategies and self-help mechanisms. There are a small number of studies to show what people can do to help relieve their symptoms when CBT is absent. Despite the extensive literature base (Hofmann et al., 2012), CBT is not always available. The study aims to explore, compare and evaluate the treatments that are currently available, in order to find common themes or strategies that people use to cope, that could potentially help others. If there are common themes in strategies that are found to work, this could be beneficial knowledge to recognise self-help mechanisms. The rationale of the proposed study is to explore this gap within research, to ensure there are further coping mechanisms, strategies and treatments available when CBT is absent. 


Ballenger, J.C. (2000). Anxiety and Depression: Optimizing Treatments. Prim Care Companion J Clin Psychiatry. 2(3): 71-79

Coull, G. & Morris, P.G. (2011). The clinical effectiveness of CBT-based guided self-help interventions for anxiety and depressive disorders: a systematic review. Psychological Medicine. 41: 2239-2252

Hofmann, S.G., Asnaani, A., Vonk, I., Sawyer, A.T., & Fang, A. (2012). The Efficacy of Cognitive Behavioural Therapy: A review of Meta-analyses. Cognit Ther Res. 36(5): 427-440

Ost, L.G. (2011). Cognitive behavioural therapy for violent behaviour in children and adolescents: A meta-analysis. Children and Youth Services Review. 33(10): 1989-1993


	Proposed methods
Provide a brief summary of all the methods that may be used in the research activity, making it clear what specific techniques may be used. If methods other than those listed in this section are deemed appropriate later, additional ethical approval for those methods will be needed. (Maximum 600 words)

	The main source of research that will be used to carry out the proposed study will be Qualitative data. Qualitative data will be used as the key source of data gathering due to its confirmed efficiency for phenomenological research (Gerrish & Lacey, 2010). The key source of data collection will be through one-to-one, semi-structured interviews, which is regularly used to comprehend individuals’ experiences (Pathak, Jena & Kalra, 2013). 
The use of qualitative research methods appears to be the most appropriate for the specific approach, this is due to the prominent involvement of people’s individual life experiences (Al-Busaidi, 2008). The study will focus primarily on the participants life experiences of coping strategies and treatments. Due to the approach focusing primarily on personal experiences and beliefs, and the processes and events that has been experienced by the participants, the approach is well suited to the conducted study (Miles & Huberman, 1994).

The focus of phenomenology is exploring how individuals make sense and view certain experiences and situations (Al-Busaidi, 2008). Semi-structured interviews have been specifically chosen for the conducted study. The use of semi-structured interviews provides the participants with the opportunity to respond openly. The proposed study will involve six participants in total. Participants must be well before agreeing to take part within the study, they must ensure they are no longer experiencing symptoms of psychological distress. Before the study is conducted, it must be assessed and approved by the ethical committee of the University of Wales Trinity Saint David. Once the study has been ethically approved, the participants will be given an information form with all the required information. The participants must sign and date a consent form if willing to take part.
Through the interview process, audio-recordings and note taking are vital parts of the data collecting process, to ensure that the findings are reliable and accurate when relaying information into the study. Collected data will remain confidential and the study will follow guidelines of the Data Protection Act to ensure that the data is kept safe and secure. 

Whilst taking part within the interviews, the participants are made fully aware that they can withdraw from the study at any time without having to provide any reasoning. If this does happen, their data will be destroyed accordingly to the Data Protection Act. The interviews will last around 30 minutes, the interviews will not be overly in-depth or lengthy, due to the sensitive nature. 

Results will be found through using Interpretative Phenomenological Analyses (IPA) to analyse the data that has been collected. IPA offers a flexible and accessible approach to phenomenological research; it provides a whole and in-depth explanation that privileges contributors. It allows the researcher to receive, listen and gain understanding of the experiences of partakers (Pringle et al., 2011). The results aim to find what treatments are the most beneficial for the participants, the study will look at common themes or strategies that participants have used to cope.

The participants must be well, and no longer experiencing psychological distress before consenting to involvement. The Code of Ethics that are included within the study is the BPS Code of Ethics and Conduct (British Psychological Society, 2018). The BPS Code of Ethics and Conduct (2018) are split into four primary ethical principles. These are respect; competence; responsibility and integrity (British Psychological Society, 2018). Before, throughout and after the proposed study, contact numbers/emails of local, professional organisations will be provided to offer support. For example, MIND charity. The participants are also able to contact the researcher for support.


Al-Busaidi, Z.Q. (2008). Qualitative Research and its Uses in Health Care. Sultan Qaboos Univ Med J. 8(1): 11

British Psychological Society. (2018). The BPS Code of Ethics and Conduct.

Gerrish, K. & Lacey, A. (2010). Research Process in Nursing. 

Miles, M. & Huberman, M. (1994). Qualitative Data Analysis: An expanded Sourcebook. Sage Publications

Pathak, V., Jena, B., & Kalra, S. (2013). Qualitative research. Perspect Clin Res. 4(3): 192

Pringle, J., Drummond, J., McLafferty, E. & Hendry. C. (2011). Interpretative phenomenological analysis: a discussion and critique. Nurse Res. 18(3): 20-4





(this box should expand as you type)




	Location of research activity
Identify all locations where research activity will take place.

	The research activity will be taking place in a secure, private environment wherever the participants’ preferences are and where they feel most comfortable. The interviews will take place in a neutral, private and quiet venue that will be agreed between the participants and the researcher. 

(this box should expand as you type)

	Research activity outside of the UK
If research activity will take place overseas, you are responsible for ensuring that local ethical considerations are complied with and that the relevant permissions are sought. Specify any local guidelines (e.g. from local professional associations/learned societies/universities) that exist and whether these involve any ethical stipulations beyond those usual in the UK (provide details of any licenses or permissions required). Also specify whether there are any specific ethical issues raised by the local context in which the research activity is taking place, for example, particular cultural sensitivities or vulnerabilities of participants.

	N/A.

(this box should expand as you type)




SECTION F: Scope of Research Activity

	Will the research activity include:
	
YES
	
NO

	Use of a questionnaire or similar research instrument?
	☐
	☒

	Use of interviews?
	☒
	☐

	Use of diaries?
	☐
	☒

	Participant observation with their knowledge?
	☐
	☒

	Participant observation without their knowledge?
	☐
	☒

	Use of video or audio recording?
	☒
	☐

	Access to personal or confidential information without the participants’ specific consent?
	☐
	☒

	Administration of any questions, test stimuli, presentation that may be experienced as physically, mentally or emotionally harmful / offensive?
	☐
	☒

	Performance of any acts which may cause embarrassment or affect self-esteem?
	☐
	☒

	Investigation of participants involved in illegal activities?
	☐
	☒

	Use of procedures that involve deception?
	☐
	☒

	Administration of any substance, agent or placebo?
	☐
	☒

	Working with live vertebrate animals?
	☐
	☒

	Other primary data collection methods, please explain in this box



	☐
	☒



If NO to every question, then the research activity is (ethically) low risk and may be exempt from some of the following sections (please refer to Guidance Notes).

If YES to any question, then no research activity should be undertaken until full ethical approval has been obtained. 


SECTION G: Intended Participants

	Who are the intended participants:
	
YES
	
NO

	Students or staff at the University?
	☐
	☒

	Adults (over the age of 18 and competent to give consent)?
	☒
	☐

	Vulnerable adults?
	☐
	☒

	Children under 18?
	☐
	☒

	Prisoners?
	☐
	☒

	Young offenders?
	☐
	☒

	Those who could be considered to have a particularly dependent relationship with the investigator or a gatekeeper?
	☐
	☒

	People engaged in illegal activities?
	☐
	☒

	Others (please identify):


	☐
	☒



	Participant numbers and source
Provide an estimate of the expected number of participants. How will you identify participants and how will they be recruited? 

	The participants who provide their consent have been identified through being personally known to the researcher. The participants will require previously experiencing Depression and Anxiety and are now well and are no longer experiencing symptoms of psychological distress. The participants must have either received CBT or used an alternative form of treatment/coping mechanism or self-help, this could be due to CBT not being available. The participants will have personal experiences with their psychological disorders, and how they coped with their symptoms at the time, in which they will be able to reflect, explore and discuss for the purpose of the proposed study. 

The proposed study will include a total of six participants, who will further be split into two groups of three, three participants who have used CBT treatment, and a further three participants who have not received CBT treatment, but has used an alternative treatment method/coping mechanism, to partake within a semi-structured interview process. 

The participants will be provided with an information sheet that will include all the vital and required information to take part within the study. It will include the aims of the study, what the study involved, what their participants involved and the end goal. After reading this, the participants will be required to give consent if they wish to take part within the study. The participants will be made fully aware that they are able to withdraw from the study at any given point, without having to provide an explanation. Their data will be destroyed accordingly to the Data Protection Act at the requisite time. 

Throughout the study, the participants will remain anonymous. The participants will be given Pseudonyms in order to keep them anonymous. All the data collected will be confidential, any data collected through written or audio transcripts will be stored within a password-protected drawer/laptop, where only the researcher has access to. 


this box should expand as you type)



	Information for participants:
	
YES
	NO
	
N/A

	Will you describe the main research procedures to participants in advance, so that they are informed about what to expect?
	☒
	☐
	☐

	Will you tell participants that their participation is voluntary?
	☒
	☐
	☐

	Will you obtain written consent for participation?
	☒
	☐
	☐

	Will you explain to participants that refusal to participate in the research will not affect their treatment or education (if relevant)?
	☐
	☐
	☒

	If the research is observational, will you ask participants for their consent to being observed?
	☐
	☐
	☒

	Will you tell participants that they may withdraw from the research at any time and for any reason?
	☒
	☐
	☐

	With questionnaires, will you give participants the option of omitting questions they do not want to answer?
	☐
	☐
	☒

	Will you tell participants that their data will be treated with full confidentiality and that, if published, it will not be identifiable as theirs?
	☒
	☐
	☐

	Will you debrief participants at the end of their participation, in a way appropriate to the type of research undertaken?
	☒
	☐
	☐

	If NO to any of above questions, please give an explanation 

	


(this box should expand as you type)






	Information for participants:
	
YES
	NO
	
N/A

	Will participants be paid?
	☐
	☒
	☐

	Is specialist electrical or other equipment to be used with participants?
	☐
	☒
	☐

	Are there any financial or other interests to the investigator or University arising from this study?
	☐
	☒
	☐

	Will the research activity involve deliberately misleading participants in any way, or the partial or full concealment of the specific study aims?
	☐
	☒
	☐

	If YES to any question, please provide full details 

	


(this box should expand as you type)





SECTION H: Anticipated Risks

	
Outline any anticipated risks that may adversely affect any of the participants, the researchers and/or the University, and the steps that will be taken to address them. 

If you have completed a full risk assessment (for example as required by a laboratory, or external research collaborator) you may append that to this form.  

	Full risk assessment completed and appended? 

Yes                               ☐
 No                                   ☒


	Risks to participants
For example: emotional distress, financial disclosure, physical harm, transfer of personal data, sensitive organisational information

	
· Emotional distress

To avoid emotional distress, the participants who are involved must no longer be experiencing any symptoms of their psychological disorders at the present time of the study. The participants must have been treated and overcome before consenting to taking part within the study. However, there is still a risk that the participants could potentially become emotionally distressed when discussing certain aspects of their previous mental health disorders. Actions must be put in place by the researcher to attempt minimise the risk of participants experiencing emotional distress. Before the research is carried out, the participants are made fully aware that they are able to withdraw from the study at any point, without having to give a reason. It is important for the researcher to comment on the strengths of the participants, whilst also allowing them to dismiss the interview if emotionally distressed. If the participants indicate stress at any point, they will be ceased from the study. If participants are ceased from the study, their data will be destroyed at the requisite time. To attempt minimised risk of emotional distress, interviews will be conducted in a safe, secure and private environment, where the participants and researcher agree on and feel comfortable; the interviews will be no longer than 30-minutes, and will not be overly in-depth or lengthy. There will only be one interview put in place. The researcher will act with integrity, and will remain honest, truthful and authentic with the participants. The participants will be debriefed, the participants will be made aware that this will include the discussion of the materials, not the content. In addition, all of the participants will be respected and supported throughout the study, they will be provided with contact numbers and support of local charities, such as MIND charity, and will be offered a courtesy call from the researcher, participants will be encouraged to call the researcher if they experience emotional distress in the following hours/days of the interviews. 


· Transfer of personal/sensitive data

The accidental transfer of personal or sensitive data is low risk. It will be minimised by making sure all personal details and any further data and research gathered is stored within the guidelines of the data protection laws. The participants data will be gathered by one-to-one interviews, all information will be wrote onto paper allowing analyses. The data gathered on the paper will be locked in a drawer. The locked data will only be accessible to the researcher and the supervisor. Furthermore, once the paper copies are transferred onto a digital document, which the laptop being used has a passcode, the paper including data will be removed and shredded. The participants privacy and their right to confidentiality will be respected. 

(this box should expand as you type)

	

	If research activity may include sensitive, embarrassing or upsetting topics (e.g. sexual activity, drug use) or issues likely to disclose information requiring further action (e.g. criminal activity), give details of the procedures to deal with these issues, including any support/advice (e.g. helpline numbers) to be offered to participants. Note that where applicable, consent procedures should make it clear that if something potentially or actually illegal is discovered in the course of a project, it may need to be disclosed to the proper authorities

	
The study may involve sensitive and upsetting topics for the participants involved. Before consenting in involvement, the participants must ensure they are no longer experiencing symptoms of any psychological disorders. The participants will be required to discuss their treatments of previous psychological distress, whilst discussing this, it could potentially upset participants. The researcher will act to ensure the risk of potential upset is minimised. To minimise risk of distress, the participants will be made aware of the aims and purpose of the study, and what information they will need to share, if they consent, they must sign and agree within the consent form and contract. 

Before the research is carried out, the participants are made fully aware that they can withdraw from the study at any point, without having to give a reason. It is important for the researcher to comment on the strengths of the participants, whilst also allowing them to dismiss the interview if emotionally distressed. If the participants indicate stress at any point, they will be ceased from the study. If participants are ceased from the study, their data will be destroyed at the requisite time. 

To attempt minimised risk of emotional distress, interviews will be conducted in a safe, secure and private environment, where the participants and researcher agree on and feel comfortable; the interviews will be no longer than 30-minutes, and will not be overly in-depth or lengthy. There will only be one interview put in place. The researcher will act with integrity, and will remain honest, truthful and authentic with the participants. The participants will be debriefed, the participants will be made aware that this will include the discussion of the materials, not the content. In addition, all of the participants will be respected and supported throughout the study, they will be provided with contact numbers and support of local charities, such as MIND charity, and will be offered a courtesy call from the researcher, participants will be encouraged to call the researcher if they experience emotional distress in the following hours/days of the interviews. 
 
The participants will not be discriminated against and will be made fully aware of the ethical considerations before taking part within the study and throughout. In addition to this, if a participant was to disclose illegal actions to the researcher, this would need to be reported to the fitting authorities. This information would be provided on the information sheet, which is given to the participants before providing their consent to taking part within the study.


	

	Risks to investigator
For example: personal safety, physical harm, emotional distress, risk of accusation of harm/impropriety, conflict of interest

	The researcher must put precautions in place, in case of risk of harm and personal safety. The researcher will ensure that they will inform the supervisor when they are carrying out an interview with a participant to ensure the safety of the researcher. They will provide the supervisor with where and when they are conducting the interview. Interviews will take place within a suitable, secure, neutral location, that is known to both the researcher and the participants to ensure they are comfortable. The researcher will have the support of the supervisor, and will be monitored throughout the study, therefore this will reduce the risk of any emotional distress. 


	

	University/institutional risks
For example: adverse publicity, financial loss, data protection

	The researcher must ensure they follow The Code of Ethics that are included within the study is the BPS Code of Ethics and Conduct (British Psychological Society, 2018). The ethics form must be assessed and approved by the ethical committee of the University of Wales Trinity Saint David before gathering any further research or data collection. The researcher will follow the guidelines of the Data Protection Act to ensure all gathered data is kept secure and confidential. The researcher will ensure any written or audio transcripts are kept in a locked, secure drawer/laptop with password protection. This will only be accessible to the researcher.  This ensures the data is not leaked.

	

	Adverse outcomes
List measures put in place to limit any adverse effects or outcomes of research activity where appropriate. Include any emergency protocols. 

	Emergency protocols will be followed as required if needed, any support or guidance would be asked to the supervisor.

(this box should expand as you type)





	Disclosure and Barring Service

	If the research activity involves children or vulnerable adults, a Disclosure and Barring Service (DBS) certificate must be obtained before any contact with such participants.
	


YES
	


NO
	


N/A

	Has a DBS certificate been obtained?
	☐
	☐
	☒




SECTION I: Feedback, Consent and Confidentiality

	Feedback
What feedback will be provided to participants, how will this be done and when? 

	
The participants who are involved in the study will instantly receive a ‘thank you’ for their utmost, appreciated contribution to the proposed study, immediately after any input and once the study is complete. It is important to the researcher that the participants are made aware that their contributions are valued. The participants will receive. The participants will be given acknowledgements within the study. Throughout the study, the participants will receive debriefs, these will not be in-depth, structured or lengthy, and will focus on the material, rather than the content provided. The researcher will ensure to provide the participants with all the information of the progress of the proposed study, and they will be made fully aware of how their data will help and benefit the study overall. The researcher will provide the participants with local, professional support and help contact numbers, such as MIND charity, the participants will also be made aware that they are able to contact the researcher for support. The feedback/debriefing will take place in a neutral, secure and safe environment, which is agreed by the researcher and participants, to ensure they are comfortable. The participants will also be informed that the data that has been collected throughout the study will not be kept longer than necessary and will be destroyed correctly according to the guidelines of the Data Protection Act 2018. Once the study is complete, the participants will receive a copy of the study, which will show them how their appreciated input has benefited the study.  The researcher believes it is important to provide the participants with the findings of the research, the participants can voluntarily accept the results. 


 (this box should expand as you type)

	

	Informed consent
Describe the arrangements to inform potential participants, before providing consent, of what is involved in participating. Describe the arrangements for participants to provide full consent before data collection begins. If gaining consent in this way is inappropriate, explain how consent will be obtained and recorded.

	
The participants will be provided with an information document which will provide them with information, such as the aim and purpose of the study, and how their data is going to be gathered and used. It will provide them with information on the interview process and what their involvement will be and will involve the end goal. It will also outline ethical considerations and ethical conduct guidelines to ensure participants are aware of the standards and their own rights within the proposed study. The information sheet will provide the participants with the information they will be required to know before consenting to taking part within the study. The information sheet will inform the participants that they are able to fully withdraw at any point of the study, without having to provide a reason, and their data will be correctly destroyed accordingly to the Data Protection Act (2018), at the requisite time. It informs participants that if they do take part within the study, once the study is completed, their data will not be kept and will be destroyed accordingly to guidelines. Their data will be stored accordingly to guidelines, and will be kept in a secure, password-protected drawer/laptop, where only the researcher has access to. If the participants are willing to take part in the proposed study after reading the information sheet, they must provide written, signed and dated consent before the researcher can gather any of the participants data. 

The participants will be required to sign and date a consent form before taking part in the study. The consent form will involve statements such as, agreeing they are over the age of 18; giving consent to taking part in the proposed study; understanding the information sheet and what the study is going to involve; understanding they are able to withdraw at any point without having to provide a reason; understanding information will be kept confidential, and they will be kept anonymous at all times, and agreeing they are no longer experiencing symptoms of psychological distress. 

 (this box should expand as you type)

	

	Confidentiality / Anonymity
Set out how anonymity of participants and confidentiality will be ensured in any outputs. If anonymity is not being offered, explain why this is the case. 

	
The researcher will ensure confidentiality is maintained throughout the study. The participants will remain anonymous, this is ensured through using Pseudonyms, the study does to require demographic information apart from the participants age and gender. Information will be kept secure and safe and will not be passed on or leaked where it is not required. The data collected will be stored in a locked, password-protected drawer/laptop where only the researcher has access to it. The participants personal privacy will be respected and protected throughout the study. The consent form signed by the participants will ensure confidentiality and anonymity is maintained between the researcher and the participant. 


(this box should expand as you type)






SECTION J: Data Protection and Storage

In completing this section refer to the University’s Research Data Management Policy and the extensive resources on the University’s Research Data Management web pages (http://uwtsd.ac.uk/library/research-data-management/).
	
	YES
	NO

	Does the research activity involve personal data (as defined by the Data Protection Act)?
“personal data” means data which relate to a living individual who can be identified—
(a) from those data, or
(b) from those data and other information which is in the possession of, or is likely to come into the possession of, the data controller, and includes any expression of opinion about the individual and any indication of the intentions of the data controller or any other person in respect of the individual.
	☒
	☐

	If YES, provide a description of the data and explain why this data needs to be collected:

	
The study will involve the discussion of participants personal data. The researcher has a responsibility to minimise any personal data risk to the participants. The Data Protection Act (2018), the General Data Protection Regulation (GDPR) and Data Management will be implemented throughout the study to secure personal data. The research involves the discussion of the participants personal experiences of psychological disorders and treatments. To attempt to minimise the risks to participants, the researcher will ensure: 

· The participants are made fully aware of what the study will entail, and consent to taking part by signing and dating a consent form
· The participants will be given an information sheet regarding the study’s aims, purpose and end goal
· The participants will be given information on how their data will be beneficial to the study, and how it will be collected and used
· Participants will be made aware of the data collection method and what their input will be
· A debrief will be given to participants 
· The participants have the right to withdraw from the study, without giving a reason
· The researcher will act with integrity throughout the study, and will remain honest, open and truthful with the participants. No information will be withheld from the participants
· The participants will be given pseudonyms, under the GDPR, to maintain confidentiality, anonymity and safeguarding. 

The Data Protection Act (2018), the General Data Protection Regulation (GDPR) and Data Management will be implemented throughout the study to secure personal data, and to ensure the data is collected correctly, and kept secure, confidential and safe. Raw data (such as, note taking throughout the interviews or audiotapes), will be kept in a locked, secure drawer, which will be password-protected. Only the researcher will have access to this. Once the raw data has been collected, it will then be transferred from raw to processed to analysed data (Surkis and Read, 2015). The data will be transformed into an electronic word document. This will be stored on a password-protected laptop/USB stick, which will be locked, and only accessible to the researcher. The data will further be destroyed accordingly to the Data Protection Act (2018) at the requisite time. Participants data will not be preserved after the study is finished and will be destroyed accordingly.


Surkis, A. & Read, K. (2015). Research Data Management. J Med Libr Assoc. 103(3): 154-156

(this box should expand as you type)

	

	Does it involve sensitive personal data (as defined by the Data Protection Act)?
“Sensitive personal data” means personal data consisting of information as to –
(a) the racial or ethnic origin of the data subject,
(b) his political opinions,
(c ) his religious beliefs or other beliefs of a similar nature,
(d) whether he is a member of a trade union (within the meaning of the Trade Union and Labour Relations (Consolidation) Act 1992),
(e) his physical or mental health or condition,
(f) his sexual life,
(g) the commission or alleged commission by him of any offence, or
(h) any proceedings for any offence committed or alleged to have been committed by him, the disposal of such proceedings or the sentence of any court in such proceedings.
	☒
	☐

	If YES, provide a description of the data and explain why this data needs to be collected:

	The study will involve the discussion of participants personal data. The researcher has a responsibility to minimise any personal data risk to the participants. The Data Protection Act (2018), the General Data Protection Regulation (GDPR) and Data Management will be implemented throughout the study to secure personal data. The research involves the discussion of the participants personal experiences of psychological disorders and treatments. To attempt to minimise the risks to participants, the researcher will ensure: 

· The participants are made fully aware of what the study will entail, and consent to taking part by signing and dating a consent form
· The participants will be given an information sheet regarding the study’s aims, purpose and end goal
· The participants will be given information on how their data will be beneficial to the study, and how it will be collected and used
· Participants will be made aware of the data collection method and what their input will be
· A debrief will be given to participants 
· The participants have the right to withdraw from the study, without giving a reason
· The researcher will act with integrity throughout the study, and will remain honest, open and truthful with the participants. No information will be withheld from the participants
· The participants will be given pseudonyms, under the GDPR, to maintain confidentiality, anonymity and safeguarding
· GDPR protects participants from data breach

The Data Protection Act (2018), the General Data Protection Regulation (GDPR) and Data Management will be implemented throughout the study to secure personal data, and to ensure the data is collected correctly, and kept secure, confidential and safe. Raw data (such as, note taking throughout the interviews or audiotapes), will be kept in a locked, secure drawer, which will be password-protected. Only the researcher will have access to this. Once the raw data has been collected, it will then be transferred from raw to processed to analysed data (Surkis and Read, 2015). The data will be transformed into an electronic word document. This will be stored on a password-protected laptop/USB stick, which will be locked, and only accessible to the researcher. The data will further be destroyed accordingly to the Data Protection Act (2018) at the requisite time. Participants data will not be preserved after the study is finished and will be destroyed accordingly to the Data Protection (2018) guidelines.


Surkis, A. & Read, K. (2015). Research Data Management. J Med Libr Assoc. 103(3): 154-156




	Will the research activity involve storing personal data on one of the following:
	YES
	NO

	Manual files (i.e. in paper form)?
	☒
	☐

	University computers?
	☒
	☐

	Private company computers?
	☐
	☒

	Home or other personal computers?
	☐
	☒

	Laptop computers/ CDs/ Portable disk-drives/ memory sticks?
	☒
	☐

	“Cloud” storage or websites?
	☐
	☒

	Other – specify:

	☐
	☒

	For all stored data, explain the measures in place to ensure data confidentiality, including details of password protection, encryption and anonymisation:

	
The Data Protection Act (2018), the General Data Protection Regulation (GDPR) and Data Management will be implemented throughout the study to secure personal data, and to ensure the data is collected correctly, and kept secure, confidential and safe. Raw data (such as, note taking throughout the interviews or audiotapes), will be kept in a locked, secure drawer, which will be password-protected. Only the researcher will have access to this. The data will be transformed into an electronic word document. This will be stored on a password-protected laptop/USB stick, which will be locked, and only accessible to the researcher. The data will further be destroyed accordingly to the Data Protection Act (2018) at the requisite time. Participants data will not be preserved after the study is finished and will be encrypted accordingly to the Data Protection (2018) guidelines. 


(this box should expand as you type)


	Will the research activity involve any of the following activities:
	YES
	NO

	Electronic transfer of data in any form?
	☒
	☐

	Sharing of data with others at the University?
	☐
	☒

	Sharing of data with other organisations?
	☐
	☒

	Export of data outside the European Union or importing of data from outside the UK?
	☐
	☒

	Use of personal addresses, postcodes, faxes, emails or telephone numbers?
	☐
	☒

	Publication of data that might allow identification of individuals?
	☐
	☒

	Use of data management system?
	☐
	☒

	Data archiving?
	☐
	☒

	If YES to any question, please provide full details, explaining how this will be conducted in accordance with the Data Protection Act (and/or any international equivalent):

	
The researcher will store personal data in guidance to the Data Protection Act (2018), GDPR and Data Management, to ensure the data is collected correctly, and kept secure, confidential and safe. Raw data (such as, note taking throughout the interviews or audiotapes), will be kept in a locked, secure drawer, which will be password-protected. Only the researcher will have access to this. Once the raw data has been collected, it will then be transferred from raw to processed to analysed data (Surkis and Read, 2015). The data will be transformed into an electronic word document. This will be stored on a password-protected laptop/USB stick, which will be locked, and only accessible to the researcher. The data will further be destroyed accordingly to the Data Protection Act (2018) at the requisite time. Participants data will not be preserved after the study is finished and will be destroyed accordingly to the Data Protection (2018) guidelines.

Surkis, A. & Read, K. (2015). Research Data Management. J Med Libr Assoc. 103(3): 154-156



(this box should expand as you type)



	List all who will have access to the data generated by the research activity:

	
The data generated by the research activity will only be accessible to the researcher. Any raw data, such as hand-written notes or audiotapes will be locked in a secure drawer and will be password-protected.  Once the raw data has been transferred onto a digital document, the raw data will be destroyed accordingly to the Data Protection Act (2018). The digital documents will be password-protected, to ensure safety and confidentiality. When the data has been put into the study, the data will be accessible to the researcher and the supervisor. When the data has been put into the final report, the study will then be assessed by the supervisor and a second internal marker. 


(this box should expand as you type)

	

	List who will have control of, and act as custodian(s) for, data generated by the research activity:

	The researcher has full control over the data generated by the research activity, therefore, will accept full responsibility for storing any data or sensitive information.


(this box should expand as you type)

	

	Give details of data storage arrangements, including where data will be stored, how long for, and in what form. Will data be archived – if so how and if not why not.  

	
The raw data collected from the data collection process will include handwritten paper copy notes and an audiotape, the raw data will be stored in a locked, secure password-protected draw. This will only be accessible to the researcher.  Once the raw data has been collected, it will then be transferred from raw to processed to analysed data (Surkis and Read, 2015). The data will be transformed into an electronic word document. This will be stored on a password-protected laptop/USB stick, which will be locked, and only accessible to the researcher. The data will be transferred onto a digital document within two weeks, and the raw copies will be destroyed accordingly to Data Protection (2018) guidelines at the requisite time. This information is accessible to the researcher, and once the study is submitted, will be accessible to the supervisor.  The researcher will store personal data in guidance to the Data Protection Act (2018), GDPR and Data Management, to ensure the data is collected correctly, and kept secure, confidential and safe. Once the research project is completed, it will be marked by the supervisor and a second internal marker. Once the study has been marked and is no longer needed, the data will be destroyed accordingly to the Data Protection (2018) guidelines. 

Surkis, A. & Read, K. (2015). Research Data Management. J Med Libr Assoc. 103(3): 154-156

(this box should expand as you type)




SECTION K: Declaration

	The information which I have provided is correct and complete to the best of my knowledge. I have attempted to identify any risks and issues related to the research activity and acknowledge my obligations and the rights of the participants.

In submitting this application I hereby confirm that I undertake to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice

	Signature of applicant:
	M.R.Morgan
	Date:
	02/10/2019



For students:
	Director of Studies/Supervisor:
	Karen Eaton-Thomas

	Signature:
	[image: ]

	Date:
	02/10/2019



For staff:
	Head of School/Assistant Dean:
	

	Signature:
	


	Date:
	




Checklist: Please complete the checklist below to ensure that you have completed the form according to the guidelines and attached any required documentation:
	☒
	I have read the guidance notes supplied before completing the form.

	☒
	I have completed ALL RELEVANT sections of the form in full.

	☒
	I confirm that the research activity has received approval in principle

	☐
	I have attached a copy of final/interim approval from external organisation (where appropriate)

	☐
	
I have attached a full risk assessment (and have NOT completed Section H of this form) (where appropriate)


	☒
	I understand that it is my responsibility to ensure that the above named research activity will meet the University’s Research Ethics and Integrity Code of Practice.

	☒
	I understand that before commencing data collection all documents aimed at respondents (including information sheets, consent forms, questionnaires, interview schedules etc.) must be confirmed by the DoS/Supervisor, module tutor or Head of School.




	RESEARCH STUDENTS AND STAFF ONLY
All communications relating to this application during its processing must be in writing and emailed to pgresearch@uwtsd.ac.uk , with the title ‘Ethical Approval’ followed by your name.
You will be informed of the outcome of your claim by email; therefore it is important that you check your University and personal email accounts regularly.



STUDENTS ON UNDERGRADUATE OR TAUGHT MASTERS PROGRAMMES should submit  this form (and receive the outcome) via systems explained to you by the supervisor/module leader.



Appendix 6: Copies of Interview Transcripts 

Interview 1: “Abigail”
1) What treatment/therapy was used to cope with your depressive/anxiety disorder?
To treat my anxiety, I was given Propranolol 40MG tablets to consume. I was also advised when I visited the GP to seek Cognitive Behavioural Therapy, um, which I don’t do as of yet, and to up the amount of exercise I do. Um, I sometimes used apps as well, apps like Headspace, which focuses on Mindfulness activities, and I also listen to music, even still when I feel anxious, this helps a lot. Also, just talking to the people around me, I feel this helps a lot too.

2) What influenced your decision to start this therapy/treatment?
So, what influenced my decision to start this treatment for my anxiety was mainly due to the fact my anxiety was affecting my daily life. I felt anxious most of the time, so I went to get the help. 

3) Were you satisfied with the therapy/treatment? Did you feel the treatment was effective and how?
For most of the part I feel as though my treatment worked and was effective. It helped relieve the anxious symptoms that I was feeling, so um yes, I was satisfied.

4) What was your personal experience of the therapy/treatment? Did you think it was suitable?
So, my experience of the therapy was good, because it allowed me to feel more ‘normal’ in my daily life, and the treatment I received was suitable for my situation. 

5) Did you access your GP? What influenced this decision?
I did go to the GP, as I was finding that my methods of coping weren’t working very well, and I definitely felt like I needed more options. Although later on, I did use self-help mechanisms as well as using tablets as a treatment, which I believe, um, using them all together provided effective treatment, for me personally. The GP also suggested that I do Cognitive Behavioural Therapy, which I didn’t do, the waiting list was long through the GP, so it was suggested that I went through University, as it would be quicker and less of a waiting list, however, I did not get around to doing so.

6) How much improvement did you expect this therapy/treatment to have in treating the targeted symptoms? 
I expected some improvement through the treatment, using tablets, but I was realistic in the way that I knew there was a chance that the treatment may not work, or may not have been effective straight away.

7) Did the therapy/treatment improve the targeted symptoms? How?
The treatment I used did improve some of the targeted symptoms. The treatment made me have less panic attacks, and like, palpitations. 

8) What did you feel the benefits and/or negatives of the therapy/treatments were? 
The benefits of the treatment were, I didn’t have to experience anymore of the physical aspect, symptoms of anxiety, but on the downside, my treatment weren’t getting rid of my anxious thoughts alone, I think that’s why I interpreted more self-help mechanisms into my treatment, myself. Music was a huge one for me, um, and using the headspace app, which focused on mindfulness. Both were really useful. 

9) Would you recommend the therapy/treatment to others? Why?
I would recommend the treatment to other people, because the treatment does work, but within time, personally, that’s what it was for me. I think it could help people feel as if they can do more things in their lives again, as they did before. 

10)  Additional comments
As I said earlier, the GP did suggest to me to carry out CBT and it was suggested that I go through my university as it wouldn’t take as long as being on a waiting list when referred from the GP. However, I was lucky that the specific treatment and self-help mechanisms I enforced worked for me, and I did not get around to using CBT.
Interview 2: “Simon”

1) What treatment/therapy was used to cope with your depressive/anxiety disorder?
So, I visited my GP when I started to get depressive symptoms, um, I was given tablets and was told that there was a waiting list for CBT that I would be put onto. I was quite reluctant to taking the tablets, because I’d heard about the side effects and stuff, I wasn’t sure if I wanted to “rely” on tablets. So, I used self-help to get myself through the depressive symptoms. Inputting exercise helped massively, so, I done a lot of running and still do now. It’s become such a passion of mine. 

2) What influenced your decision to start this therapy/treatment?
I was having depressive symptoms and didn’t really want to carry on being depressed. As I said before, I went to the GP and felt quite, um, fobbed off with tablets. So I took the matter into my own hands, which I weren’t really sure was going to work in the first place, but the more I exercised, the better my mental health got, um, and I think that’s why I have stuck at it, because it just, makes me feel so much more positive about life. 

3) Were you satisfied with the therapy/treatment? Did you feel the treatment was effective and how?
Although I was reluctant to taking tablets, I did take them and did find they were effective, in some ways. But I don’t really think they would of worked alone, personally, um, I felt as if I had to add something else in. But as I said before, exercise was the most effective treatment, I personally think, it just makes me feel so much better about myself, and made me forget all of the feelings, I was feeling. 

4) What was your personal experience of the therapy/treatment? Did you think it was suitable?
At first, I was unsure about the tablets and wasn’t sure if it was a suitable treatment for me. But then, I didn’t really want to talk about things either, so I’m unsure if CBT would have been suitable for me either, um, I do know talking about things would have been good for me, but I just found it hard to talk about my depressive symptoms. Um, my personal experience with using self-help strategies on the other hand, definitely was suitable for me. It was social. It got me out of the house, in a way, I was talking to people, in my own way, and it was helping me so much. It still does now.

5) Did you access your GP? What influenced this decision?
Yes I did seek support through my GP. I made the decision, um, simply because I didn’t really know where else to go. I was feeling so low at one point, and I wasn’t sure what to do or who to talk to, mainly for support and just general advice. The GP did suggest exercise though, which obviously, um, was a huge part of my treatment. 

6) How much improvement did you expect this therapy/treatment to have in treating the targeted symptoms? 
Before I was given the tablets, to be honest, I didn’t want to take them. I had just heard so many bad things, side effects and what not, but I did take them and felt as if it did treat the targeted symptoms, to some extent. Um, exercise on the other hand, being a larger individual at the time, I didn’t really think it was going to work for me. I really didn’t. But, when I got into it, I just had so much love for it, and for the way it made me feel. Um, but yeah, I didn’t expect it to have such a big impact on my depressive symptoms.

7) Did the therapy/treatment improve the targeted symptoms? How?
So, to some extent the tablets definitely helped my symptoms. But, like I said before, I do think by putting exercise into my everyday life helped me massively, and it did improve the symptoms. It made me feel so positive, it like, made me forget about all of the bad, depressive thoughts I was experiencing. I loved the social side of it, running with people, I also liked the competitive side of it, it made me feel like I had a purpose. It, um, provided me with aims, and just took my mind off depressive thoughts completely. It really provided me, with like, a different outlook. 

8) What did you feel the benefits and/or negatives of the therapy/treatments were? 
So, the negatives of the tablets was definitely the things I’d heard about it beforehand, um, it made me reluctant to take them, didn’t want to experience side effects, and just overall like, felt fobbed off. But the benefits, they did help with my depressive symptoms. The negatives of the exercise was, at the beginning, when I first started, um, I felt kind of out of place. Didn’t know what I was doing, or where to even start. I was overweight, felt kind of uncomfortable, but then I went to a running group, where it started to become more of like, a social thing, I’d made me enjoy going. I was talking to different people, made different friends, and just made things so much more positive, and just yeah, beneficial in so many ways. Like I said, it just made me forget all of the depressive thoughts and put my mind somewhere else, somewhere good. Um, I also gained a lot more confidence. I liked that it got me out of the house, so I didn’t dwell so much on my problems.

9) Would you recommend the therapy/treatment to others? Why?
I would definitely recommend exercising when having depressive thoughts to anyone. Personally, it was the best thing, and decision I made. I was overweight, unhealthy and overall, just not in a good place, experiencing depressive thoughts and it was a really low time in my life. Now, I am fit, healthy and just have a much more, um, positive outlook on life. 

10)  Additional comments
No.


Interview 3: “Jo”

1) What treatment was used to cope with your depressive/anxiety disorder?
I have previously been on a variety of anti-depressants and anxiety medication, including citalopram and sertraline. I have also have a form of counselling, I was placed on a waiting list for CBT, but never actually received it. 

2) What influenced your decision to start this therapy/treatment?
So, mostly my family, they could see the change in my mental health. My friends and doctors also played a part in reassuring me that help was the right thing to do. I felt that there was many more people that needed the help much more than me, so for a while I didn’t think I was worthy of having medical help, as there was nothing wrong with me in my eyes. 

3) Were you satisfied with the therapy/treatment? Did you feel the therapy/treatment was effective?
To begin with, I wasn’t happy with the reaction of my doctor, as I felt I was put on the generic anti-depressants of that time which was citalopram, and she made me feel like “another person whinging” and just gave me the tablet, to sort of, shut me up. I felt fobbed off. However, when my two month check-up came along, and I seen a different doctor, he was brilliant, amazing and just listened to me. He then went on to refer me to counselling. 

4) What was your personal experience of the therapy/treatment? Did you think it was suitable?
The tablets worked very well for me at the beginning. But after two years of gradually going from 10mg to 20mg of citalopram, I found myself going back down and the panic attacks were crippling. This was when I was put onto sertraline, which completely changed my life at that point. 

5) Did you access your GP? What influenced this decision?
Eventually I did, yes. It got to the point where it was affecting my everyday life. When I realised this behaviour was impacting my children, I decided I had to go to the doctor to receive some sort of help. However, I believed it was for my family, and my children, rather than to help myself. 

6) How much improvement did you expect the therapy/treatment to have in treating the targeted symptoms?
I wasn’t sure if it would work at all, to be honest. I believed that it was things surrounding me, like life situations that was the problem, so how was medication/talking going to help that. That was before I realised it was how my brain was reacting to the pressure, and that was the problem. I was told by various people, mainly my family, that medication was not good and that I would be addicted, and like coming off them would be hard and would be an issue. This mainly was the reason for putting off going to get help from a professional. 

7) Did this treatment/therapy improve the targeted symptoms? How?
The sertraline tablets definitely helped with the panic attacks and anxiety of every day life situations. Um, the feelings of being overwhelmed with every day, small tasks, started getting easier and easier as the days went on. There was still days where I would only want to stay in the house, and not have to deal with things, but they got less and less frequent also. The depressive side of things also improved, and I think that was because I wasn’t fretting over every little thing all the time. 

8) What did you feel the benefits and/or negatives were of the therapy/treatment?
The benefits were that I could generally cope with everyday life. I would constantly fight with my own mind every day. The minute I would think of something positive, the other side of my thinking would punish me for thinking upbeat. For anyone that doesn’t know what that is like, I can tell you it is exhausting. I would always be thinking bad things would happen to my children, and that I wasn’t ever going to be a good enough mother. I would always think I was doing everything wrong, and once I was put onto sertraline drugs, this started to reduce the negative symptoms. I also had 6 sessions of counselling, and talking helped greatly when it was happening. Once the session were over though, I went back downhill. My life spiralled again. I found that medication helped a lot more than the counselling did. The negatives were the side effects of the medication, there was feeling of sickness in the beginning, and also the time it takes for the medication to actually take effect. It took about 6 weeks of medication before I could actually see my daily thoughts and feelings change. 

9) Would you recommend the therapy/treatment to others? Why?
I would definitely recommend the medication, as it really does help with your mind, like the way you think and feel, and the coping of it all. The ability to cope really does come with time, and the medications are not a magic wand, but they helped me to step into the right direction. 

10) Do you have any additional comments regarding your therapy/treatment?
Things work differently for different people, I know that, however I would say for me personally, the medication worked better than talking did. I think the reason for that was that you have to believe what you are saying to the therapist, and also what the therapist is saying to you. A therapist can give you time to talk about how you feel, and give you exercises to use for the way you think and behave for example, but if you are not in the right mindset, and you are feeling so negative about yourself, its very hard to put this into practice. This being said though, I have to say talking about my situations to a stranger did feel like a weight was being lifted off my shoulders. They wasn’t biased in any way, they did not judge me, and for me, it kind of made me feel like my problems were real, they weren’t just in my head, and I wasn’t just moaning, and that I should just be “getting on with things” or I should be grateful as there are “people worse off than me”. I think a mixture of medication and talking really helped me get to where I am today, but ultimately, just taking the first step of admitting you need help and support is the best step forward you can take.

Interview 4: “Louise”


1) What treatment/therapy was used to cope with your depressive/anxiety disorder?
Um, so I had Cognitive Behavioural Therapy and that was to treat depression and anxiety. 

2) What influenced your decision to start this therapy/treatment?
I think for me, um, my mum took me to the Doctors when I was quite young. Um, ages seven and eight, and she was looking for some sort of treatment, because she knew I was a very anxious child, um, and I was showing signs of depression, which she wanted to counteract when I was young so that didn’t come through with me when I was older, and I think it went from there. I got put on a waiting list and then we just waited for the appointment to come up, um, and I think that was probably how it all started. 

3) Were you satisfied with the therapy/treatment you received? Did you feel the treatment was effective and how?
Yes so I do think it was effective, and I was very happy and satisfied with the therapy id had. However, I tried CBT when I was younger, um, I was probably around the age of nine at this time, however, when I went in, I wasn’t really in the mindset to change so therefore CBT didn’t really work for me then, I didn’t really understand what was going on, therefore, I didn’t find it was that effective when I was younger, this was probably because I didn’t have the mentality to want to change and I didn’t know how to change, things like that. Even though CBT was suppose to help with this, I think my mind just was, it was somewhere else, I wasn’t really dedicated to changing. However, when I was about fifteen, sixteen, I went back to CBT and this was with CAMHS Child Adolescent Mental Health Services, and I had a really good, um, therapist so she was a psychologist who was doing CBT on me, really really helpful, she went through everything and I really wanted to change at this point so I was very proactive in wanting to change. Um, everything she said I took on board and I would go away and do my little workshops that she’d set me, and then put this out into the world, which really did help and made it very effective.

4) What was your personal experience of the therapy/treatment? Did you think it was suitable?
So I would say my experience of therapy was very good, um, going into see the counsellor she was very engaging, she was very helpful and any questions, I felt that, that made it a lot better than whether id had somebody that I didn’t get along with. She was a woman, so we got on very well, it was very easy going. Um, I was very satisfied because it was very helpful and she went over everything in steps, so I didn’t feel like it was overwhelming. 

5) Did you access your GP? What influenced this decision?
Yes so I did go through my GP, um, and this was just because it was the easiest option to go and find a counsellor. I think my mum had searched about herself, but she couldn’t find anyone to do CBT.

6) How much improvement did you expect the therapy/treatment to have in treating the targeted symptoms?
Um so I think I was quite apprehensive, I think as I said earlier, I went when I was younger and I didn’t really feel like it helped, but I think I wasn’t in that mindset of wanting to change. However, when I was older, I was thinking it was going to help me, I was really ready to change and for things to help. Um, so I think when I went in later on I was ready to change, and I did think it was going to help which obviously, it did. 

7) Did this treatment/therapy improve the targeted symptoms? How?
Yes so it definitely improved my symptoms. Um, I would say that this was through re-writing thought processes and things, so I think I was quite stubborn in my ways, so CBT helped me to go back on things that had happened in my life and re-evaluate them, and then change how I am now, rather than let that affect me, I sort of made a pro-active mission to re-write my thoughts and put them into a more positive aspect of my life.

8) What did you feel the benefits and/or negatives were of the therapy/treatment?
Um, I think the benefits were that they go through everything with you, they take it step by step and they sort of, tailor it to what’s happened to you, so any traumas or anything, they would tailor that to you and they will help you move forward from that, in steps which suit you rather than sort of having, one sort of, set plan, they’ve got different ones which tailor to each person, which really helped me because sometimes I was really stubborn in my ways, and it just helped me reach that at a different perspective. Um, I don’t think there were any negatives, I think it was just more, there was a long waiting list and obviously sometimes I was in college at the time, so it was very hard to fit it in around things because they were only open nine to five, they’re very busy so I think that would be my only negative.

9) Would you recommend the therapy/treatment to others? Why?
I would definitely recommend it to anyone else, um, I think it really helped me to move forward from my problems and its made me a better person, and I think its very good at treating multiple issues, so multiple mental health issues, not just depression and anxiety, and I think it’s very beneficial. It’s a nice way to go back over things that have happened, that you might not even realise has affected you, and help you to move forward then.

10) Additional Comments
No. 


Interview 5: “Becky”

1) What treatment was used to cope with your anxiety/depression?
The treatment I used was Cognitive Behavioural Therapy.

2) What influenced your decision to start this therapy/treatment?
My GP, and, I’d heard about it, being a really good treatment for anxiety specifically, so I wanted to give it a go.

3) Were you satisfied with the therapy/treatment you received? Did you feel the treatment was effective and how?
Yes, it helped my mind stop overthinking. It calmed down a lot of, negative emotions in my head. Definitely was satisfied. 

4) What was your personal experience of the therapy/treatment? Did you think it was suitable?
Yes, it was definitely suitable for my mental health. The anxiety calmed down a lot, I stopped having panic attacks. Um, I stopped overthinking all of the time, obviously I still overthink, but it’s not to the point of, sort of, paranoia and stuff anymore. 

5) Did you access your GP? What influenced this decision?
Yes, I did, because I didn’t know how to stop the panic attacks.

6) How much improvement did you expect the therapy/treatment to have in treating the targeted symptoms?
I didn’t quite know what to expect. Um, although I was told it works, I have been through other treatment that didn’t work, so I was a bit, um, doubtful. So yeah, I was doubtful because I had tried CBT myself previously, and they never worked. Um, I did end up going onto a EMDR course, which is Eye Movement Desensitization & Reprocessing, which was a massive help too, where they use a beam, and you follow a dot, a coloured dot with your eyes, while answering questions, and that worked massively. 

7) Did this treatment/therapy improve the targeted symptoms? How?
Yes, it definitely improved my anxiety, where it got to the point where I stopped having panic attacks about, um, like being around people, and worrying about people, like, seeing people that I didn’t want to see, and being in a close proximity with family members was a massive stress to me, and the CBT definitely helped, help that.

8) What did you feel the benefits and/or negatives were of the therapy/treatment?
Yes, so, the negatives were more when I tried CBT myself, because I was told to try the Self Help CBT first and I just, couldn’t do it, I couldn’t get into it, the concentration just wasn’t there, but when I was referred to an actual therapist to perform CBT, that was a lot more helpful and improved a lot more symptoms. 

9) Would you recommend the therapy/treatment to others? Why?
Yes, I would definitely recommend it to other people, especially for anxiety, because of how it changes how the brain works. I think It’s so fascinating how it happens, and it’s such an easy therapy, I think it definitely works effectively for anxiety symptoms. 

10) Do you have any additional comments to add regarding your therapy/treatment?
No.


Interview 6: “Polly”

1) What treatment/therapy was used to cope with your depressive/anxiety disorder?
Cognitive Behavioural Therapy was used to cope with my depression.

2) What influenced your decision to start this treatment/therapy?
I was on medication (Sertraline) to cope with my depression, but due to feeling very manic, I had felt there was no way out, and I was considering taking my own life. I was feeling very alone, and my unhappiness seemed to affect my everyday life. Prior, I had taken an overdose, and due to this I was referred to CBT by my GP.

3) Were you satisfied with the therapy/treatment? Did you feel it was effective?
For the duration of my CBT sessions, I did feel that it was making a positive different in my life, it made me feel and think differently. However, I did not complete the whole duration of my therapy sessions as I moved homes, which made it difficult then to continue. 

4) What was your experience of the therapy/treatment? Did you think it was suitable?
I thought the therapy was interesting, it made me think differently and made me think in different perspectives. I do feel it was suitable, however, if I had continued the full duration of the sessions, it could have been very substantial for me in the future regards to coping and dealing with my depression. 

5) Did you access your GP? What influenced your decision? 
I did go to my GP, because I was feeling very low, and had thoughts of suicide. It was the best course for me to take, to see a GP, and speak to someone about the thoughts and feelings I was experiencing. 

6) How much improvement did you expect this treatment/therapy to have in treating the targeted symptoms?
At first, I was reluctant that the therapy would even help with the symptoms. However, during the duration of the sessions I had participated in, I thought it was very beneficial for those targeted symptoms, and it did help me think differently and more positively. But yeah, at first I was unsure and didn’t think it would help. 

7) Did the treatment/therapy improve the targeted symptoms? How?
I feel that CBT did improve the symptoms overall, however, as I explained before, I had not finished the whole duration of the sessions of CBT, so I feel as though the therapy did help in regards to the symptoms I was experiencing, but only for a short-duration. This could have been a different outcome had I finished the sessions. 

8) What did you feel the benefits and/or negatives were of the therapy/treatment?
The benefits were that helped me be able to understand things in a different, more positive perspective and outlook. I think the only negatives would be that I had not completed the whole duration of the CBT sessions, so the benefits of the therapy only lasted a short while before I started feeling negative and low in regards to my thoughts and feelings. So, it did work for a short-duration, and potentially could have worked in the long run, had I completed the CBT sessions. But I didn’t. 

9) Would you recommend the therapy/treatment to others? Why?
I would definitely recommend CBT to others. Although I did not finish the whole duration of the sessions, I did see the benefits throughout the duration that I had participated in, and feel as if, if someone did complete the whole course of sessions, it would be effective in regard to thinking differently. Although it only worked short-term for me, I think that was because I didn’t complete the sessions, whereas if I had, it would’ve had a different effect, long-term. 

10) Do you have any additional comments regarding your treatment?
No.


Appendix 7: Developments
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