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Abstracts

Systematic Review of the Literature (SRL)

Title: Mental Defeat in Chronic Pain: A Systematic Review of the Concept

Objectives: Mental defeat is a form of self-catastrophising that has been theorised as a
possible psychological response to living with chronic pain. This review aims to provide a
narrative synthesis of existing quantitative research on mental defeat among those living with
chronic forms of pain in order to explore the evidence of its relationships and associations.
Methods: A systematic review was conducted based on PRISMA guidelines. Searches were
performed across six databases (CINAHL, EMBASE, MEDLINE, PsychINFO, PubMED,
Scopus) for articles containing mental defeat within populations with a chronic form of pain.
Two independent reviewers screened articles and performed a quality assessment of the
included articles. Results were narratively synthesised using Synthesis without Meta-
Analyses (SWIM) reporting guidelines.

Results: Twelve articles were included in the review with eleven meeting criteria for good
scientific evidence on the quality appraisal. Results showed that levels of mental defeat were
consistently elevated in those with chronic pain when compared to acute pain or pain-free
controls. Relationships between mental defeat and constructs within pain related, cognitive,
behavioural, psychological and treatment domains demonstrated medium to large
associations with mental defeat.

Discussion: Mental defeat is strongly associated with the experience of chronic pain.
Theorised associations such as the links between pain intensity, pain catastrophising,
adverse psychological outcomes and links to suicide have been demonstrated in the
literature. Future research into the cognitive or affective processing associated with mental

defeat are required to explore its mechanisms and interactions with self and identity.

Key words: chronic pain; mental defeat; systematic review; catastrophising; psychological.



Service Improvement Project (SIP)

Title: Perspectives on using the Service User Network (SUN): A qualitative framework
analysis of service user and staff experiences

Purpose: The Service User Network (SUN) Team in Berkshire Healthcare NHS Foundation
Trust wanted to improve their service through gaining feedback and perspectives from
service users and staff. SUN is designed to provide an open access community support
group based on the principles of a Therapeutic Community for those who may struggle with
interpersonal difficulties or emotional dysregulation associated with personality disorders.
Methodology: A review of collected quantitative service data and qualitative focus groups
and interviews with service users (n=11) and staff (n=4) was undertaken. Haigh’s (2013)
theoretical principles of a therapeutic community was used as the basis for a framework
analysis approach. Service user attendance profiles were analysed to understand differential
aspects of themes and sub-themes in order to make improvement recommendations.
Findings: Review of service data found that over the 32 months since the service inception,
598 referrals had been made and 52% of those referred had attended at least one group.
Framework analysis identified various areas for improvement across the five thematic areas
of Attachment, Containment, Communication, Involvement, and Agency.

Originality: The framework analysis identified service user and staff perspectives on key
aspects of the SUN service which contributed to the service and community. A number of
aspects were identified to act as barriers to engagement for some users.

Practical Implications: Recommendations for the service have been made based on

findings and in relation to the stated service aims.

Key words: Therapeutic Community; Service User Network; SUN; Personality Disorder;

Framework analysis; Qualitative.



Theoretically Driven Research Project (TDRP)

Title: The impact of health anxiety after curative treatment for prostate cancer: Quality of life,
fear of cancer recurrence, cognitive maintenance processes and mental defeat.

Objectives: This study aimed to determine the association between health anxiety (HA) and
quality of life (QoL) among individuals who had been diagnosed with and received a
successful curative treatment for prostate cancer (PC). It also aimed to determine whether
HA was linked to theorised cognitive biases and appraisals.

Design: A cross-sectional between subjects design with three criterion groups; PC survivors
with high levels of HA and low levels of HA were compared alongside a healthy benchmark
group of men aged 50-85 with no prior cancer diagnosis and below clinical thresholds of HA.
Methods: A mixed model ANCOVA was run to determine whether there were significant
main effects of group and subscale measure of QoL and an interaction effect after controlling
for age as a covariate. One way-ANOVAs were used to compare group differences on mean
scores of demographic and descriptive variables and other dependent variables; fear of
cancer recurrence; mental defeat; dysfunctional health cognitions; responsibility beliefs. A
hierarchical regression was used to analyse potential predictors of QoL.

Results: PC Survivors with high HA reported significantly lower levels of QoL than PC
survivors who had lower levels of HA across all subscales. There were also significantly
higher levels of fears of cancer recurrence, mental defeat, inflated responsibility beliefs and
dysfunctional health cognitions among those with high-HA. HA and mental defeat were the
only significant predictors of QoL in regression model which also included age, prostate
cancer side effect symptoms and fear of cancer recurrence.

Conclusions: HA may provide a more nuanced interpretation of the psychological impacts of
being treated for PC and is associated with impaired QoL and theorised cognitive biases and
beliefs.

Keywords: Health Anxiety; Prostate Cancer; Quality of Life; Fear of Cancer Recurrence;

Mental Defeat
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Abstract

Objectives: Mental defeat is a form of self-catastrophising that has been theorised as a
possible psychological response to living with chronic pain. This review aims to provide a
narrative synthesis of existing quantitative research on mental defeat among those living with
chronic forms of pain in order to explore the evidence of its relationships and associations.
Methods: A systematic review was conducted based on PRISMA guidelines. Searches were
performed across six databases (CINAHL, EMBASE, MEDLINE, PsychINFO, PubMED,
Scopus) for articles containing mental defeat within populations with a chronic form of pain.
Two independent reviewers screened articles and performed a quality assessment of
included articles. Results were narratively synthesised using Synthesis without Meta-
Analyses (SWIM) reporting guidelines.

Results: Twelve articles were included in the review with eleven meeting criteria for good
scientific evidence on the quality appraisal. Results showed that levels of mental defeat were
consistently elevated in those with chronic pain when compared to acute pain or pain-free
controls. Relationships between mental defeat and constructs within pain related, cognitive,
behavioural, psychological and treatment domains demonstrated medium to large
associations with mental defeat.

Discussion: Mental defeat is strongly associated with the experience of chronic pain.
Theorised associations such as the links between pain intensity, pain catastrophising,
adverse psychological outcomes and links to suicide have been demonstrated in the
literature. Future research into the cognitive or affective processing associated with mental

defeat are required to explore its mechanisms and interactions with self and identity.

Key words: chronic pain; mental defeat; systematic review; catastrophising; psychological.



Introduction

It is estimated that around 20% of the global population experience at least one form of pain
and that 10% are diagnosed with a chronic form of pain each year."? Calculating prevalence
estimates for chronic pain is complicated by difficulties in standardising both its definition and
in how it should be measured in empirical studies.® The most widely accepted definition of
chronic pain is pain that occurs on most days for three months or more.* Pain can be
experienced for a number of reasons such as tissue damage following an injury (nociceptive
pain), sensations associated with issues with the nervous system such as
neurodegenerative, autoimmune or inflammatory diseases (neuropathic pain), or alterations
which impact pain processing and modulation in the absence of tissue or nerve damage
(nociplastic pain).® Acute physical pain that persists beyond an expected healing period to
become chronic may be better understood as a form of disease which is maintained by an
interplay of biological, psychological and social factors.® Such factors can influence the way
an individual experiences chronic pain and impact upon its duration, intensity and impacts.®
While chronic pain can be experienced by anyone, those who are older, of lower
socioeconomic status or female tend to report higher rates of chronic pain.” Those living with
chronic pain have been demonstrated to have a range of adverse physical, social and
psychological problems. Work attendance, productivity, physical functioning, quality of life,
social engagement and reliance on medical services and medications are just a few of the

impacts of living with chronic pain.”®

The psychological correlates of living with chronic pain include experiencing heightened
levels of anxiety and depression, impaired emotional functioning and reductions in self-
esteem.® These psychological issues may be caused by experiencing chronic forms of pain,
or may be associated with the catastrophic interpretations of somatic pain resulting in such
individuals being more likely to report and seek treatment.® Other factors likely to be involved

in the maintenance of pain problems include the coping styles that an individual employs
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either in response to the pain experienced or to manage their psychological responses.°
Pain catastrophising, acceptance and self-efficacy have also been identified as important
variables which influence the impact of pain on mental wellbeing.®'*"" Other studies have
demonstrated that people who live with chronic pain are more likely to have experienced
trauma, injury, a history of abuse or experiencing interpersonal violence.” It may be that the
longstanding psychological impacts of experiencing a history of abuse or violence interacts

with the etiology and interpretation of chronic pain to increase psychological distress.

Many of the psychological implications of experiencing pain have been linked to the concept
of catastrophising where the immediate appraisal of experiencing pain is believed to be

extremely and globally catastrophic for the individual.'

Pain catastrophising is a
disproportionally negative interpretation of pain that occurs during a pain experience or about
an anticipated pain experience which serves to exaggerate the threat appraisal associated
with pain symptoms.'>'* Empirical research has consistently demonstrated that pain
catastrophising is an important psychological factor in the experience of pain leading to pain
being rated as more intense and to cause increased emotional distress.' One of the
theoretical explanations to understand pain catastrophising has included understanding it as
activating a cognitive schema that is linked to emotional functioning which increases the
likelihood of cognitive and emotional biases in the processing of pain.' Similar to this, Tang
et al., (2007) introduced the concept of mental defeat to understand a particular cognitive

and emotional response to experiences of chronic pain which represents a catastrophising in

terms of social functioning, identity, agency or status due to pain.'’

The concept of mental defeat was originally introduced in the study of depression and was
linked to social defeat in the social rank theory of depression. Here, it was conceptualised as
a psychological and physiological response to a situation involving entrapment which
demonstrated strong associations with depressive symptoms.'®"® The concept was also

applied to the formation and maintenance of symptoms of Post-Traumatic Stress Disorder

11



(PTSD) where it was demonstrated to be associated with chronic PTSD symptoms.?° This
was in the context of people who had experienced a form of entrapment torture and was
therefore linked to situations where individuals felt hopeless and completely out of control
and was defined as ‘the perceived loss of all autonomy, a state of giving up in one’s own
mind all efforts to retain one’s identity as a human being with a will of one’s own’.?" In both
depression and PTSD, mental defeat can be conceptualised as catastrophising at the level of

social and personal identity.

Tang et al., (2007) suggested that there may be similarities between the impact of persistent
and repeated episodes of pain in the absence of any ability to control it and the experience of
degrading, painful and humiliating torture.”” Their ‘initial exploration of the concept’ of mental
defeat in chronic pain followed from qualitative research which identified individual’s
reactions to chronic pain as a sense of ‘mental defeat’ where pain was an ‘enemy’

17(p222

encroaching on autonomy and personal integrity. ) When applied to chronic pain, mental

defeat was defined as ‘a disabling type of “self-processing” where repeated episodes of
persistent and debilitating pain trigger negative beliefs about the self in relation to pain’.' (222
The authors suggest that based on the cognitive behavioural conceptualisation of emotional
disorders that ‘the activation of negative beliefs about the self in relation to pain enhances
information processing bias and interferes with coping’.'*??? They hypothesize that the ‘pain
patient with a strong sense of mental defeat would experience loss of autonomy and give up

efforts to retain identity and agency’.'"(P?22)

These authors noted that mental defeat was seen as related to moment-to-moment pain
catastrophising in that it is ‘focused not on the experience and meaning of pain per se, but
rather catastrophising focused on the effects of pain as an assault on the person’s life and
sense of identity’." (2?2 |t is suggested that mental defeat is ‘likely to be both triggered by
catastrophising and contribute to it in terms of negative beliefs about the way fundamental

elements of the person’s basic humanity have been eroded or destroyed’.'”*??® As a
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concept, they suggest that the utility of mental defeat is that it offers the ability to analyse the

impacts of chronic pain with a focus on self and identity.'"P?2®

Theoretically, the original authors suggested that mental defeat can be incorporated into
cognitive-behavioural theories of chronic pain which use appraisal based interpretations of
the meaning of pain."” They suggest that it parallels with the pain-self enmeshment theory,
which links pain, self and schemas to account for the cognitive biases and emotional distress
evident in some individuals with chronic pain.'” In this initial paper, the authors also
developed, validated and assessed the reliability of a measure of mental defeat in chronic
pain, the Pain Self Perception Scale (PSPS). This scale was adapted from measures of
mental defeat in PTSD and depression populations. The clinical relevance of understanding
mental defeat in those with chronic pain is that Cognitive Behavioural Therapy (CBT) has
shown to be effective in reducing cognitions associated with mental defeat in a number of

different psychological disorders.?>%

Since this original paper, there have been a number of studies which have measured mental
defeat in populations with chronic pain alongside other pain related, cognitive, behavioural
and psychological variables. There has been no known attempt to synthesize these findings
to determine what we know about this cognitive phenomenon in populations with chronic
pain, and its links with other psychological, cognitive, or behavioural responses. The present
systematic review aims to provide a detailed narrative synthesis of the concept of mental
defeat as it has been studied in populations who live with chronic pain. It aims to understand
what demographic, cognitive, behavioural or other psychological variables have
demonstrated empirical relationships with mental defeat in populations living with pain/
chronic pain. It also aims to appraise the quality of evidence and identify any gaps in the

literature surrounding mental defeat among those with chronic pain.
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Methods

A systematic review of the literature on mental defeat within chronic pain populations was
performed according to the Preferred Reporting for Systematic Review and Meta-Analyses
(PRISMA) guidelines for systematic reviews and Synthesis without Meta-Analyses (SWiM)
reporting guideline.?* A protocol was registered on PROSPERO (CRD42024475148) in
January 2024. A narrative synthesis of the available research on mental defeat within
populations with pain was conducted because after initial scoping searches it appeared that
many papers would be observational studies and there would likely be high levels of
heterogeneity between study samples with different types of pain, pain durations and severity

and demographic differences.

Searches were performed across six databases (CINAHL, EMBASE, MEDLINE, PsychINFO,
PubMED, Scopus) in May 2024. The search included full free-text articles, published
materials, subjects and fields relevant to pain and chronic pain. Search terms included
“Defeat (within 3 words of mental or feeling or sense of)” and “Pain” or “Chronic Pain” (see

Appendix A.3 for full search terms used).

Procedure

All searches were retained and duplicate articles screened out. Forward and backward
citation searching was performed on identified studies. The titles and abstracts of remaining
articles were screened by two independent researchers (GM & HR) and excluded if they met
any of the following exclusion criteria: 1) Not written in English; 2) Having no quantitative
analysis (theoretical or comment paper only); 3) Animal study only (non-human participants);
4) Studies of populations aged under 18 (only or not having adult population clearly
identified); 5) Qualitative papers; 6) Does not include a measure of defeat or mental defeat;
7) Does not include participants with pain/ chronic pain (no measure of pain included or

participants not seeking treatment for pain management or pain is not the primary presenting
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problem for treatment); 8) The study was irrelevant to the population or mental defeat.
Cohen’s Kappa between the two-raters was 0.95 for titles and abstracts. Remaining papers
that were not excluded at title and abstract screen were screened in full by the same two
researchers. Any differences were discussed and a third independent researcher (PS) was
used to settle any disagreements. The criteria upon which searched items were excluded is
presented in Figure 1.1 but were the same criteria used at the abstract and title stage. Kappa
for full text screening between the two researchers was rated as 0.87. One study over which
the raters differed was discussed with all researchers and agreement was reached to

exclude as the sample did not include those with pain or chronic pain.?®

Data extraction and organisation of studies

Data was extracted from papers meeting eligibility criteria using a protocol created before the
search. This allowed for information about the study design, population, measures, statistical
tests, results and conclusions to be extracted. Results were organised based on the
associations with mental defeat which included demographic, pain-related, cognitive,

behavioural, psychological and treatment domains.

When grouping studies for synthesis, the following considerations were taken into account.
As eleven of twelve included papers were observational studies, the primary grouping criteria
used was the study population and chronic pain definition, demographic information as well
as mean scores on mental defeat. Secondary grouping criteria was based on outcomes
(cognitive, behavioural, pain, psychological, treatment) and demonstrated effect sizes of
associations with mental defeat. The quality appraisal scores were also used to determine
summary presentation of results. Data were extracted and presented based on the statistical
analyses used in included study papers. Cohen’s F and t statistics were extracted for
analysis which compared group differences. Effect sizes were included for partial eta
squared (n3), Pearson’s correlation coefficients (r), Cohen’s d and Cohen’s f. Standardised

Beta coefficients were extracted for regression analyses where mental defeat was used as
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an independent variable and R? values where it was a dependent variable. Significance (p)

values were extracted for all studies and statistical tests.

Quality assessment

The Downs and Black Checklist is a tool that can assess the quality and risk of bias and
quality in both experimental and observational studies.? The original checklist includes 27
items which are used to assess the quality of non-randomised intervention studies but as
only one study identified had an experimental design, items used in the checklist only
relevant to assessing intervention studies were removed and the remaining 18 items were
used to assess the observational studies in this review (see Appendix A.4 for a list of the
included and excluded items). The item measuring study power was adapted for this review
and rated as 0 for no power calculation and 1 for a power calculation instead of 1-5. The total
available score was 28 for the experimental study design and 19 for observational studies.
Studies scoring over 50% were considered of good scientific evidence based on criteria set
by checklist authors and used in other systematic reviews of observational studies.?*=*° Two
raters reviewed 33% of included papers and kappa was rated at 0.88, which meant that one

reviewer completed the quality appraisal.
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Figure 1.1 — PRISMA flow diagram for the selection of studies

[ Identification of studies via databases and registers ]
Records identified from:
- All Databases (n=123)
o CINAHL (n=11) Records removed before
§ EMBASE (n=26) screening:
= MEDLINE (n=19) — > Duplicate records removed
€ PsychINFO (n=13) (n=80)
] PubMED (n=28)
Scopus (n=26)
)
Records screened for title and Records excluded
abstracts only —> (n=25)
(n=43)
: Reports not retrieved as not
Report ht f t |
eipo s sought for retrieva & published
) (n=18)
£ (n=3)
c
o
'
n Reports excluded: (n=3)
Full text articles assessed for -Not written in English (n=0)
eligibility — 3| -Theoretical/ comment paper (no
(n=15) quantitative analysis (n=0)
-Animal study/ non-human
participants (n=0)
-Under 18s only (no adult
population) (n=1)
-Qualitative Paper (n=0)
N’/ .
-Does not include measure of
— Mental defeat (n=2)
— -Does not include participants
) o . . with pain/chronic pain (n=2)
-] Studies included in review . _
3 _ -Study irrelevant (n=0)
[T} (n=12)
f=
- *Some studies were excluded on
meeting numerous exclusion
criteria.
Results

The systematic search identified a total of 123 papers from the six searched databases
(Figure 1.1). After removal of duplicates 43 papers were screened for titles and abstracts.
Twenty-five were excluded at this stage for not meeting eligibility criteria. Eighteen full text
papers were screened and a further six were excluded at this point for not meeting eligibility
criteria of publication, not including samples with chronic pain or not including a measure of

mental defeat, leaving twelve papers in the final review. Eleven of the twelve studies which
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were included for data extraction were observational studies with cross-sectional designs
with only one study having an experimental design. Following data extraction, studies were
quality assessed using the Downs and Black Checklist with the first reviewer (GM) reviewing
all papers and the second reviewer (HR) reviewing 33%. Ten of the eleven observational
studies were rated as being of good scientific evidence with scores above 50% on the
checklist (scores of 10 or more), with one study not meeting this threshold. The only
experimental study included was also rated of good scientific evidence with a score of 20
from a possible 28 meeting the 50% criteria. The quality assessment total scores can be
found in Tables 1.1 and 1.2 below. As the findings were generally consistent across studies
with 11 of 12 studies meeting criteria for good scientific evidence, in the text that follows
there is no further reference to quality aside from a reference to the paper that fell short of

quality standards.

Mental defeat in Chronic Pain samples and associations with demographic variables

16:31-38 with one

Nine papers measured the levels of mental defeat in chronic pain samples
paper having a sample of those in pain®® and two recruiting a sample who had
Fibromyalgia.***' All studies measured mental defeat using the Pain Self-Perception Scale

(PSPS). Details of all included studies are found in Table 1.1 and all synthesized

relationships, associations and effect sizes are included in Appendix A.2.
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Table 1.1 — Details of included studies

Qualit Measure of . . o
Author Design Pain Type/ definition Number Analysis Groups (N) Mean PSPS Scorey mental Variables with associations
(total) Score (SD) (D&B) defeat to MD
lzquierdo- Experimental . . . . Pre irllterventic.m (n=17) group 53.47 (24.99) Treatment - Hyperbaric
Alventosa design; . F.|bromy.alg|a patients with 33 Post intervention group (n=17) 35.47 (23.62) 20t PSPS Oxygen Therapy.treatment
et al.. 2024 Randomized diagnosis Pre (n=16) control group 45.31 (25.38) (8 weeks, 5 sessions per
’ clinical trial Post control group (n=16) 50.44 (24.72) week)
Chronic pain patients. Nondisrupted 3172
cluster (Low PTG, Low PTD) )
Observational: Recruited from social media for Chronic pgin patients. Growing 44.64
Ayache et cross-sectionél those with chronic pain. No 1577 Cluster (High PTG; Low PTD) ) 13 PSPS Posttraumatic Growth and
al., 2021 design specific definition for inclusion Chronic pain patients. Ambivalent 60.31 Depreciation
criteria for pain. Cluster (High PTG, High PTD) )
Chronic pain patients. Distressed 69.41
cluster (Low PTG, High PTD) )
Chronic non-cancer pain for at . - .
Cheatle of | Observational; | least 6 months (without z\:]‘i’kgs‘;")er Risk of suicidal behaviour | = »q 4 (o6 3 Suicidal Behaviour
al. 2023 cross-sectional | substance use disorder) before 609 14 PSPS Pain Catastrophising
. design %:dertaking Long Term Opioid Higher Risk of suicidal 58.8 (28.4)
erapy behaviour - (n=110) ) )
Fibromyalgia (Global
function)
Garcia- Observational; Fibromyalgia patients with PSPS Depression
Campayo cross-sectional diagnosis 250 All Fibromyalgia patients 33.4 (26.7) 14 T(Spe;nish ) lA:\nxiety
etal., 2010 | design ranslation ain
Pain Catastrophising
Demographics
Hazeldine- Observational; Chronic pain patients reporting Eg:ﬂ Is_sl\li-e;/ffligfcr;sny
Baker et cross-sectional pain for 6 months or more 59 All chronic pain patients 44.2 (28.2) 14 PSPS Sensory Pain
al., 2018 design . )
Affective Pain
Philips Observational; Pain (no definition) among The likelihood of Cognitive
2015 ’ cross-sectional participants seeking treatment 44 8 PSPS Bias associated with pain
design for pain at a rehabilitation centre. images
Pain Duration
Pain Self-Efficacy
Observational; . . . Pa!n Intensity ..
Tang et al., cross-sectionél Chronic non-malignant pain for 6 57 Al chronic pain 33.4 (24.9) 14 PSPS Pain Catastrophising
2016 design months or more Hopelessness
Anxiety
Depression
Suicidal Ideation
. . Pain interference
Tang et al Observatlc?nal, . . . . Sleep interference
2010 ” cros.,s-sectlonal Pain for 6 months or more 133 All with Chronic pain 11 PSPS Anxiety
design Depression
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Psychosocial disability
Functional disability

. . . . Chronic Pain Patients (n=94) 36.2 (28.9)
Chronic pain patients reporting
chronic pain for 6 months or Acute Pain Patients (n=38) 14.6 (17.4) Sensory Pain
Observational; more. - Affective Pain
Tang et al., S Pain Free Volunteers (n=79) 7.2(9.3) ) .
2007 cross-sectional . 304 “Acute Pain Volunteers (n=30) 6.9(9.2) 15 PSPS Pain Intensity
design Acute pain patients who - - — Anxiety
) Chronic Pain Volunteers (n=32) 16.7 (19.3) .
reported pain for less than 6 Anxi Controls (n=31 Depression
months. nxious Controls (n=31) 13.4 (18.9)
Chronic pain group - persistent . . . _ 49 (25.9) s
(non-cancerous) pain for 6 Chronic pain patients (n=43) Pa!n mterfgrence
. . Pain Duration
Observational; months or more. h .
Tangetal, cross-sectional 107 15 PSPS Pain Severity
2013 ross-sect . , Chronic pain volunteers (n=41) 33.1(28.9) Anxiety
design Acute pain group — reporting D .
) epression
pain for less than 3 months and D hi
no history of Chronic pain. Acute Pain Volunteers (n=23) 17.5 (19.3) emographics
All 35.53 (25.01)
Chronic pain volunteers who
Themelis et Observational; Chronic non-cancer pain for at reported low/no risk of suicide intent 28.01 (21.40)
al. 2023 cross-sectional least 3 months and on a stable 524 (n=319) 10 PSPS Suicidal Behaviour
” design treatment regimen. Chronic pain volunteers who
reported higher risk of suicide intent 47.49 (25.71)
(n=202)
Turner- Observational; Chronic pain patients reporting chronic musculoskeletal pain patients 46.38 (26.35)
Cobb et al., | cross-sectional | chronic pain for 6 months or 127 (n=64) ) ) 13 PSPS Functional Disability
2015 design more. pain free control group (n=63) 9.37 (9.04)

TQuality assessment using full 27 item Downs & Black Checklist (see Appendix A.4) max score=28

PSPS — Pain Self Perception Scale; PTG — Post Traumatic Growth; PTD — Post Traumatic Depreciation; SD — Standard Deviation; MD — Mental defeat
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Table 1.2 — Quality Appraisal and Risk of Bias ratings using Downs & Black Checklist

Observational Studies

Internal Internal

Reporting S:Itlzrl?a' Validity — ‘c’g::fc:tl}’n ding | Power | TOTAL
Author Score score Y | Bias (selection 9| score Score

(Max=8) — Score . (Max=1) (max=19)

(max=3) (Max=3) bias) score
(Max=4)
Tang et al., 2007 8 2 3 1 1 15
Tang, 2013 8 2 3 2 0 15
Cheatle et al.,, 2023 8 1 3 1 1 14
Garcia-Campayo et al.,
2010 8 2 3 1 0 14
Hazeldine-Baker et al.,
2018 8 1 3 1 1 14
Tang et al., 2016 6 3 3 2 0 14
Ayache et al., 2021 7 0 3 2 1 13
Turner-Cobb et al., 2015 7 2 3 1 0 13
Tang et al., 2010 7 1 3 0 0 11
Themelis et al., 2023 7 0 3 0 0 10
Philips, 2015 5 0 3 0 0 8
Internal Internal
Reporting | £XteMal | yajigity . | Validity Power | TOTAL
. . validity . confounding

Experimental Studies Score score Bias (selection Score Score

(Max 11) _ Score . (Max=1) | (max=28)

(max=3) (Max=7) bias) score
(Max=6)

Izquierdo-Alventosa et
al., 2024 8 1 6 4 1 20

The reviewed studies included a number of categories of individuals who had pain/ chronic

pain. This included individuals who were seeking treatment for chronic pain such as

attending sessions at a specialist pain clinic, pain management or rehabilitation centres.

Mean scores for those who were identified as seeking treatment for chronic pain ranged from

33.4 to 49 on the PSPS in studies by Tang et al., (2007, 2013, 2016), Turner-Cobb et al.,

(2015), Garcia-Campayo et al., (2010), Izquierdo-Alventosa et al., (2024) and Hazeldine-

Baker et al., (2018)."4:3233:36.383940 Three studies recruited groups of chronic pain volunteers
(individuals living in the community who were not seeking treatment for chronic pain but who
had reported elevated levels of pain in questionnaires) with mean scores being 33.1 and 35.5
in studies by Tang et al., (2013) and Themelis et al., (2023).>**" The chronic pain volunteers
in the third study by Tang et al., (2007) registered a lower mean score with 16.7."” Mean
PSPS scores for groups of pain free volunteers were identified in two studies by Tang et al.,
(2007) and Turner-Cobb et al., (2015) and were 7.2 and 9.37."%3® One study by Tang et al.,

(2007) used a control group of people with anxiety who had a mean PSPS score of 13.4.
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Three studies analysed whether there were significant differences between groups of
different types or levels of pain and mean scores of mental defeat. Tang et al., (2007) found
significant differences across 5 groups on mental defeat scores — chronic pain patients
demonstrated higher levels of mental defeat compared to chronic pain volunteers, acute pain
patients, acute pain volunteers and anxious controls (Fs 208=22.29, p<0.001)." A 2013 study
by Tang et al., replicated this and found significant differences between group means of
chronic pain patients, chronic pain volunteers and acute pain volunteers (F2,102=11.24,
p<0.001).2* Turner-Cobb et al., (2015) also tested differences on mental defeat scores
between a group with chronic pain patients and a pain free control group (F1,125=111.34,
p<0.001) finding significant differences with a large effect size, which explained 47% of the

variance between groups.>®

One study analysed the relationships between demographic variables and mental defeat
within a chronic pain sample. There were no significant correlations between mental defeat
and age, body mass index (BMI), sex, marital status or employment.3* A significant positive
medium size correlation was identified between mental defeat and those with higher
educational attainment (r=0.34, p<0.001).** In a sample of Fibromyalgia patients there were

no significant associations between gender, age, marital status, education or work status.*

Mental defeat and associations with pain

Seven studies analysed the relationships between mental defeat and different aspects of
experiencing pain finding medium effect sizes with pain intensity/ severity, pain interference
and sensory pain and with large effect sizes to affective pain. In three studies by Hazeldine-
Baker et al., (2018) and Tang et al., (2007, 2018) mental defeat had medium sized positive
correlations with measures of pain levels, intensity or severity among chronic pain patients
(r=0.41-0.53, p<0.001)."®3442 |n one study, Tang et al., (2016) found that measures of present
pain intensity were not significantly correlated with mental defeat (r=0.25, p<0.10).** In a

study with Fibromyalgia patients by Garcia-Campayo et al., mental defeat was significantly
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correlated with pain intensity/ levels at a medium size (r=0.42, p<0.001).*> One study
conducted a stepwise regression to predict pain levels but found that mental defeat was not
a significant predictor when entered alongside age, anxiety, depression, hopelessness, and

pain catastrophising.*?

Two studies included analysis of the relationship between pain interference and mental
defeat in chronic pain patients.?*>® In both, pain interference was significantly associated with
mental defeat with medium positive correlations (r=0.44-0.65, p<0.001). Tang et al., (2010)
found that mental defeat was the strongest predictor of pain interference when entered into a
linear regression along with catastophizing, pain intensity, health anxiety, rumination and
worry in a model which predicted 26% (Adjusted R?=0.26, p<0.08).** In a stepwise
regression model, mental defeat was a significant independent predictor of pain interference
alongside pain intensity and catastrophising (F3,129=25.2, p<0.001). Together these
accounted for 37% of the variance in pain interference of which mental defeat contributed
26%, pain intensity 9%, and catastrophising 2%.® Tang et al., (2013) used a hierarchical
linear regression to test the independent impact of mental defeat above the effect of pain and
a person's functioning on pain interference.® Education and pain severity were entered first
as these had demonstrated significant correlations with pain interference. When mental
defeat was added the model predicted 47% of the variance (R?=0.47) with an R?> Change of
0.16 above education and pain severity with mental defeat contributing a standardised B of
0.49 (F change=23.01, p<0.001). Finally, pain interference scores were significantly different
between chronic pain groups with high and low levels of mental defeat with a large effect size

(d=0.88, p<0.001).%¢

Mental defeat was linked to the intensity of both sensory pain and affective pain in the same
two studies.'®*? In both studies, sensory pain among those living with chronic pain had
medium size positive correlations with mental defeat (r=0.38—-0.40, p<0.001). However, a

stepwise regression analysis found that mental defeat was not a significant predictor of
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sensory pain when entered alongside age, anxiety, depression, hopelessness, and pain
catastrophising. Pain catastrophising was the only significant predictor to this model which
accounted for 16% of the variance of sensory pain.*? Affective pain had large positive
correlations with mental defeat in two studies with chronic pain patients (r=0.53-0.62,
p<0.001).'%42 A stepwise regression analysis demonstrated that mental defeat was the only
significant predictor of affective pain when entered alongside age, anxiety, depression,
hopelessness, and pain catastrophising in a model which accounted for 39% of the variance

of affective pain.*?

Finally, one paper analysed the relationship between global functioning in Fibromyalgia and
mental defeat in a sample of Fibromyalgia patients.*® A significant medium size positive
correlation was found(r=0.41, p<0.001). Three studies investigated the relationship between
pain duration and mental defeat in chronic pain or fibromyalgia samples.?*3*%° There were no

significant associations found in any of these studies.

Mental defeat and associations with cognitive processing

Five studies analysed the relationships between mental defeat and cognitive processes
finding large associations with pain catastrophizing and post-traumatic growth and
depreciation.'3*3%40 This included two studies which analysed the relationships between
mental defeat and pain catastrophising. Mental defeat had a significant large positive
correlation with pain catastrophising in a sample of chronic pain patients in a study by Tang
et al., (2016) (r=0.67, p<0.01).%® In a sample of Fibromyalgia patients by Garcia-Campayo et
al., (2010), the correlation was a medium size (r=0.40, p<0.01).*° In a study by Tang et al.,
(2010) which analysed the relationships between a range of pain related by-products such as
pain interference, sleep interference, anxiety, depression, functional disability and
psychosocial disability, mental defeat and catastrophising were selected into a number of
models as significant predictors.*® This led the authors to conclude that mental defeat and

catastrophising are related but separate constructs.
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Mental defeat also demonstrated large effect sizes between group means of 4 groups of
chronic pain participants who were segregated on scores of post-traumatic growth (PTG) and
post-traumatic depreciation (PTD) in a study by Ayache et al., (2022).3' Those who had lower

levels of PTD had lower PSPS mean scores.

The likelihood of cognitive bias associated with pain images had a medium size positive
correlation with mental defeat (r=0.327, p<0.01) in a sample of pain patients with physical
disabilities, however this study by Philips (2015) was the only study of the eleven reviewed
which fell below criteria for meeting good scientific evidence on the quality appraisal.®
Mental defeat was not significantly correlated with hopelessness appraisals in chronic pain

patients (r=0.07, not significant).>®

Mental defeat and associations with behavioural responses
Six studies included an analysis of mental defeat with behaviours or behavioural responses

3235-38:42 These included links between mental defeat

or impacts of living with chronic pain.
and suicide with medium to large effect sizes, sleep interference, pain self-efficacy and
functional disability with medium effect sizes and psychosocial disability with large effect

sizes.

The links between chronic pain, experiences of mental defeat and suicidal intent, risks, or
behaviours were explored in three of these studies. One study analysed the relationships
between mental defeat and worst ever suicide attempt and found a medium positive
correlation among chronic pain patients (r=0.45, p<0.001).*° The same study analysed the
relationship between mental defeat and present suicidal intent with those who rated
themselves as suicidal (n=22) but did not find a significant correlation (r=0.13, not
significant). The same study used mental defeat as an independent variable to determine

whether it was a significant predictor of worst ever suicide intent in a hierarchical multiple
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regression. Mental defeat was demonstrated to be a significant predictor of worst-ever
suicide intent in two regression models. In total, alongside pain intensity, anxiety, depression
and pain catastrophising, mental defeat explained 24% of the variance of worst ever suicide
attempt (R*=0.24, p<0.05).*® In the final model, only pain intensity and mental defeat were
significant predictors as anxiety, depression and pain catastrophising only added a combined
1% of variance. Mental defeat was a better predictor of worst ever suicidality than
depression, anxiety and pain catastrophising both individually and alongside these

predictors.

Two other studies analysed the relationship between mental defeat and suicidal behaviours
using mental defeat as an independent variable to determine the predictors of suicidal
behaviour thresholds among chronic pain patients.*%’ In a univariate logistic regression,
mental defeat significantly increased the odds of reporting higher suicidality scores (Cl: 1.02—
1.05, p<0.001) in a sample of 609 chronic pain patients.* Similarly, Themelis et al.,
conducted a similar analysis and found that elevated mental defeat scores increased the
odds of reporting higher suicidality scores (Cl: 1.035-1.045, p<0.001).%" In multivariate
models, mental defeat was also found to be a significant contributor to increasing the odds of
reporting higher suicidality scores on the SBQ-R, alongside pain catastrophising, lifetime
major depression and Opiod Use Disorder (OUD) (OR=1.02, 95% CI: 1.01-1.03, p<0.001).
Similarly, Themelis et al., found that mental defeat was a significant contributor to increasing
the odds of someone scoring higher suicidality scores alongside depression, perceived

stress, head pain and smoking status (95% CI: 1.00-1.04, p=0.37).%

Cheatle et al., conducted a ROC curve analysis to determine threshold levels of mental
defeat and pain catastrophising which predicted scores of 8 or more on SBQ-R*?. They found
that a PSPS score of 40 provided a sensitivity value of 0.69 and a specificity value of 0.70
with an acceptable ability to predict participant SBQ-R scores of 8 or over, with the area

under the curve (AUC) of 0.77 (95% CI: 0.72-0.82, p<0.001). In a similar analysis by
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Themelis et al., a mental defeat score of 36.5 demonstrated acceptable ability to predict
participants with SBQ-R scores of 8 or more.*” Here a mental defeat score of 36.5 provided a
sensitivity value of 0.707 and a specificity value of 0.307 with the AOC=0.74 (95% CI: 0.688—
0.792, p<0.001). The same two studies also compared group means of mental defeat scores
while using scores of 8 or more on the suicidal behaviour questionnaire (SBQ-R) as an
independent variable to determine groups using a t-test. Cheatle et al., found a large effect
size between the mean levels of mental defeat in their sample, (d=1.11, p<0.001).>> When
comparing their sample of chronic pain patients, Themelis et al., also found a large effect
size between groups with those with no/ lower risk of suicide having significantly lower mean
scores of mental defeat compared to those with higher suicide risk (SBQ>7) (d=-0.84,

p<0.001).%7

Tang et al., (2010) analysed the relationship between chronic pain, mental defeat and sleep
interference. In their sample of chronic pain patients sleep interference was positively
correlated with mental defeat at a medium effect size (r=0.35, p<0.001).** Sleep interference
and mental defeat were still significantly positively correlated when pain intensity, age and
Body Mass Index were accounted for (r=0.29, p<0.01). The same study used a t-test to
determine whether sleep interference mean scores were different in groups of those with
high mental defeat scores and those with low mental defeat scores and found a medium
effect size (d=0.53, p<0.001). When entered as a predictor into a linear regression model to
predict sleep interference among chronic pain patients, mental defeat was a significant
predictor alongside catastrophising, pain intensity, health anxiety, rumination and worry
accounting for 15% of the variance and 12% when catastrophising was removed (R?=0.12,
p<0.008). In a stepwise regression model, however, mental defeat was not a significant
predictor of sleep interference, while both pain intensity and catastrophising accounted for

22% of the variance.
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Two studies analysed the relationship between chronic pain, mental defeat and pain self-
efficacy. Mental defeat had large negative correlations with pain self-efficacy scores in both
Tang et al., (2016) (r=0.52, p<0.001) and Hazeldine-Baker et al., (r=0.69, p<0.001).%542
Entered into a stepwise regression to predict pain self-efficacy scores, mental defeat was
entered alongside age, anxiety, depression, hopelessness and catastrophising in a stepwise
manner and emerged as the only significant predictor (B=-0.69, #(59)=-7.23, p=0.001)

explaining 47% of self-efficacy scores (R?=-0.47, F159=52.26, p=0.001).%

Two studies also analysed the relationships between experiences of chronic pain, mental
defeat and experiencing functional or psychosocial disability.***® Mental defeat and functional
disability were positively correlated with medium effect sizes in two studies by Tang (2010)
(r=0.49, p<0.001), and Turner-Cobb (r=0.36, p=0.008).3¢3 After the effects of age, pain
intensity and body mass index were accounted for, mental defeat was still significantly
correlated with functional disability with a moderate effect size (=0.41, p<0.001). In a linear
regression to predict functional disability, when entered alongside catastrophising, pain
intensity, health anxiety, rumination and worry, mental defeat was the second strongest
predictor after catastrophising. Without catastrophising, mental defeat with the other
mentioned variables accounted for 24% of the variance (R?=0.24, p<0.008), catastrophising
explained an additional 2% of variance.®® When placed into a stepwise regression model to
predict functional disability, mental defeat was not a significant predictor, while pain intensity,
catastrophising and rumination tendency were. When comparing mean scores of functional
disability between groups with chronic pain and high mental defeat scores and low mental

defeat scores, a large effect size was observed (d=0.96, p<0.001).%

The relationships between mental defeat and psychosocial disability in those with chronic
pain was further explored by Tang et al., (2010).** Psychosocial disability was demonstrated
to have a large, significant positive correlation with mental defeat (r=0.61, p<0.001).* In a

linear regression model to predict psychosocial disability, mental defeat was the strongest
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predictor in a model predicting 37% of the variance alongside catastrophising, pain intensity,
health anxiety, rumination and worry (Adjusted R?=0.37, p<0.08).% In a stepwise regression
model, mental defeat was a significant predictor of psychosocial disability alongside
catastrophising, rumination tendency and pain intensity (Fa,128y=40.2, p<0.001). Together
these accounted for 56% of the variance in psychosocial disability. Mental defeat accounted
for 37% of the variance, with catastrophising accounting for 2%, rumination tendency for 8%,
and pain intensity for 8%.% When comparing mean scores of psychosocial disability between
groups with chronic pain and high mental defeat scores and those with chronic pain and low

mental defeat scores, a large effect size was observed (d=1.35, p<0.001).%

Mental defeat was also linked to treatment seeking behaviours as levels of mental defeat
were demonstrated to have significant differences between groups of those with chronic pain
who were patients and seeking treatment, and those who had chronic pain but were

community volunteers and not seeking treatment (fs2=2.20, p<0.032)."

Mental defeat and associations with psychological outcomes

Mental defeat demonstrated large associations with psychological and mood variables of
anxiety and depression. Five studies incorporated analysis of the relationship between levels
of anxiety in those living with chronic pain and experiences of mental defeat. Each of these
associations demonstrated large significant positive correlations (r=0.60-0.65,
p<0.001).17:34:3543 The relationship between anxiety and mental defeat was similar in a

population of Fibromyalgia patients (r=0.57, p<0.001).4

In a hierarchical linear regression to predict levels of anxiety in those with chronic pain, pain
severity and mental defeat were significant predictors of anxiety predicting 38% of the
variance.* Here, pain severity accounted for 14% of the variance with mental defeat adding
25% of the variance. In a linear regression to predict anxiety scores in a chronic pain

population, mental defeat emerged as the 2" strongest predictor behind catastrophising,
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alongside pain intensity, health anxiety, rumination and worry, in a model that predicted 39%
of the variance.*® In a stepwise regression mental defeat was a significant predictor of
anxiety alongside catastrophising, worry tendency, health anxiety (F,128)=37.7, p<0.001).
Together these accounted for 54% of the variance in anxiety. Mental defeat accounted for 2%
of the variance, with catastrophising accounting for 39%, worry tendency for 10%, health

anxiety for 4%.3°

The same five studies also included measures of depressive symptoms in those with chronic
pain and examined the relationship with experiences of mental defeat. All associations
between depression and mental defeat in chronic pain samples were large with significant

16,34-36

positive correlations (r=0.61-0.66, p<0.001).

In a hierarchical linear regression to predict levels of depression in those with chronic pain,
mental defeat and pain severity with employment status accounted for 38% of the variance,
with mental defeat adding 26% of unique variance to the other predictors (R°=0.38,
p<0.001).>* Mental defeat was entered alongside pain catastrophising, pain intensity, health
anxiety, rumination and worry to predict depression scores. Mental defeat emerged as the
strongest predictor of depression in a model that accounted for 43% of the variance in
depression (Adjusted R?=0.43, p<0.08).% In a stepwise regression to predict depression,
mental defeat was a significant predictor of depression alongside health anxiety (F2,130=59.1,
p<0.001). Together these factors accounted for 48% of the variance. Mental defeat

accounted for 44% of the variance and health anxiety for 4%.%

Mental defeat and associations with treatment outcomes

The only paper that analysed mental defeat as a dependent variable in a treatment
intervention study among those with chronic pain found that treatment with hyperbaric
oxygen therapy (HBOT) significantly reduced mental defeat with a medium effect size.*'

Izquierdo-Alventosa et al., analysed the effects of an intervention for chronic pain which
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randomly allocated 33 diagnosed Fibromyalgia patients to either an intervention group
receiving an eight week treatment with five sessions per week of a low-pressure HBOT
(n=17) or to a control group receiving no therapy (n=16). They found that the group receiving
the HBOT significantly reduced in levels of mental defeat with a medium effect size when
compared to baseline (d=0.74, p<0.001) while those in the control group had no significant
improvements.*' The intervention also improved self-perceived pain intensity, pain
catastrophising, pain acceptance, pain flexibility and quality of life with no improvements in

the control group.

Discussion

This systematic review sought to provide a narrative synthesis of mental defeat based on the
evidence from research among samples of people living with pain and chronic pain. Twelve
papers were included in the final review and quality was assessed as generally high with
eleven studies meeting criteria for good scientific evidence. The review found that mental
defeat is consistently elevated in those with chronic pain when compared to those who have
acute pain or are pain free. Mental defeat was found to be associated with key aspects of
experiencing pain such as pain intensity and sensory pain with medium sized associations,
and to pain interference and affective pain with large effect sizes. As theorised, mental defeat
was associated with pain catastrophising with large effect sizes as well as with other
cognitive and affective responses to experiencing pain such as post-traumatic growth and
depreciation. There were also medium to large associations between mental defeat and
behavioural responses such as suicidal ideation, pain self-efficacy, psychosocial disability
and functional disability. Mental defeat was also linked to the psychological measures of
anxiety and depression with large associations. There was less evidence to suggest that
mental defeat is linked with demographic factors as there was only one study which found a
significant association with educational attainment. There was also only one study which

analysed the impacts of a form of pain treatment on reducing mental defeat, which
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demonstrated that low-pressure hyperbaric oxygen therapy reduced mental defeat with a

medium effect size.

In the original theoretical outline of mental defeat in chronic pain, Tang et al., (2007)
described the links between mental defeat and catastrophising.'” These links were confirmed
by the findings of this review where pain catastrophising was linked to mental defeat with
large effect sizes in samples of those with chronic pain and with medium effect sizes in those
with fiboromyalgia.®*“° Pain catastrophising has previously been linked with the levels or
severity of pain that an individual experiences.'>***® Similarly, as theorised, in this review
mental defeat demonstrated medium sized associations with the rated levels or intensity of
pain, illustrating its overlaps with the construct.'®**%2 However, there are apparent differences
between the two constructs as suggested by Tang et al., (2007) based on their observed
associations. For example, this review found that mental defeat was more associated with
affective pain while catastrophising was linked to sensory pain.'*? This means that while
pain catastrophising has closer links to the sensory perception of pain which involves the
intensity, location and quality of pain, mental defeat had closer links to the affective aspects
of experiencing pain which are linked to the emotional unpleasantness of the experience and
the motivation to protect oneself from its harm or anticipated return.*®=*® While the sensory
dimensions of pain found within the articles in this review were linked to the sharpness,
throbbing, stabbing, aching or burning of the pain experience, the affective components
measured pain as being fearful, punishing, cruel or sickening or leading to feelings of
tiredness or exhaustion.'”*? This provides evidence towards the differences between pain
catastrophising and mental defeat outlined in the original theoretical article which suggested
that mental defeat was based ‘not on the experience and meaning of pain per se, but rather
catastrophising focussed on the effects of pain as an assault on the person’s life and sense

» 17

of identity’.
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This conception of mental defeat being a specific form of catastrophising at the level of social
or personal identity also provides some context to the links between it and pain interference
and pain self-efficacy found in this review. It seems understandable that those who
experience more interference with engaging in their everyday lives because of pain, or who
rate their confidence in coping with activities due to pain would experience elevated levels of
mental defeat.*** Experiencing functional disability was linked with mental defeat but the
links between psychosocial disability were stronger which highlights the connection between
one’s social identity being impacted by pain having a greater relationship with mental defeat
than functional impairments. Pain catastrophising had stronger links with functional disability
highlighting its focus on the sensory perception of pain, rather than impairments to social
functioning. The links between the experience of pain and its perceived catastrophic effects
on the self and identity also contextualise the link between mental defeat and suicide found
in this review. The strong links between mental defeat and suicidal behaviour or ideation may
be understood through Williams’ Cry of Pain (COP) model of suicide which links entrapment

and social defeat to experiencing suicidal ideation.>**°

In addition to the above theorised associations with mental defeat among those with chronic
pain, this review also summarised a range of other relationships with the concept. As might
be expected, it shared consistent associations with alterations in mood associated with
anxiety and depression in a number of studies.'”**%4* Mental defeat was demonstrated to
be more associated with the symptoms of depression because pain catastrophising emerged
as a stronger predictor of the symptoms of anxiety. This was similar to the links to PTG and
PTD where traumatic experiences can alter one’s assumptions about oneself and the world
and have a negative impact on one’s beliefs about oneself or the world (depreciation), or

).%° Here, those

they can otherwise foster a sense of resilience and an ability to cope (growth
with lower PTG and higher levels of PTD reported higher levels of mental defeat.®' The links
with PTD appear to be theoretically consistent with the prolonged feelings of worthlessness,

giving up and defeat associated with the PSPS measure.

33



However, while the findings of this review point to these associations between the experience
of pain and its impacts being catastrophic on self or identity, none of the papers included
investigated the mechanisms which underpin this process and result in mental defeat. The
original theoretical outline of mental defeat suggested that its specific focus of
catastrophising on the self and on identity may be linked to the activation of illness schema to
account for the specific cognitive biases and emotional distress associated.'” However, there
are no studies which serve to elaborate on this link. Mental defeat in the PTSD literature has
been linked to a specific type of cognitive processing during and after a traumatic experience
which contribute to the maintenance of a persistent sense of current threat.”’ However, the
sense of current threat is maintained not only by cognitive biases and processing where
mental defeat is conceptualised to influence appraisals, but also through processing linked to
memory storage such as conceptual processing, integration of experience on self into
autobiographical memory and dissociative processes.®' In PTSD, mental defeat has been
identified as being linked to dissociative symptoms.®? It may be possible that dissociative
processes which maintain a lack of integration of competing cognitive and affective schemas
on one’s sense of self and identity interact with the experience of pain which contribute to the
catastrophising of self and identity based on affective responses to somatic pain.
Dissociative processes have already been linked to pain catastrophising®® and as a
mediating factor in those with chronic pain who experienced childhood betrayal trauma to
physical quality of life.>* Given the overlaps between chronic pain, childhood traumatic
experiences and dissociation, it may be that the ways in which threats to the self were
experienced in childhood influence the likelihood of appraisals of threat from pain being
interpreted as catastrophic to losing one’s self or identity. Research into the self-pain
enmeshment theory has shown that living with chronic pain can result in one’s self-image
becoming enmeshed with the very experience of the pain, a process which has been linked

t 55-57

with activating the self-schema that impaired psychological adjustmen It is clear that

chronic pain has an impact on an individual’s sense of self°® and as a recent review by
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Themelis and Tang highlights, future research focusing on the impacts of chronic pain on the
self may provide innovative opportunities for psychological approaches for pain

management.>®

Limitations and recommendations

This review focused on the reported levels and associations of mental defeat within
populations living with pain or chronic pain. Studies that did not include pain participants or
those with other physical health problems were therefore excluded from the analysis. The
ways in which pain was operationalised in this review was heterogenous as we included
studies which included participants with both acute and chronic pain and a range of different
types of pain in different locations of the body. While this review includes all the published
literature on mental defeat among populations who experience pain or chronic pain published
in English, the breadth of types of pain experienced by the populations within this review limit
our understanding of the relationship of mental defeat to the nuanced experience of
particular types of pain. The review also focused on studies which included mental defeat
only, and while this might be regarded as a strength, other similar concepts which may have

considerable overlaps with mental defeat were not included in our search.

Eleven of the twelve studies included in this review were observational and cross-sectional in
design. Future studies on the role of mental defeat in those with chronic pain may include
more experimental designs among those living with pain and those who are not, or
longitudinal studies which track the development and changes in mental defeat and other
pain, cognitive and behavioural variables over time. Future reviews might focus on mental
defeat in other physical health problems or its links to those living with histories of trauma or
PTSD. Within chronic pain populations, future studies may seek to further elaborate on the
cognitive, affective or schematic processing associated with mental defeat that links this type
of catastrophising to aspects of identity. This might include studying associated cognitive or

schematic biases, personality or aspects of dissociation which may contribute to mental
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defeat.

Conclusion

This review shows that mental defeat is strongly associated with the experience of chronic
pain and that individuals with chronic pain are more likely than those with acute or no-pain to
have elevated levels of mental defeat. A number of theorised links with mental defeat were
present in the existing literature across pain, cognitive, behavioural and psychological
domains. Some of the predicted differences between pain catastrophising and mental defeat
were demonstrated with some evidence linking mental defeat with constructs associated with
self and identity. Further research into the ways in which mental defeat interacts with

cognitive processing, particularly surrounding social identity is suggested.
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Abstract

Purpose The Service User Network (SUN) Team in Berkshire Healthcare NHS Foundation
Trust wanted to improve their service through gaining feedback and perspectives from
service users and staff. SUN is designed to provide an open access community support
group based on the principles of a Therapeutic Community for those who may struggle with
interpersonal difficulties or emotional dysregulation associated with personality disorders.
Methodology: A review of collected quantitative service data and qualitative focus groups
and interviews with service users (n=11) and staff (n=4) was undertaken. Haigh’s (2013)
theoretical principles of a therapeutic community was used as the basis for a framework
analysis approach. Service user attendance profiles were analysed to understand differential
aspects of themes and sub-themes in order to make improvement recommendations.
Findings: Review of service data found that over the 32 months since the service inception,
598 referrals had been made and 52% of those referred had attended at least one group.
Framework analysis identified various areas for improvement across the five thematic areas
of Attachment, Containment; Communication; Involvement and Agency.

Originality: The framework analysis identified service user and staff perspectives on key
aspects of the SUN service which contributed to the service and community. A number of
aspects were identified to act as barriers to engagement for some users.

Practical Implications: Recommendations for the service have been made based on

findings and in relation to the stated service aims.

Key words: Therapeutic Community; Service User Network; SUN; Personality Disorder;

Framework analysis; Qualitative
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Introduction

Personality disorders are common conditions in the community and those who have them
often struggle with interpersonal difficulties, emotional dysregulation and are at greater risk of
self-harm and suicide (Coid et al., 2006; Pompili et al., 2005; Reichl & Kaess, 2021). In 2003,
the National Institute of Mental Health in England identified the systematic failings of
statutory services to meet the needs of those with a Personality Disorder Diagnosis and
identified that one quarter of Mental Health Trusts provided no service for this patient group
(NIMH(E), 2003). It outlined a range of policy strategies to increase support and engagement
for those living with a personality disorder, one of which was developing an informal service

user network to provide additional support and reduce demands on emergency services.

In response to this, a community based, open-access support group project was piloted in
South-West London and St. George’s Trust in 2004, funded by the Department of Health with
the aim of improving access to services, increasing empowerment, improving coping skills,
and reducing the use of emergency services for its service users (Miller et al., 2011). In order
to facilitate the replication of the service model, a paper outlining the Service User Network
(SUN) model for community based open-access support groups for people with personality
disorders and its theoretical underpinnings was outlined by Miller et al., (2011) and named

the SUN Project.

Theoretical underpinnings of SUN Model

The SUN model as outlined by Miller et al. (2011) has its theoretical roots in psychodynamic
understandings of personality disorders and cognitive theories of change. The model allows
users with or without a diagnosed personality disorder to decide whether they use the service
and their frequency of attendance. The cognitive theory underpinning the model is Coping
Process Theory which is utilized to structure the parts of the group in order to reduce risks to
participants, where primary and secondary appraisals of threat are identified and modified to

alter coping responses. Its outcomes are to increase coping efficacy and coping
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effectiveness. Membership within the therapeutic community is viewed in the model as
offering service users an opportunity to engage in ‘referencing’ within the group by
establishing themselves ‘within a context specific narrative’ in order to feel a sense of self
being accurately perceived and establish a self-identity within the community (Miller et al.,

2011).

There is only a small evidence base for the efficacy of the SUN model. Miller & Crawford
(2010) conducted an interim study into the SUN service in south-west London 16 months
after its implementation. They found improvements in self-reported social functioning,
reductions in presentations to emergency services and in-patient admissions. Service users
were surveyed about their satisfaction with the service including their opinions on the
support, inclusion and improvements in coping strategies. The study found that 83% of
members returned to the group on at least one occasion and the median attendance number

was seven.

Local Context

A number of NHS Trusts have subsequently adopted this service model in order to provide
community based support groups for people with personality disorders in their local contexts.
The SUN Service in the Intensive Management of Personality Disorders and Clinical
Therapies Team (IMPACTT) in Berkshire Healthcare NHS Foundation Trust (BHFT) was
established in September 2020 and is based on the theoretical model outlined by Miller et al.
(2011). The service currently offers a number of in-person and online groups throughout the
week to those living in Berkshire aged over 18 years who have self-referred. The service was
initially intended to run 12 groups per week but due to issues surrounding staffing and
capacity, the number of groups was operating at a reduced level in 2023. Each group last 2.5
hours and is run by two facilitators who are trained in the SUN model with one of these
usually being a lived-experience facilitator. The maximum group size for each session is 10

service users as well as the two facilitators. The content of each group is decided by group
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members within the consistent structure of check-in, main forum, and check-out segments.
Those who refer to the service can join as many or few groups as they wish based on the

timetable offered.

The services operational aims are outlined in the Local Operating Procedure and include the

following:

[1 To provide long-term, on-going, co-produced and peer-led group therapy along the lines
of therapeutic community principles via a network of groups throughout the Trust, across
all communities.

[1 Empower and enable individuals to manage crisis situations and access services
appropriately.

11 Operate a structure focusing on risk and Crisis Support Planning and individual safety
plans.

71 Enable easy access to “peer” support when people require it with no defined “end point”.

0 Promote peer support and reduce isolation.

71 Support and empower individuals by learning new coping strategies and sharing
experiences with others.

[1 Offer a safe and contained environment.

Therapeutic Community Approaches

Research which has aimed to determine the effectiveness of such therapeutic communities
(TC) for personality disorders includes a randomized control trial conducted by Pearce et al.,
(2017). Analysis of outcome measures such as number of inpatient admissions and
attendances at emergency departments and GPs over a 24 month period found that the
democratic TC group did not reduce in-patient services more than the treatment-as-usual
group. Given this quantitative attempt to demonstrate their utility did not show clear results, it
is possible that any benefits the group may have for members may be found in qualitative

evidence. A theoretical model of the efficacy of therapeutic communities outlined by Haigh
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(2013) suggests that there are particular aspects of a TC that are necessary in order to
facilitate primary and secondary emotional development (Table 2.1). This model is rooted in
attachment theory and suggests that the efficacy of a TC necessitates establishing a range
of structures which facilitate the emotional development for those who attend.

Table 2.1 — Facets of emotional development within a therapeutic community (Haigh,

2013)

Developmental | Origin in Culture Structures

need

Attachment Primary bond, losses as growth Belonging Referral, joining, leaving

Containment Maternal and paternal holding; Safety Support, rules, boundaries
intersubjectivity

Communication | Play, speech, others as separate Openness Groups, ethos,

correspondence

Involvement Finding place amongst others; Living-learning | Community meeting
interdependence agendas

Agency Establishing self as seat of action; Empowerment | Votes, decisions, seniority
individuation

Aims and Purpose

The service had been running for over two years and the clinical leads of IMPACTT and SUN
wanted to gain more insight into service user perspectives on both positive aspects of
service delivery and anything that might act as a barrier to use. This project therefore aimed
to explore service user experiences of attending SUN groups to ascertain any potential
benefits from using the service and barriers to engagement. It also aimed to incorporate staff
perspectives on facilitating and delivering groups to gain a wider systemic perspective on
whether the service was meeting its stated aims. It aimed to provide the service with a list of

practical recommendations to improve its operations.

Methods

Design

Two phases of data collection and analysis were undertaken. First, a review of current
service activities within the SUN service was undertaken by an analysis of quantitative
service data collected from service inception in September 2020 to April 2023. This was done

to contextualise the qualitative data and to uncover any patterns in service provision and
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user attendance over time. The second phase involved collecting qualitative data from
service users through a focus group and individual in-depth interviews and a focus group of

staff members involved in group delivery.

Research team

The lead researcher (GM) co-designed the study, conducted the interviews and lead data
analysis. Three clinical psychologists co-designed and supported the project. Members of the
SUN leadership team and service users and were consulted on the design and
implementation of the study in order to maximise relevance, recruitment and methods to

communicate findings.

Ethics

Ethical approval was provided for this service improvement project by the clinical audit team
in BHFT (Ref: Local Project 9815). Participants were made aware of the project and provided
time to consider their participation. An information sheet was distributed and they were
provided a means to ask any additional questions. Each service user who participated

provided their informed consent.

Data Analysis

A framework analysis approach was used to identify themes within the collected data. This
strategy followed the steps outlined in Goldsmith (2021). Data familiarisation followed by
stages of identifying and selecting a theoretical framework to apply to the data, indexing,
charting and mapping of coded data followed by interpretation was used to analyse all of the
qualitative data. These steps are outlined in detail with examples in Appendix B.6. to B.10.
Initially data was transcribed from recordings of interviews and focus groups which allowed
for data familiarisation. Qualitative data analysis was undertaken using software to code
individual chunks of data. Transcripts of service user data were coded at the most basic
meaningful segment to a new or existing code. Facilitator data was analysed following this

and where relevant coded to the same codes as well as creating a number of new facilitator

50



only codes. Once all data was coded, the selected framework was applied to structure
interpretation of the codes at theme and sub-theme levels. The theoretical basis for the final
selected framework which guided the analysis of qualitative data was Haigh's (2013)
principles of the therapeutic community (Table 2.1). Following this indexing stage, the data
was charted and mapped using codes by service user/ facilitator profiles to determine

patterns in the data.

Procedures

A semi-structured interview and focus group schedule was developed for service users and
staff in consultation with users who engaged with the service to check for comprehension
and relevance. The lead researcher carried out interviews and a focus group with service
users using remote video-call software. A focus group with staff members was carried out in
person at a site delivery venue. All qualitative data collection was undertaken in March and

April 2023.

Participants

Participants were recruited from the SUN Service in BHFT. The service stores e-mail
addresses for all registered users of the service and, upon project inception, it wrote to users
asking for their voluntary participation and informed consent to participate in the qualitative
elements of the study. Inclusion criteria involved registration to the service. Service users
were asked to volunteer information on how regularly, if at all, they used the service, gender
identification, age range and ethnicity. A total of thirty service users responded and provided
their consent and contact details. The final sample consisted of eleven service users, three
attending a focus group and eight in individual interviews. The attendance profile, gender,
age and ethnicity of participants is shown in Table 2.2. Four staff members were also

involved in a focus group.
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Table 2.2 — Sample Characteristics

Staff (total) 4
Lived experience facilitators 2
Professional facilitators 2
Service Users (total) 11
Focus Group 3
Interviews 8
Attendance Profile

Never used the service - | have been offered the chance 3
to attend a group but | have never done so

Lapsed user - | used to attend SUN groups regularly but 2
| have not for the past 6 months

Irregular user - | attend groups every couple of months

but there can be long intervals between the times | 2
attend

Regular user - | attend groups at least monthly or more 4
frequently

Gender

Female 6
Male 4
Non-Binary 1
Age

18 —24 2
25-29 2
30-39 1
40 - 49 3
50 -59 3
Ethnicity

White British 10
Arab 1

Findings

The SUN service in BHFT was established in September 2020 and during this time COVID-
19 pandemic social restrictions prohibited face-to-face clinical meetings. For the first
eighteen months of service delivery, all SUN groups were conducted online. Since March

2022, groups have been offered both online and at in-person delivery venues across BHFT.

Service Activities Data
Analysis of service data revealed the following information about service activities over the
twenty-seven months since the SUN service began activities (September 2020 to April

2023). In total, the service had received 598 referrals to the end of April 2023. A total of 316
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individual clients attended appointments across the period which is 52% of those referred.
There were a total of 3,416 appointments attended across all areas. Since March 2021, the
service had consistently been attended by over 25 people per month. The number of unique
monthly appointments elevated between August and December 2022, when over 40
individuals attended groups, and the number of individual appointments was higher. Issues
with staffing meant that in 2023 there was a reduction in the number of groups being offered
per week which at the time of data collection was four instead of ten (Figure 2.1). The data
collected demonstrated that 13 staff members were involved in delivering groups to members
since service inception. In April 2023, there were currently six SUN facilitators operating
group delivery.

Figure 2.1 — SUN Appointments attended and number of individuals attending at least 1
appointment per month (Sep 2020 — April 2023)

SUN Appointments attended and number of individuals attending (per month)
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Table 2.3 — Final Thematic Framework adapted from The Five Principles to create emotional
development within a therapeutic community (Haigh, 2013)

Theme 1 - Attachment

The Attachment theme relates to the initial stages of joining the SUN service. Good experiences with attaching to
the service lead to a culture of belonging where individuals felt there were able to return to use the service when
they needed it. The initial experiences with service communications, expectations and experiences in joining a
group are included here. Sub-themes related to aspects of the therapeutic community involved in this theme
were referral to the service, joining the service for the first time, leaving the service and returning to the service.

Sub Theme

Sub-theme description

Referral

Referral to the service represented service users’ first contacts with information about the
service. This information was key to shaping perceptions of the service and expectations
and goals upon joining.

Joining

Joining the service represented the first step in approaching the SUN community. Service
users had to overcome a number of barriers to joining. First experiences in joining were also
important to returning to the community. Undertaking Crisis and Support Plans (CASPs)
were an important aspect of joining the community.

Leaving

Reasons for leaving the service were an important determinant of service perceptions.
These ranged from negative experiences with other service users or facilitators to feeling
the environment was not emotionally safe. Leaving (for others) was viewed as temporary
and that the service was there if needed.

Returning

Returning was added as a sub-theme as SUN members can attend at any time, and some
members had left the service for some time but had chosen to return. Regular members
make the decision to return based on a number of factors which encouraged their
approaches to the service.

Theme 2 - Containment

Containment within the therapeutic community relates to the provision of a safe environment which enables
users to survive in a world which minimises criticism and rejection. A key component of this theme is the positive
and negative experiences of support that members experience within the community. As the service user
experiences the community, the development of limits, discipline and rules are important. Other sub-themes
therefore relate to the rules and structures that underpin groups and the boundaries that are in place to provide a
safe environment. Positive experiences of this theme were more likely to describe a culture of safety within the

service.

Sub Theme Sub-theme description

Rules Consistent rules surrounding the delivery of the service and the behaviour of other members
and facilitators was an important aspect of feeling like there was a safe environment within
groups. Having consistent group timetables, structures within groups and the ability to call
out unsupportive behaviour was reflected upon by both staff and service users.

Support Positive support experiences were an important aspect of joining the community. Feeling
unsupported by the community was likely to cause disconnection from the service. Finding a
role in supporting others was an important aspect of finding identity within the community.

Boundaries A key component of creating a safe environment was having boundaries that were

understood and upheld by both members and facilitators. A range of difficulties in asserting
boundaries were identified by both service users and staff.

Theme 3 - Communication

The Communication theme related to the sharing of problems and ways of understanding experiences within
groups in order to find meaning through connection. Communication between members and facilitators and
instances of conflict were important components of this theme. Other sub-themes related to how the service
communicated with members about group timetables and administrative aspects. The ethos of the community
and how it was communicated was an important aspect of how members felt connected to this ethos or felt it
reflected their own values and experiences of using the service. This included openness about the service aims
and ethos of the community.

Sub Theme

Sub-theme description

Groups

Communication within groups proved an important determining factor in how members
engaged with the community. Communication between members and communication
between members and facilitators formed an important aspect of joining groups and
engaging. How members and facilitators managed and responded to conflict was also an
important aspect in community engagement and learning.

Correspondence

Correspondence from the service was an important aspect of how members felt connected
to the community when not in a group. Facilitators communicating service ethos and regular
updates was an aspect of facilitating connection to the community.

Ethos

Communicating the ethos of the SUN service to both new and existing members emerged
as a key theme to ensure that the environment could be both safe and containing. This
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included the perceived service aims and elements which make an ideal group and how to
learn from bad experiences.

Theme 4 — Involvement

Involvement within the therapeutic community continues the developmental sequence through adolescence to
adulthood within the context of the therapeutic community. This theme relates to participation within the
community, experiences of being seen and connected to others within the culture, and environments provided by
the community. Involvement and participation leads to learning and growth as well as experiencing benefits and
impacts of attending. If this theme is correctly met, social cohesion creates interdependence and meaningful
connection to other members.

Sub Theme Sub-theme description

Community The community sub-theme involved service user and staff perceptions of the culture and
environments within groups and different experiences with the service. Whether an
individual felt connected to others within the community was a key determinant of
establishing a group identity.

Participation This sub-theme includes experiences of participating within groups. This included
differential experiences of feeling heard and seen by other group members as well as
seeing and supporting other members.

Learning Learning within groups was linked to service users and staff perspectives on the impacts
and benefits of attending groups. Learning was encouraged by facilitators through
encouraging involvement and participation within groups.

Interdependence | The ability to have interdependence on the community where service users could come to
the group and depend on the support and social opportunities it provided. Interdependence
was also linked to helping others to cope within groups.

Theme 5 - Agency

Agency within the therapeutic community relates to being provided the sense of personal agency within the
community in order to establish themselves as the seat of action. This related to taking responsibility both within
groups, for the wellbeing of other members and in their own lives. Empowerment over human relationships within
the community is created by the ability to manage self and surroundings in groups and make decisions.
Community structures which allow this included taking group decisions and votes and members taking
responsibility over the wellbeing of others. This leads to a sense of individuation where members form a core
identity as part of the group and take on roles of seniority in order to nurture group structures.

Sub Theme Sub-theme description

Empowerment The empowerment sub-theme was linked to the impacts or perceived benefits of attending
the SUN service. This included learning coping skills and improving one’s ability to manage
difficult situations. It also incorporated empowering individuals within the community to take
on the responsibility of decision making.

Individuation Achieving individuation was linked to finding one’s identity within the context of the group.
This was also linked to undertaking roles of individual responsibility as a mark of a members
seniority within the community.

Establishing self | Taking responsibility for oneself and finding self-agency was linked to taking responsibility
as seat of action | inside groups and finding areas where personal responsibility can be exercised outside of
groups.

Framework Analysis of Qualitative Data

Five themes were identified in the analysis, alongside a range of sub-themes. The themes
and subthemes are outlined below and are based on Haigh's (2013) theoretical framework
for the five experiences necessary to create emotional development within a TC. Each theme
centres around a developmental need identified by Haigh and subthemes are linked to the
culture and structures within the SUN Service. Each of the final five themes and associated
sub-themes are described and summarised in Table 2.3. The results below indicate the key
findings from the framework analysis with particular reference to aspects of service

improvement and differences across service user attendance profiles. Where data did not
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obviously fit the framework, additional sub-themes were added. See Appendix B.6. for details

of the steps taken in the framework analysis.

Theme 1 — Attachment: a culture of belonging

"l don't really look at my CASP that much, but the experience of doing it | just thought it was
just excellent.” — Reqular User

“There were two new members. So that took up the entire 50 minutes of open forum. | sort of
always feel a bit annoyed or frustrated when we've spent a whole group on a CASP and |
know that a member is not gonna come back.” — Regular User

Overall, regular users and some irregular users reported many positive elements of the
referral and joining process which facilitated their approach and continued engagement with
the SUN Service. Lapsed users were more likely to reflect on negative experiences within
groups they attended and cited these as factors for leaving the service and acting as barriers
to returning. Upon referral, users who had not yet used the service were largely unaware of
what the service was intended for and how it would operate. Barriers to joining a group
included not being aware of who the service was for, whether they would fit in or if it could
help them, and what joining might entail. There was a lack of clarity among users who had
not yet attended a group of the population that the service intended to serve, whether a
personality disorder diagnosis or experiencing acute crisis was a requirement, and the types

of mental health issues it was designed for.

Undertaking a Crisis and Support Plan (CASP) after joining was seen as a useful experience
by service users and staff. Staff referred to the CASP as a working-document that can be
updated, but for some irregular users they had not looked at their CASP since they
undertook it within a group. Regular users highlighted CASPs for new members can take up
considerable time within group sessions. Both staff and regular service users were frustrated

by new members who did not return after joining and undertaking a CASP.
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Lapsed users cited negative interactions with other members or facilitators to be a key
reason why they left the service and did not return. Staff also commented on other staff
members leaving and identified team dynamics, relationships with service users, and a lack

of career progression opportunities as reasons why others had chosen to leave.

Factors that encouraged returning to the service included experiencing positive support
experiences within groups, using the service for social opportunities or as a key part of a
weekly routine. The reduction in the number of weekly groups also acted as a barrier to

irregular and lapsed members who could not identify a suitable group to join.

Theme 2 — Containment — a culture of safety

“There's a bit of a structure to the group. However, the way that its structured is varied, with
the facilitators, and that was something | struggled with because that's not something that was
ever explained to me.” — Lapsed User

“There are no boundaries.” — Lapsed User
Positive experiences of containment within the boundaries, structures, and rules of the SUN
Service created feelings of support and the ability to offer support to others, which helped to
create a culture of safety. Rules that structured groups were more likely to be identified by
regular and irregular members who understood the format and length of groups. Lapsed
users had less awareness of the structure and felt that facilitators could do more to
communicate this and ensure its consistent implementation. The impacts of the recent
reduction in group timetables were highlighted across service user and staff groups. This had
also impacted the size of groups, with more members attending less frequent groups, which

had various impacts on the ability to participate and caused frustration within groups.

Both staff and all types of service users highlighted that there was the risk of unsupportive
behaviour within groups from other members and facilitators and this detracted from feeling
safe within the environment. Participants identified ‘cliquey’, ‘bullying’, ‘aggressive’ or

‘triggering’ behaviour which emotionally impacted other service users and staff. Lapsed users
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were more likely to comment on the lack of boundaries within groups to call out such
behaviour, suggesting that facilitators should do more to enforce boundaries. Staff noted
their difficulty in asserting boundaries, suggesting they sometimes felt attacked when they
enforced a boundary. Irregular users identified at times not feeling the group was an
emotionally safe environment with unsupportive behaviour or members in crisis, which

contributed to their perception of groups as sometimes ‘volatile’ environments.

Theme 3 — Communication — a culture of openness

“I think definitely the facilitators stepping forward when they can see there's tension and trying
to help out with that would be good” — Regular User

“l also find it good when there's been a rupture in a group, and then there's a repair.” — Staff
Member

Regular service users were more likely to positively reflect on the communication between
members within groups, highlighting the positive social aspects of attending groups. Regular
and irregular users identified that other members can give support and speak up on your
behalf to ensure that all views are heard. Communicating to help others was viewed as a
positive element of attending groups. Facilitators communicating their own supportive
responses were also central to positive experiences of support. Lapsed users who had not
returned to the service for some time identified a range of factors that impacted on their
ability to communicate with other members which had deterred them from returning. Points of
frustration in communications included other members being ‘strong willed’, or having a
conflict or bad experience with another member or facilitator. Despite the potential for
conflict, staff identified members having and resolving a conflict within a group to be a
positive learning experience serving to enhance group communications. All user groups and
staff noted that conflict management within groups could be improved. Service users were
more likely to look to facilitators to manage and regulate conflicts between members, while
staff identified that managing conflict was also the responsibility of the community and that
their own attempts to do so could be met with hostility. Regular service users also identified

that regulating groups was also their responsibility too and not just that of the facilitators.
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Service users identified e-mail as the primary way in which the service itself communicates
information to members. Those who had never used the service had mentioned receiving or
desiring a phone call or more contact prior to joining their first group in order to better
regulate expectations and anxieties. Regular, and irregular users as well as staff were aware
of the newsletter and also identified inconvenient late notice cancellations of groups due to
recent staff reductions. Regular users were more able to accurately identify service aims, but
there was a lack of communication of exactly what the service aims and ethos were and how

they were communicated.

Theme 4 — Involvement — a culture of participation and citizenship
"Generally, the culture is really supportive.” — Regular User

“My attitude is it's my place to go and, you know, meet my tribe and offload problems. Learn
other ways of coping with different situations.” — Regular User

“I went to group for a reason. And because of not being able to have time to talk. | would have
been much better off downstairs with my partner.” — Lapsed User

“When that member can come back and was told that by the other members your action had

this effect on us, it then makes them actually see it from a different perspective.” — Staff

Member
Involvement within the community relied upon feeling that the culture and environments
within groups facilitated participation. Regular users identified a range of positive and
supportive elements within groups, including being friendly and social environments. All
service user groups and staff felt that conflict could be managed better within groups in order
to maintain a supportive environment that promoted participation. Feeling connected to
others within the community was an important aspect of participation, and finding other
people who shared an understanding of similar mental health problems was a positive
product of attending. Irregular and regular users were more likely to identify friendship as a
factor which encouraged them to use the service. All service user groups identified that

groups could be ‘cliquey’ at times and that relationships with other members could be

frustrating.
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Positive experiences of participation were linked to feeling heard, seen and supported by the
community. Giving support to other members was also considered a positive aspect of
participation by regular users. Issues with participation were identified by having too many
people within a group, negative experiences with other members or facilitators and in

witnessing conflicts or crisis situations which were unresolved.

Learning through participation was linked to the perceived impacts and benefits identified by
service users. All user groups identified that attending the service had positive impacts on
their life with regular users identifying that it increased their ability to cope through difficult
times. Regular users also identified that attending had helped them learn skills, make plans,
and manage relationships and conflict better overall. Staff members also identified positive
aspects of attending groups, such as providing a sense of routine for members. Lapsed
members were less likely to suggest the service had helped them cope better during difficult

times, and they felt that its impacts were limited as it was not direct therapy.

Being able to depend on the service and allow others to depend on the group’s support to
cope was an important aspect of participation. Regular service users and staff identified that
one of the positive outcomes of the service was the knowledge that users would not be
‘abandoned’ by the service at any point. However, staff also noted that some users may

become too dependent on attending SUN as a form of ongoing support.

Theme 5 — Agency — a culture of empowerment

“And if then we're supposed to be encouraged to call out anti social behaviour but when you do,
you get pilloried for it.” — Irregular user

“Then we say, ok who wants to be timekeeper? So somebody takes responsibility for being the
timekeeper. And it doesn’t become us.” — Staff Member

“The facilitators are trying to sort of get us to try to resolve our own conflict within the group.” —
Irregular user
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Finding personal agency and empowerment was linked to the impacts that members
perceived from attending the service. Regular and irregular service users perceived benefits
to their ability to cope with difficulties and manage conflicts and relationships. Taking
decisions within and as a community is a key component of a culture of empowerment. Staff
highlighted that service users are encouraged to facilitate groups and take ownership of their
own recovery. Regular service users identified that groups had taken decisions to ban
members demonstrating unsupportive behaviour and that it was their responsibility to
regulate groups. Irregular users felt that their attempts at calling out unsupportive behaviour

was not supported by others.

Finding a sense of identity within the service was identified as a key component of
individuation, as users are encouraged to find a sense of identity to be seen and understood
within the context of the group. Regular members identified finding identity within the group
through seniority and time spent within the community as well as taking on roles and
responsibilities within the community. Lapsed users did not report finding any types of
identity within the group, illustrating that the developmental needs for this group had not been

met to fully achieve aspects of this theme for some users.

Discussion

This project aimed to explore service user and staff perspectives on the Service User
Network (SUN) Service in BHFT. The SUN service model was established to provide an
innovative and deinstitutionalised approach to helping people with personality disorders
develop better ways of coping with crises (S. Miller & Crawford, 2010). The aims of the
service in BHFT were to provide on-going community-based support along the lines of TC
principles. This project reviewed collected service data and analysed service user and staff
perspectives to determine the extent to which they met themes linked to therapeutic

community principles. Service improvement recommendations are outlined below.
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The review of quantitative data demonstrated that the service had provided a consistent
service across BHFT since it began in September 2020. It adapted to the constraints of the
COVID-19 pandemic in order to provide online groups. Challenges to retain facilitators and
recruit new staff members resulted in reductions in the number of groups offered per week.
This impacted the number of appointments offered per month during 2023 and was reflected

in the qualitative data.

Framework analysis of the qualitative data utilised the principles for therapeutic communities
developed by Haigh (2013). This allowed a framework of five themes to be taken into
consideration in determining different aspects of an individual’s journey using the SUN
service. These themes included experiences of attachment to the SUN community and
finding a culture of belonging; being contained by the community in a culture of safety;
communication providing a culture of openness; involvement and inclusion in a culture of
participation and citizenship; and to finding personal agency in a culture of empowerment.
There were differential experiences of each theme based on the service user attendance

profile which was used as a category of analysis in the project.

Regular users were more likely to describe positive experiences in each of the themes and
for these users, the SUN community had offered an on going peer-led community based
support group which offered support, reduced isolation, improved ability to cope during crisis
situations, and provided ongoing opportunities to connect to the community and find an

identity of empowering self and others.

However, users who had not yet used the service as well as lapsed users were less likely to
have attachment and containment needs met by the service. Neither of these groups had a
good understanding of what to expect from joining, or the ethos and structures in place to

meet containment needs or encourage continued participation after a bad experience.
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Lapsed users identified a range of barriers at the attachment stage and why they had
decided to leave the service. They also identified issues with containment and finding a
culture of safety within the groups they did attend. The issues identified by service users and
staff across each of the themes have been collated in Table 2.4 and recommendations for

service improvement have been made.

The findings of this project contribute to wider literature on the efficacy of therapeutic
communities for those living with personality disorders. Quantitative research involving
analysis of SUN service data from other services and a cross-sectional survey by Miller &
Crawford (2010) found that use of the SUN service was associated with improved social
functioning, and regular users within this analysis likewise suggested that they had improved
social and relational coping. Research conducted by Pearce et al. (2017) on a similar
therapeutic community found that self and other directed aggression and satisfaction with
care were significantly improved for those who attended the TC. The findings from this
qualitative analysis complement our understanding of the processes that underpin service
users’ engagement with the service and the aspects of the community which promote
attachment, containment, and wider engagement with the service as well as those factors
which act as barriers to participation and involvement. Similarly, in this study regular service
users did report improvement in conflict management and had a positive regard for the

support offered within SUN.
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Table 2.4 — Summary of Service Improvement Recommendations for SUN Service

Recommendations to improve Atftachment and promote a culture of belonging

Issues identified

Recommendations for improvement

Reductions in the numbers of groups
being offered meant that members
found it hard to attend available groups.
At the time of the project, only four
groups per week were conducted due
to staffing issues.

Provide strategy to improve recruitment of staff to resolve facilitator
capacity for operating groups.

Users who had not yet used the service
identified barriers to engagement
including confusion over who the
service was targeted at (whether for
people with personality disorder
diagnosis or for other mental health
problems), whether it was for people in
high levels of distress or crisis only, or
what joining would involve.

Only 52% of those referred attended a
group at the service.

Provide additional literature to prospective members post-referral to

communicate:

[ Who the service is for and the populations of people the SUN
community involves.

0 What joining a group will entail and what to expect.

[1  What joining means in terms of participating such as undertaking
CASP and engaging in community.

[ The structure and ethos of the SUN Service.

New members often do not return after
their first session.

Encourage new members to return by providing increased
communications following attendance at first group. Provide overview
of structure and ethos to empower members to participate.

CASPs were identified to take up a lot
of time within groups. This was
especially the case if there was more
than one new member involved in a

group.

Provide CASP to members upon referral and request to consider prior
to first group. Place time boundaries around CASP discussions when
there is more than one new member.

Limitations of the CASP were identified
as having not been used or referred to
since first joining the service.

Encourage members to take responsibility for their CASP but to have
regular check-ins and to add for learning.

Recommendations to improve Containment and promote a culture of safety

Issues identified

Recommendations for improvement

Structure of group can vary with
facilitators, and it was perceived that
there were no structures or rules by
some members.

Communicate service ethos, group structure and relevant information
on therapeutic communities and SUN model to service users after
attending first group. Communicate the potential for conflict within
groups and individual reflections on how to manage conflicts.

Some groups were identified to have
‘no boundaries’ in relation to admitting
members, regulating conflict between
members or the behaviour of other
members when in crisis was not called
out as unsupportive.

Encourage senior service users to diffuse conflict and address
unsupportive behaviour. Consider integrating democratic ways of
communicating and signalling unsupportive behaviour between
members and facilitators. Facilitators to address and encourage
reflection on challenging episodes or instances of unsupportive
behaviour.

More consistency among facilitators
when making decisions and calling out
unsupportive behaviour.

Improve rules within group and how these are communicated with
members both at service level and within individual groups.
Facilitators to encourage other members to call out unsupportive
behaviour. Facilitators to be active in calling out unsupportive
behaviour themselves.

Recommendations to improve Communication and promote a culture of openness

Issues identified

Recommendations for improvement

Users who had not yet attended groups
were unsure what joining would entail
and who the groups were for.

Increase communications available to prospective users of the service
(see above).

While some understood the ethos of the
service and were able to attempt to
embody these, other members felt that
there was no consistent ethos.

Consider communications of key service ethos at regular intervals.
Alterations can be discussed in sessions among members and
changes agreed between members and facilitators.

Issues with groups being cancelled at
short notice and not replaced.

Communicate cancellations in advance. During periods of reduced
groups consider asking members for ideal group times to ensure
those who wish to attend can.

Lapsed members not sure of when
groups are on or how to attend.

Send out targeted communication to users who have not attended
and remind of timetable and service activities. Encourage members
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who have not attended to return to share positive learning
experiences in order to promote a sense of community.

Recommendations to improve /nvolvement and promote a culture of learning

Issues identified Recommendations for improvement
Users attend for a short period of time Encourage users to return to group when not in crisis in order to share
and then do not return. experiences and learning with others in order to promote learning and

community. Encourage users to return to reflect on bad experiences
within groups in order to promote learning.

Groups can be overcrowded and it can | Facilitators to ensure groups are structured and that every participant
be difficult for everyone to feel involved | can contribute to main forum. Increase number of weekly groups to

or have time for everyone to be ensure available groups are not over attended.

involved.

Recommendations to improve Agency and promote a culture of empowerment

Issues identified Recommendations for improvement

When faced with other members in Encourage members to learn from conflict within groups. Encourage
conflict or crisis moments, members senior members to regulate conflicts or facilitate discussions about
were likely to want facilitators to uphold | how the conflict might be managed in future groups. Facilitators to
boundaries of behaviour. Facilitators enact service ethos in setting examples.

feeling like they are expected to
manage crisis situations in groups.

Members who may not attend regularly | Encourage members to take on seniority and increased

or have lapsed did not identify a group responsibilities as they attend more groups. Promote finding identity
identity or demonstrate taking on a within the community as a key component of service ethos.

senior role within community.

Strengths and Limitations

This project had the full cooperation of the SUN Service within BHFT and provided access to
collected service data from the inception of the service in September 2020 to the time of the
analysis in April 2023. Qualitative data therefore represents experiences of the service at a
specific period when the service was faced with a reduction in facilitators due to staff leaving
and being unable to recruit which had impacted the numbers of groups being offered per

week.

All referred individuals who had contact details stored and could be contacted were invited to
participate in the project. However, while over 500 people were invited to register to
participate, only 30 people enrolled in the project. The sample size is small and therefore
limited in scope and not representative. Those who did take part are likely to have an

increased bias to recall aspects of the groups that they most recently attended.

The framework analysis that was applied allowed data to be structured and interpreted using

the pre-existing theoretical model outlined by Haigh (2013). However, while this is helpful in
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assessing the efficacy of the TC to meet emotional development needs, it limits the ability to

generate new theoretical insights and may provide an oversimplified interpretation.

Conclusions

This is one of the first qualitative studies to explore perspectives on the therapeutic
community offered by a SUN Service. It incorporates the perspectives of quantitative service
data, service users of different user status, and staff delivering SUN groups to determine
ways in which this therapeutic community might be improved. The SUN Service was
analysed through the thematic lens of the five principles of emotional development within a
therapeutic community identified by Haigh (2013). Recommendations were made to improve
attachment and belonging, containment and safety, communication and openness,

involvement and participation, and agency and empowerment.
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Abstract

Objectives: This study aimed to determine the associations between health anxiety (HA),
quality of life (QoL) and theorised cognitive biases and appraisals among individuals who
had been diagnosed with and received a successful curative treatment for prostate cancer
(PC).

Design: A cross-sectional between subjects design with three criterion groups; PC survivors
with high levels of HA and low levels of HA were compared alongside a healthy benchmark
group of men aged 50-85 with no prior cancer diagnosis and below clinical thresholds of HA.
Methods: A mixed model ANCOVA was run to determine whether there were significant
main effects of group and subscale measure of QoL and an interaction effect after controlling
for age as a covariate. One way-ANOVAs were used to compare group differences on mean
scores of demographic and descriptive variables and other dependent variables; fear of
cancer recurrence; mental defeat; dysfunctional health cognitions; responsibility beliefs. A
hierarchical regression was used to analyse potential predictors of QoL.

Results: PC Survivors with high HA reported significantly lower levels of QoL than PC
survivors who had lower levels of HA across all subscales. There were also significantly
higher levels of fears of cancer recurrence, mental defeat, inflated responsibility beliefs and
dysfunctional health cognitions among those with high-HA. HA and mental defeat were the
only significant predictors of QoL in regression model which also included age, prostate
cancer side effect symptoms and fear of cancer recurrence.

Conclusions: HA may provide a more nuanced interpretation of the psychological impacts of
being treated for PC and is associated with impaired QoL and theorised cognitive biases and

beliefs.

Keywords: Health Anxiety; Prostate Cancer; Quality of Life; Fear of Cancer Recurrence;

Mental Defeat
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Introduction

Receiving a cancer diagnosis has been found to be associated with the increased likelihood
that an individual will experience ongoing negative psychological impacts (Armes et al.,
2009; Harrison et al., 2009). While many can adjust well to life after diagnosis and treatment
for cancer, there is evidence that some individuals experience psychological distress and
impaired quality of life (QoL), meaning that psychological difficulties may become an issue
alongside physical problems post-treatment (Boyes et al., 2012). Typically, this has been
evaluated in terms of the prevalence rates of broad psychiatric diagnoses such as anxiety
and depression being elevated in those surviving cancer (Boyes et al., 2011; Kessler et al.,
2005; Niedzwiedz et al., 2019). In order to improve psychological wellbeing and QoL for the
large numbers of people surviving cancer, it is important that we develop a nuanced
understanding of the ways in which psychological processes operate to produce prolonged
psychological distress and reduced QoL in this population. This study seeks to understand
the role that health anxiety (HA) may play in impacting QoL for those living after curative

treatment for prostate cancer.

Prostate cancer and treatments

Each year in the UK over 52,000 people are diagnosed with Prostate Cancer (PC) and there
are over 410,000 men in England living after a PC diagnosis with prevalence rates predicted
to further increase (Public Health England, 2021; Smittenaar et al., 2016). The routine use of
screening tests and increased public awareness mean that increasing numbers of men are
being diagnosed with localised PC, where tumor development is confined to the prostate
gland. Diagnosed at this stage, individuals are provided a number of different treatment
options with the aim of removing cancer from the body. Options for direct treatment of
localised PC include surgery to remove the prostate (prostatectomy), brachytherapy and
radiotherapy based treatments. These treatments provide an excellent prognosis, and 10-

year survival rates are high (Office for National Statistics (ONS), 2019). However, such
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treatments often come with a range of physical side effects, such as sexual dysfunction,
urinary incontinence, urinary obstruction and irritation, bowel related symptoms, pain and
fatigue. Living with these side effects has been likened to living with a chronic disease and is

linked to impaired QoL (Lardas et al., 2017; Doyle-Lindrud, 2007; Fossa & Dahl, 2015).

Prostate cancer, psychological distress and QoL

Being diagnosed with and undergoing treatment for PC has been linked with experiencing
psychological distress which has typically been measured by experiencing symptoms of
anxiety and depression (Couper et al., 2010; De Sousa et al., 2012; Sharp et al., 2016; Watts
et al., 2014). Having increased levels of anxiety after treatment has been linked to having
lower QoL (Chien et al., 2019; Punnen et al., 2013). However, while PC patients are at more
risk of anxiety and depression than men of a similar age, not all PC patients experience such
negative psychological side effects. A number of factors such as stage of diagnosis,
treatment types and age have been demonstrated to impact levels of anxiety and depression
(Downing et al., 2019; Odeo & Degu, 2020). While the long-term physical side effects of PC
treatments are well understood, the underlying impact that it has on QoL from a
psychological perspective is not well understood (Binks et al., 2021). Limiting our
understanding of the psychological mechanisms that are associated with PC diagnosis and
treatment to categorical psychiatric diagnoses such as anxiety and depression may not be
the best way to understand the complex reactions to the development of this potentially life-
threatening condition. It is likely that a range of psychological processes like health anxiety,
fear of cancer recurrence (FCR) or mental defeat may mediate the ways in which people

respond to recovery from PC, and the associated impacts on physical functioning.

Health Anxiety
Health anxiety (HA) involves a preoccupation or excessive fear stemming from a belief that
one has a serious illness in the absence of adequate evidence (Warwick & Salkovskis,

1990). The cognitive behavioural model proposes that HA may be triggered by the
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misinterpretion of ambiguous stimuli linked to a feared illness (Salkovskis, 1996). HA is thus
characterised by exaggerated threat interpretations focused on one’s present and future
health (Rachman, 2012). Enduring beliefs about health interact with health-relevant
information to produce a sense of enduring threat (Salkovskis & Warwick, 1986; Warwick &
Salkovskis, 1990). Those vulnerable to HA are hypothesised to have lowered thresholds for
making threat-related (mis)interpretations and misattributions. The resulting anxiety can
cause a range of behavioural, attentional, affective and physiological responses which serve
to maintain threat appraisals such as increased monitoring for bodily variations, emotional
and situational avoidance, excessive reassurance-seeking and dysfunctional cognitions

about health (Halldorsson & Salkovskis, 2017, 2023; Salkovskis et al., 2003).

HA processes have been identified in anxious patients with physical health problems such as
those with cardiac problems who make catastrophic somatic attributions for bodily sensations
which are congruent to their underlying condition (e.g. interpretating a raised heart rate as a
sign of a heart attack) (Ratcliffe et al., 2006). It has also been identified as a mediating
process in patients with chronic conditions such as Multiple Sclerosis (MS), where HA was
associated with reduced QoL, and to be elevated in those who have had a successful cancer
treatment (Carrigan et al., 2018; Hayter et al., 2016; Jones et al., 2014). It may then be the
case that HA interacts with the chronic physical symptoms associated with PC in order to
maintain a sense of threat from their treated cancer serving to increase psychological

distress, reduce QoL and increase the perception that their cancer may recur.

Catastrophising can also manifest as MD where the focus is on the way in which physical
problems adversely impact on an individual’'s social identity and status. MD has been linked
to increased psychological distress in those living with chronic health conditions such as
chronic pain (Hazeldine-Baker et al., 2018; Tang et al., 2007, 2010). It is characterised as
self-catastrophising that is linked to negative thoughts and beliefs surrounding a loss of the

one’s identity, agency, autonomy and self-concept in relation to social role (Tang et al.,
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2007). It has also been studied in those who have survived other cancer types where it has

been identified as a significant predictor of psychological distress (KoSir et al., 2020).

Other psychological factors implicated in impaired QoL

Responsibility beliefs: A response linked to threat interpretations is having inflated beliefs of
responsibility to prevent harm (Gustavsson et al., 2021; Gustavsson et al., 2022; Salkovskis,
1985). Inflated appraisals of responsibility to prevent harm have been demonstrated to be a
key concept in the maintenance of Obsessive Compulsive Disorder (OCD) (Salkovskis,
1985). Links to HA have been empirically observed in research which has shown the
associations between responsibility beliefs and clinical HA and the symptoms of generalised

anxiety disorder (Avard & Garratt-Reed, 2021; Melli et al., 2014).

Fear of cancer recurrence (FCR) is conceptualised here as a highly specific form of HA. FCR
is common in those living post-treatment for cancer and has also been related to HA in
cancer patients (Grassi et al., 2004; Jones et al., 2012, 2014; Stark et al., 2002). FCR is the
fear or worry that the disease will return or progress in the same organ or in another part of
the body (Lebel et al., 2016). While normal levels of FCR can promote adequate threat-
monitoring behaviour, high levels of FCR could be regarded as a problematic type of
misinterpretation linked to HA (Maheu et al., 2021). FCR has been found to be associated
with increased reassurance-seeking behaviours, impaired QoL and psychological distress
(Koch et al., 2014; Thewes et al., 2018). It has been estimated that a third of PC survivors
experience elevated FCR, and it has been identified as the most common unmet cancer
need after treatment, linked with lower QoL and increased symptom burden (James et al.,

2022; van de Wal et al., 2016).

74



Aims

The aim of the present study is to examine the psychological factors associated with
impaired QoL in those who have received curative treatment for their PC. PC survivors with
relatively low levels of HA will be compared with those with high levels of HA and
benchmarked against a group of men of a similar age with no cancer history and subclinical
HA. It is predicted that elevated HA will be associated with reduced QoL and increased levels

of FCR and mental defeat.

Hypotheses
71 The High-HA group will have significantly lower mean scores on measures of QoL,
higher scores of FCR and mental defeat relative to Low-HA and healthy benchmark
groups.
71 The High-HA group will have significantly higher mean scores on measures of
dysfunctional health cognitions and inflated responsibility beliefs relative to Low-HA

and benchmark groups.

Method

Design
A quantitative cross-sectional between-subjects design was used where participants were
allocated into three groups based on whether they had received a PC diagnosis and their
scores on the Health Anxiety Inventory (HAI).
71 Group 1: Individuals who have completed curative treatment for PC with high levels of
HA (High-HA).
71 Group 2: Individuals who have completed curative treatment for PC with low levels of
HA (Low-HA).
71 Group 3: A healthy benchmark group of men aged between 50 and 85 years without

a diagnosis of cancer past or present and who are below the clinical cutoff for HA.
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Procedure

The study was designed with involvement of individuals who had been diagnosed and
received treatment for prostate cancer through a number of discussions. Ethical approval
was obtained from the Central University Research Ethics Committee (CUREC) at the
University of Oxford (REF: R88678/RE001) in October 2023 (Appendix C.4.). Participants
were recruited between November 2023 and March 2024 using social media, direct contact
with PC support groups, and charity organisations across the UK. Inclusion criteria for being
eligible to participate in the research was the capacity to provide informed consent, and the
ability to read and understand English. Eligibility criteria for the PC group included being
aged 18 years or older, having received a diagnosis of PC, having undertaken curative
treatment for PC (e.g. surgery; radiotherapy; brachytherapy) and to not have had a
recurrence of cancer. Inclusion criteria for the HC group were to be a male, aged 50 to 85
years, and to not have received a diagnosis of cancer past or present. Participants were
directed to the Qualtrics XM Online survey platform and those who gave informed consent

proceeded to undertake the study.

Power

Published research on HA was consulted to determine the effect sizes which had been
reported between independent and dependent study variables. There were no existing
studies which studied HA in individuals following a PC diagnosis. HA has shown to be related
to QoL between groups of those reporting high-HA and low-HA in a Multiple sclerosis sample
with a large effect size (d=1.56) (Hayter et al., 2016). HA has been linked with moderate
effect sizes to HCQ (r=.22-.48) and responsibility beliefs (r=.28) (Hadjistavropoulos et al.,
2012; Melli et al., 2014). Based on this we adopted a conservative approach to our power
calculation aiming to be able to detect small effect sizes on group differences for hypotheses
testing. To determine the required sample size to test the hypotheses a power analysis was

conducted based on the primary hypothesis, which employs a mixed-model ANCOVA. This
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determined a sample size of 177 (59 per group) was required to detect an interaction with a
small effect size (Cohen's f=.1) with .9 power at alpha level 0.05 for 3 groups and 4
measures. A power calculation for an exploratory regression analysis determined a sample
size of 160 was required to detect a medium effect size (f2=0.15) using up to 8 predictor

variables with 0.95 power with an alpha level of 0.05.

Measures
Demographic information was collected on age, ethnicity, marital status, education,
employment and country of the UK. PC demographics included stage of cancer at diagnosis,

year of diagnosis, treatment types and year of treatment.

Health Anxiety Inventory (Short-Form): The HAI is a short 14 item self-report questionnaire
with higher scores indicating higher levels of HA. The HAI short form is a reliable and valid
measure with comparable psychometric properties to the full-length scale, good internal
consistency («=0.95) and test-retest reliability (Salkovskis et al., 2002). Previous research
has established that scores of 215 represent elevated levels of HA and scores of 218
represents a clinically significant threshold (Osterman et al., 2022; Rode et al., 2006).

Cronbach’s alpha in the current study was «=.905.

Quality of Life Index (QLI): This scale assesses participants satisfaction and relative
importance of different life areas in 33 items with higher scores (0-30) indicating higher QoL
(Ferrans & Powers, 1992). The scale designed for cancer populations was used in this study.
The scale includes 4 subscales to measure QoL across different domains: health and

functioning, social and economic, psychological/ spiritual, and family. Reliability has been
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demonstrated as high in cancer patients with Cronbach Alpha levels of over 0.9 being

observed (Ferrans, 1990). Cronbach’s alpha for this study a=.954.

Fear of Cancer Recurrence Inventory-(Short Form) (FCRI-SF): This measure was used to
assess the presence and severity of intrusive thoughts associated with FCR. The scores
range from 0-36, with the higher scores representing higher levels of FCR («=.95) (Simard &

Savard, 2009). ¢=.89 in this study.

Worries About Recurrence and Progression Scale (WARPS): This is a transdiagnostic
measure of fear of recurrence or progression (FRP). It has demonstrated good construct
validity and reliability in a recent validation paper («=.96) (Sharpe et al., 2023). Scores range

from 18 to 90. @=.976 in this study.

Responsibility Attitude Scale (RAS): This scale assesses general attitudes about
responsibility for harm («=.93) (Salkovskis et al., 2000). The score ranges from 26 (low
responsibility attitudes) to 182 (high responsibility attitudes). Cronbach’s alpha for this study

a=.942.

Health Cognitions Questionnaire (HCQ): The HCQ is a 20-item measure that assesses
Salkovskis and Warwick’s (2001) four health-related dysfunctional beliefs suggested to
underpin HA (Hadjistavropoulos et al., 2012). The four HCQ scales are as follows with

reported reliability in validation paper and in this study: Difficulty Coping (¢=.91; «=.88);
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Medical Services Inadequacy (a=.81; «=0.83); Likelihood of lliness («=.75; a=.71); and

Awfulness of lliness (a=.76; a=.8).

The Pain Self Perception Scale (PSPS): The original PSPS assesses perceptions of mental
defeat associated with a recent episode of intense pain and has excellent reliability («=.98)
(Tang et al., 2007). Higher scores (24-96) represent the higher levels of mental defeat. =.98

in this study.

General Anxiety Disorder-7 (GAD-7): This is a 7-item questionnaire measuring anxiety

symptoms with good reliability «=.92 (Spitzer et al., 2006). «=.93 for this study.

Patient Health Questionnaire (PHQ-8): This is an 8-item measure of depressive symptoms

with high reliability «=.89 (Kroenke et al., 2001, 2009). «=.905 for this study.

European Organisation for Research and Treatment of Cancer (EORTC) QoL Prostate
Module (EORTC-QLQ-PR25): This measure assesses specific PC physical functioning
across six outcome domains in 25 items with mostly adequate reliability. The domains are
urinary symptoms («=.86), use of incontinence aids, bowel symptoms («=.53), hormone
treatment related symptoms (a=.41), sexual activity («=.85) and sexual functioning («=.70)

(van Andel et al., 2004). «=.824 for this study.

Analysis Plan
Data was imported into IBM SPSS (Statistical Package for the Social Sciences, Version 29)
for analysis and checked for missing data. Data was tested for linearity by assessing

scatterplots, homogeneity of regression slopes by assessing interaction terms were not
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significant and the normality of distribution of dependent variables was assessed using the
Shapiro-Wilk test. Using Shapiro-Wilk test the assumption of normality was violated but due
to the sample sizes of each group being over 30 it was assumed using Field’s (2018) advice
on central limit theorem that the data would be normally distributed. Assumptions of
homoscedasticity of error variances were assessed as was homogeneity of variances using
Levene’s test. Outliers on scored variables were assessed through inspection of
standardised scores. Values for outliers exceeding a value of £3.29 were capped to a value
within £3.29 using a z-score calculation following Field’s guidelines (see Appendix C.3. for

overview of numbers of outliers on each measure and group) (Field, 2018).

Group determinants

High-HA and Low-HA groups were created from the participants who had received curative
treatment for PC using scores on the HAI. Cut off scores were determined based on using an
enhanced median split which used the standard error of measurement (SEM) to calculate
thresholds for groups based on median scores +1.96 SEM. This meant that group thresholds
of scores of <7 for the Low-HA group, and 216 for the High-HA group were selected as this
meant that there was a 95% confidence interval between those within the groups. The
recruitment strategy for the healthy benchmark group resulted in a sample with high levels of
elevated HA. To address this, those scoring above the clinical threshold for HA (HAI 218)
were removed from analysis. The remaining sample for the healthy benchmark group still
had 9% with elevated HA (HAI =215) which was comparable to those in other older adult
studies which estimate that between 3%-10% of older adults have elevated rates of HA

(Boston & Merrick, 2010; EI-Gabalawy et al., 2013).

Hypothesis testing
The High-HA, Low-HA and HC groups were compared using one way ANOVA on dependent
variables. Post hoc tests (Tukey HSD) were used to determine where differences in mean

scores were on dependent variables across groups. If Levene’s test of homogeneity of
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variances was violated a one-way Welch ANOVA was used and Games-Howell post hoc
tests used. A mixed-model ANCOVA was conducted to test the primary hypothesis for QOL
with the analysis groups as a between-subjects factor, the mean QoL subscale scores as a
within-subjects factor and age as a covariate. When Mauchly’s Test of Sphericity was
violated a Greenhouse-Geisser correction was applied. Where an interaction effect was
found simple main effects were explored using ANOVA and post-hoc tests. Finally, a

hierarchical multiple regression was performed to determine predictors of QoL.

Results

A total of 414 participants provided informed consent to participate in the study. This included
290 individuals who had been diagnosed with PC, but as a number did not meet eligibility
criteria (14 had not undertaken curative treatment; 35 were still living with cancer; 2 were not
living in UK) a total of 239 participants diagnosed with PC completed the study and were
included in the analysis. A total of 124 individuals who had never been diagnosed with
cancer provided informed consent. After exclusions for not meeting eligibility criteria (2 who
were not living in the UK) and 22 who scored above the clinical threshold for HA, a

benchmark group of 100 men aged 50-85 were included in analysis.

Demographic analysis

Table 3.1 represents the demographic information of all groups involved in the analysis.
Tests between groups were conducted between High-HA (n=61) and Low-HA (n=69) groups,
and where appropriate with the healthy benchmark group. On demographic variables, there
were significant differences between groups on age, whether living in England and on the
proportions retired. Between the High-HA and Low-HA PC groups there were significant
differences on age at diagnosis, urinary symptoms, bowel symptoms, sexual functioning and
hormone treatment related symptoms. One-way ANOVAs also revealed statistically

significant differences among groups on levels of anxiety and depression.
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Table 3.1

Demographics, Prostate cancer variables, outcomes of participants by group

Characteristic AllPC PC Low PC High Healthy Statistic
survivors Health Health benchmark
(n=239) Anxiety Anxiety group
(HAI<8) (HAI>15) (n=100)
(n=69) (n=61)
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Fory*ort

Age (y) 69.36 71.80 (6.61)°t | 66.28 (7.78)* | 66.25(6.99)° F2,227) = 14.69,

(7.44) p<0.001
UK Country (% 93.7% 95.7% (66)2 90.2% (55)2 70.0% (70)° | x(z=22.07, p<0.001
England) (n) (224)
Educational (% 44.4% 46.4% (32) 41.0% (25) 54.0% (54) Xy~ 2.71, p=0.26
University) (n) (106)
Marital status (% 88.3% 88.4% (61) 88.5% (54) 78.0% (78) X2=4.58, p=0.1
Married or living (211)
with partner) (n)
Employment (% 74.1% 87.0% (60)2 60.7% (37)° 66.0% (66)° | x= 12.88, p=0.002
Retired) (n) (177)
Ethnicity (% 95.4% 98.6% (68) 98.4% (60) 99.0% (99) X@2=0.14, p=0.93
White) (n) (228)
Years since 5.75 (4.73) 6.41 (4.52) 5.23 (4.56) t(128)= 1.47, p=0.14
diagnosis
Age at Diagnosis 63.59 65.39 (6.28)2 61.00 (7.90)° t(128)= 3.53, p<0.001

(6.89)
Years since 4.45 (4.16) 5.00 (4.19) 4.11 (4.01) tazn= 1.23, p=0.22
finished treatment
Treatment type:
Active Surveillance/ | 19.7% (47) 23.2% (16) 11.5% (7) Xy= 3.05, p=0.08
monitoring
Prostatectomy — 64.0% 65.2% (45) 60.7% (37) X = 0.29, p=0.59
surgery to have the (153)

prostate removed

Brachytherapy 10.5% (25) 10.1% (7) 3.3% (2) Xy=2.37, p=0.12
Radiotherapy 38.5% (92) 43.5% (30) 47.5% (29) Xay=0.22, p=0.64
Hormone treatment } 33.1% (79) 31.9% (22) 44.3% (27) X=2.11, p=0.15
Chemotherapy 2.9% (7) 1.4% (1) 4.9% (3) Xy=1.31, p=0.25
Clinical Trail 4.2% (10) 5.8% (4) 6.6% (4) Xy= 0.03, p=0.86
Other 3.8% (9) 4.3% (3) 0% (0) Xy =2.72, p=0.1
Number of 1.72 (0.91) 1.80 (1.01) 1.72 (0.82) t(128)= 0.47, p=0.64
Treatments
Urinary Symptoms | 1.71 (0.51) 1.55 (0.43)? 1.99 (0.56)° t(128)= -4.99, p<0.001
Bowel Symptoms 1.24 (0.34) 1.15 (0.24)? 1.44 (0.48)° t(128)= 4.3, p<0.001
Hormone 1.47 (0.44) 1.34 (0.34)? 1.74 (0.48)° t(128)= -5.47, p<0.001
Treatment
Symptoms
Sexual Activity 2.65 (0.87) 2.73 (0.84) 2.80 (0.90) t(128)= -0.41, p=0.68
Sexual 2.78 (0.84) 2.52 (0.70)2 3.19 (0.77)° t(g0)= -4.1, p<0.001
Functioning
Incontinence aid 1.76 (0.86) 1.70 (0.70) 2.00 (1.00) tsa=-1.26, p=0.21
Anxiety (GAD7) 4.04 (4.70) 1.08 (1.95)° 8.31 (5.15)° 3.07 (3.55)° Welch’s F; 1256) =
57.03, p<0.001
Depression 4.47 (4.64) 1.85 (2.74)? 9.16 (5.39)° 3.59 (4.25)° Welch’s F; 1311y =
(PHQ8) 45.82, p<0.001
Health Anxiety 12.16 4.87 (1.76)? 21.28 (4.41)° 8.11 (4.24)° Welch’s F; 1245 =
Inventory (HAI) (6.71) 372.45, p<0.001

fab.c Different lettered superscripts indicate significant differences between groups (p<.05); having the same
superscript indicates a non-significant difference.
PC=Prostate Cancer; SD= Standard Deviation
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Primary Hypothesis: QoL and HA

QoL was analysed in a 3 x 4 mixed-model ANCOVA with group (3) as a between-subjects
factor, the mean QoL subscale (4) scores as a within-subjects factor and age as a covariate
to determine whether QoL domains affected the relationship between groups and QoL. The
assumption of sphericity was violated as Mauchly’s test of sphericity, (X?5=55.01, p<0.001)
meaning a Greenhouse-Geisser correction was applied (¢=0.865). The main effect of QoL
subscale was not significant (F., 573.75=1.6, p=0.192), but group was (F2,221)=38.7, p<0.001).
This effect was modified by a significant subscale x group interaction effect (Fs.19,

573.75=14.01, p<0.001, partial n?=0.11) (Figure 3.1).

As the interaction effect was significant across groups, simple main effects ANOVAs were
run to determine whether there were significant differences across the analysis groups on the
individual subscales. There were statistically significant differences between groups on each
subscale (Table 3.2, Figure 3.1). Post hoc tests revealed that there were significant
differences between all the groups on each subscale aside from the family subscale where

there were no significant differences between PC Low-HA group and healthy benchmarks.

Figure 3.1 — Graph of group by subscale interaction for QoL Subscales with age as
covariate
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Table 3.2

Descriptive statistics of dependent variables and group comparisons

Characteristic AllPC PC Low PC High Healthy Statistic
survivors Health Health benchmark
(n=239) Anxiety Anxiety group
(HAI<8) (HAI>15) (n=100)
(n=69) (n=61)
Mean (SD) | Mean (SD) Mean (SD) Mean (SD) Fort
Primary hypothesis: Quality of Life (QoL)

Quality of Life 22.28 25.34 17.90 (4.99)° | 22.64 (4.65)° | Welch's F(; 1357, = 51.09, p<0.001
Total Score (QLI) (4.66) (3.11)71
Health and 21.30 24.97 (3.35)% | 16.02 (5.40)° | 22.17 (5.21)° | Welch’s F(; 135 95)= 62.53, p<0.001
Functioning (5.38)
Subscale
Social and 23.67 25.65 (3.38)7 | 21.03 (5.16)" | 23.52 (4.24)° | Welch's F(;1336,)= 18.83, p<0.001
Economic (4.46)
Subscale
Psychological/ 21.46 25.49 (3.92)7 | 15.87 (6.71)° | 21.86 (6.20)° | Welch's F(; 13461y= 49.63, p<0.001
Spiritual (6.10)
subscale
Family Subscale 2419 25.74 (3.58)7 | 21.43 (6.00)° | 24.10 (5.65)* | Welch’s F(; 133 69y= 12.28, p<0.001

(4.95)

Co-Primary hypotheses: Fear of Cancer Recurrence and Mental Defeat

Fear of Cancer 14.55 8.95(5.01)2 | 21.26 (6.12)° t(128)= -12.6, p<0.001
Recurrence (7.24)

(FCR)

Fear of cancer 51.41 33.71 67.85 t(128)= -15.64, p<0.001
recurrence or (17.86) (13.27)2 (11.39)°

progression

(WARPS)

Mental Defeat 10.25 2.8 (6.47) 26.89 13.11 Welch’s F; 117.6) = 41.53, p<0.001
(PSPS) (15.05) (23.25)° (16.97)°

Secondary hypotheses: Responsibility Appraisals & Dysfunctional health cognitions

Responsibility 84.08 71.43 103.82 85.41 F2,227) = 24.202, p<0.001

Beliefs (RAS) (27.62) (23.73)2 (27.78)° (27.53)°

Health 58.41 51.36 (8.29)? | 66.55 (8.99)° | 58.43 (9.02)° | Welch’s F2,1382)= 49.53, p<0.001

Cognitions (10.07)

Questionnaire

Total Score

(HCQ)

HCQ: Difficulty 21.01 18.03 (4.63)2 | 24.79 (4.48)° | 21.23 (4.59)° F2,207=36.65, p<0.001

Coping (4.86)

HCQ: Medical 10.29 9.06 (3.6)? 11.43 (3.23)° | 11.19 (2.95)° F,201=11.54, p<0.001

Services (3.55)

HCQ: Likelihood 12.70 11.25 (2.46)7 | 14.56 (2.23)* | 12.09 (2.6)° F2,207=31.58, p<0.001
(2.64)

HCQ: Awfulness 14.43 13.03 (3.18)2 | 15.79 (2.07)° | 13.92 (3.24)2 | Welch's F2,144.7=20.58, p<0.001
(2.69)

fab.c Different lettered superscripts indicate significant differences between groups (p<.05); having the same
superscript indicates a non-significant difference.
SD=Standard Deviation; Prostate Cancer; QLI=Quality of Life Index; HCQ=Health Cognitions Questionnaire
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Co-Primary Hypothesis: Fear of Cancer Recurrence and Mental Defeat

An independent samples t-test indicated that levels of FCR were higher in those with High-
HA compared to those with low-HA with a statistically significant difference (f126)=-12.6,
p<0.001, d=2.2). The same test was also run using the WARPS measure of FCR or
progression. The result was also statistically significant (¢128=-15.64, p<0.001, d=2.76) with

the High-HA group having higher mean scores of FCR as measured on the WARPS.

A one-way ANOVA found that there were significant differences between the three groups on
the reported levels of mental defeat (Welch’s F(2,1176=41.53, p<0.001). Post-hoc tests
revealed that there were significant differences between the mean scores of all groups, with
the Low-HA group having lower scores of mental defeat compared to the High-HA group and

healthy benchmark group.

Secondary Hypothesis: Responsibility Beliefs and Dysfunctional Health Cognitions
One-way ANOVA found that there were significant differences between the mean scores of
responsibility beliefs across the analysis groups (F2227=24.20, p<0.001) with significant

differences between all groups (Table 3.2).

Dysfunctional health cognitions were analysed in a mixed-model ANCOVA with group as a
between-subjects factor, the mean HCQ subscale scores as a within-subjects factor and age
as a covariate to determine whether HCQ subscales affected the relationship between
groups and overall ratings of dysfunctional health cognitions. Mauchly’s test of sphericity was
violated (X?=29.77, p<0.001), meaning a Greenhouse-Geisser correction was applied
(e=0.922). The main effect of HCQ subscale was significant (F.76, 625.25=5.33, p=0.002) and
the main effect of group was also significant (F2,206)=45.92, p<0.001). This effect was
modified by a significant subscale by group interaction effect (Fs 53, 625.25=10.09, p<0.001,

partial n?=0.08). Analysis of simple main effects using one-way ANOVA demonstrated
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significant differences across groups on each subscale with post hoc tests showing that only

the difficulty coping scale had differences between all groups (Figure 3.2, Table 3.2).

Figure 3.2 - Graph of group by subscale interaction for HCQ Subscales with age as
covariate

Mean HCQ Subscale scores by Group with Age as covariate (error bars 95% Cl)
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Predicting QoL in those living post-PC

In an exploratory analysis a hierarchical linear regression model was run to assess the
significant predictors of QoL in all participants who were living after curative treatment for PC
(n=239). The predictors included age (step 1), PC physical symptoms (step 2), health
anxiety, mental defeat (step 3) and FCR (step 4). The final model accounted for 57% of the
variance in predicting QoL (Adj. R?=.574) which was significant (F(s230=41.06, p<0.01) with a
large effect size #=1.43. In the final model, only HA (8=-0.26, p<0.01) and mental defeat (8=-

0.15, p<.001) were significant predictors.
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Table 3.4

Hierarchical multiple regression analysis to predict Quality of Life (QLI Total Score)

B t p R? Adj. R? A R? F(k,238-x) AFp P P
Step:
1 15.34 5.47 <0.001 0.026 0.021 0.026 6.20 0.013 0.013 0.03
Age 0.1 2.49 0.013
2 24 .45 8.55 <0.001  0.211 0.194 0.185 12.45 <0.001 <0.001 0.27
Age 0.108 2.945 0.004
Sexual activity -0.625 -1.977 0.049
Urinary symptoms -2.139 -3.448 0.001
Bowel symptoms -2.091 -2.152 0.032
HRT symptoms -1.163 -1.565 0.119
3 30.42 14.07 <0.001 0.588 0.575 0.377 47.07 <0.001 <0.001 1.43
Age -0.024 -0.870 0.385
Sexual activity -0.340 -1.464 0.145
Urinary symptoms -0.471 -1.013 0.312
Bowel symptoms -0.671 -0.942 0.347
HRT symptoms 0.399 0.725 0.469
Health Anxiety -0.246 -6.357 <0.001
Mental defeat -0.145 -8.332 <0.001
4 30.28 13.825 <0.001 0.588 0.574 0.00 41.06 0.67 <0.001 1.43
Age -0.024 -0.836 0.404
Sexual activity -0.329 -1.405 0.161
Urinary symptoms -0.473 -1.015 0.311
Bowel symptoms -0.674 -0.945 0.346
HRT symptoms 0.365 0.655 0.513
Health Anxiety -0.256 -5.699 <0.001
Mental defeat -0.145 -8.327 <0.001
Fear of Cancer 0.016 0.425 0.671

Recurrence

QLI=Quality Life Index; Sexual Activity = EORTC QLQPR25 Sexual activity subscale; Urinary Symptoms=EORTC QLQPR25

Urinary symptoms subscale; Bowel symptoms= EORTC QLQPR25 Bowel symptoms subscale; HRT Symptoms = EORTC
QLQPR25 Hormone Related Treatment Symptoms; Health Anxiety = Short Health Anxiety Inventory; Mental defeat = Pain Self

Perception Scale; Fear of Cancer Recurrence = Fear of Cancer recurrence scale.
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Discussion

This study examined factors associated with QoL outcomes in those who have received
curative treatment for PC. Among PC participants High-HA was associated with impaired
QoL and increased FCR. There were also higher levels of adherence to dysfunctional beliefs
on health, beliefs of responsibility to prevent harm and mental defeat in the high-HA
compared to low-HA groups and healthy benchmark groups. It was also found that HA and
mental defeat were the only statistically significant predictors of QoL after age, physical side

effect symptoms and fear of cancer recurrence were accounted for.

The findings suggest that HA and linked constructs may play an important and specific role in
contributing to the psychological distress found in those living after treatment for PC
(Brunckhorst et al., 2021; Dinesh et al., 2021). This study provides a more nuanced
approach to understanding the psychological impacts of PC than previous studies, which
have focused on broad categories of anxiety and depression (De Sousa et al., 2012; Duarte
et al., 2022; Sanchez Sanchez et al., 2020; Watts et al., 2015). Like other studies focusing
on the psychological impacts of PC, this has found that adverse psychological outcomes are

associated with poorer QoL (Chien et al., 2019; Irusen et al., 2022; Pan et al., 2023).

Also in this study, higher levels of HA were associated with increased rating of impacts of the
physical side effects of treatment such as urinary, bowel and hormone treatment related
symptoms. Like other studies, this could demonstrate that the impacts of the physical side
effects of treatments of PC contribute to poorer QoL and increased psychological distress or
vice versa (Dinesh et al., 2021; McAteer & Gillanders, 2019; Punnen et al., 2013). This study
also suggests links between FCR and PC and found that those with higher HA also had
higher levels of FCR (James et al., 2022; Parker et al., 2016; Sevier-Guy et al., 2021).
However, this study also illustrated that once HA and mental defeat were taken into

consideration, FCR was no longer a significant predictor of QoL. This may be due to the
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overlapping aspects of the constructs of FCR and HA which have been identified in breast
cancer research such as anxious preoccupations determined by illness representations and

increased vigilance to somatic sensations (Maheu et al., 2021).

The findings also show that HA is a significant predictor of QoL after accounting for the
impacts of physical symptoms. This is similar to research among participants who have other
clinical health problems which include physical symptoms (Carrigan et al., 2018; Hayter et
al., 2016; Jones et al., 2012, 2014). Hayter et al., (2016) found that HA impacted on QoL in
patients with Multiple Sclerosis (MS) and this remained so after accounting for physical
disability and cognitive impairments linked to MS. That study found that misinterpretations of
bodily sensations and cognitive performance were linked to higher HA - a finding consistent
with the cognitive model of the maintenance of persistent HA (Salkovskis & Warwick, 1986;
Warwick & Salkovskis, 1990). In the study reported here it may be that a sense of enduring
threat to health was perceived based on the misinterpretation of physical urinary, bowel or
hormone symptoms as catastrophic. As a type of self-catastrophising, higher levels of mental
defeat was also associated with higher HA within those with PC similar to the findings of
previous cancer research (Kosir et al., 2020). The cognitive model of HA also hypothesises
that dysfunctional beliefs about health maintain elevated HA, and this study has shown that
this may be so for individuals living post-treatment for PC (Fergus, 2014). The hypothesised
links between inflated beliefs about one’s responsibility to prevent harm and higher levels of
anxiety were also confirmed in this study as those with higher levels of HA had higher levels

of responsibility appraisals (Avard & Garratt-Reed, 2021; Gustavsson et al., 2021).

Limitations

The study is limited in that it is an observational study and causality cannot be assumed. The
sampling strategy relied on using existing networks of PC support groups and charities and
individuals who are involved with such groups may not be representative of the wider

population of PC survivors. The study sample’s demographics demonstrate that there were
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few men of non-white ethnicities who participated and they may experience different
psychological responses to PC (Consedine, 2012). The sampling strategy used to recruit a
healthy benchmark group relied upon responses to social media advertisements concerning
a study on health anxiety. This resulted in a more health anxious sample of older males and
therefore the benchmark group was capped at HAI scores of 18, the identified clinical
threshold in previous research (Osterman et al., 2022). Despite this, the rates of those with
elevated HA for the healthy benchmark group included here were similar to prevalence rates
in other studies (Boston & Merrick, 2010; El-Gabalawy et al., 2013). For hypothesis testing
on subscales which measured different aspects of QoL and dysfunctional health cognitions in
we used a mixed-model approach. When testing within and between subject effects of
repeated similar measures a mixed-model methodology is equivalent to using a MANOVA
model especially in large sample sizes such as this as both approaches rely on the same
underlying statistical assumptions (Huang, 2020; Schuster & Lubbe, 2015). A further
limitation to the study is that it did not control for confounding factors such as the impacts of
other physical health conditions which are highly prevalent in older adults. Future studies
might seek to include a measure of any long-term physical conditions that may impact on HA

or QoL.

Research Implications

As this study demonstrates the links between HA and QoL in those living after successful
curative treatment for PC, future studies might seek to determine whether clinically reducing
HA or FCR can improve QoL for those surviving PC. In addition to physical threats from side
effects or cancer return, social threats or impairments to social roles (e.g. through fears of
incontinence, impairments of intimacy or masculinity) may be important to examine. Similarly,
targeting populations with demographic differences may provide more insight into how health
anxiety may impact on QoL for those with advanced forms of PC, individuals who are
diagnosed at a comparably younger age, or for those of different ethnic or cultural

backgrounds.
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Clinical implications

The results of this study highlight the need to recognize and screen for health specific forms
of anxiety in those living after treatment for PC. The National Institute for Clinical Excellence
(NICE) guidelines for improving supportive care for adults with cancer recommends a four-
level model of professional psychological assessment and intervention for those living with
cancer (National Institute for Clinical Excellence (NICE), 2004). They suggest that at levels 1
and 2, all health and social care professionals involved in the care of those living with cancer
should be able to recognise psychological distress. It suggests that more severe
psychological distress at levels 3 or 4 should be assessed by a variety of psychological
specialists. HA is not routinely screened for at any level of care so as an initial step ensuring
trained and accredited psychological specialists incorporate specific screening for HA into
their assessment of those living after a cancer diagnosis. For those who do have high levels
of psychological distress following treatment for PC, interventions like CBT which target the
cognitive biases and beliefs associated with the maintenance of HA might be an effective
form of treatment. CBT has been shown to be an effective treatment for HA and for those
who are living with the management of chronic illnesses (Cooper et al., 2017; Petricone-
Westwood et al., 2019). A large scale randomized controlled trial (RCT) which introduced
screening for HA in general hospital clinics by physical health professionals for those seeking
treatment for a range of physical health problems (Tyrer et al., 2011; Tyrer et al., 2017).
Those who were identified using the HAI to have clinically significant HA were offed the
chance to participate in a trail of delivering CBT for HA by a range of healthcare
professionals. The results found that CBT was a highly effective treatment for HA when
compared to standard care with lasting benefits after 5 years follow up. This illustrates the
importance of screening and if oncologists, urologists, cancer nurses or GPs were able to
introduce screening for HA in those with PC at diagnosis, treatment completion, or a follow-
up PSA test appointment, those who had elevated levels of HA could be referred for targeted

and specialist CBT treatment.
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Conclusions

This study demonstrated that some individuals who live after successful curative treatment
for prostate cancer have high levels of HA and that this may adversely impact on their QoL.
HA was associated with increased FCR and mental defeat as well as theorised cognitions
such as dysfunctional beliefs about health and inflated responsibility appraisals. HA and
mental defeat were the only significant predictors to QoL after accounting for the impacts of
the physical side effects of treatment. As HA and these appraisals can be targeted through
CBT treatments, it offers an opportunity for targeted interventions to improve QoL for those

living after treatment for PC.
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Executive Summary

The impact of health anxiety after curative treatment for prostate cancer: Quality of

life, fear of cancer recurrence, cognitive maintenance processes and mental defeat.

What did we study and why?

[

Prostate cancer is the most common form of cancer among males in the UK and with
improvements in, and awareness of, the importance of testing, more people are being
diagnosed with early stage prostate cancer and can undertake a form of curative
treatment.

Previous research into the psychological impacts of being diagnosed with and treated for
prostate cancer show that it is a psychologically distressing experience that is linked with
high rates of anxiety and depression. We think that this psychological distress might be
more specific than these two broad categories through which it has typically been
studied. We designed this study to find out whether health anxiety, a specific type of
anxiety which is focused on perceived threats to one’s health, may be an important issue
for those who undergo this experience.

Based on the Cognitive Behavioural theoretical understanding of what maintains health
anxiety, we think that some of those who have had treatment for prostate cancer may
have elevated levels of perceived threat to their health and may interpret some of the
physical side effects of their treatment as indicating an ongoing threat to their health.
Previous studies of health anxiety have linked it to resulting in lower quality of life (QoL)
for individuals who have elevated levels so, we predicted that this link would also exist
within those living after prostate cancer with elevated health anxiety.

The type of thinking bias associated with health anxiety is a specific form of

catastrophising linked to health, and we therefore believed that those who had elevated
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forms of this may have similar forms of catastrophising in other psychological processes
such as fear of cancer recurrence and mental defeat.

In addition to this we also thought that health anxiety would be linked to some of the
thinking styles which are theorised to contribute to it. These included having
dysfunctional beliefs about health such as not being able to cope if you got a serious
illness, or that the doctors around you would not be able to help you. Similarly, health
anxiety has been linked to having beliefs about your responsibility to prevent harm, and
we wanted to test this theory in this study.

This is important because a type of psychological therapy known as Cognitive

Behavioural Therapy (CBT) can target these types of thinking patterns.

What were our aims?

[

[

We wanted to test whether health anxiety was linked to quality of life in those who were
living after a successful treatment for prostate cancer. We also tested whether health
anxiety was linked to higher levels of fear of cancer recurrence and mental defeat as we
predicted it would be.

We also wanted to test whether the thinking styles and beliefs about health and
responsibility beliefs that were theorised to underpin health anxiety were linked to those

people who had high levels of health anxiety.

What did we do?

[

[

We first went and asked the advice of some people who had lived through this
experience to see what they thought about our ideas and to get their advice on how to
proceed.

We then recruited a sample of people who had been diagnosed with prostate cancer and
received a form of curative treatment for this. We asked these people to give their

informed consent to undertake a series of questionnaires using an online survey
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platform. We calculated scores to these validated questionnaires and we looked at the
relationships and associations in the data using certain types of statistical analysis that
allowed us to be confident about when there was a significant finding.

For some of our analysis, we divided this group of people who had treatment for prostate
cancer into those who had low levels of health anxiety, and those who had high levels of
health anxiety. This allowed us to compare the relative difference that health anxiety
might play in shaping how people thought or behaved.

In order to compare these groups to individuals who did not have cancer, we also
recruited a healthy benchmark group of males who were of similar ages (50-85) but did

not have cancer or treatment.

What did we find out?

[

We found out that health anxiety was higher in those who reported worse physical side
effects of treatment for prostate cancer, and in those who had higher levels of anxiety and
depression.

We found out health anxiety was linked with impairments in quality of life as the group of
people who had higher levels of health anxiety also had lower levels of quality of life than
those who had low levels of health anxiety or our healthy benchmark group across all
quality of life domains.

We also found out that health anxiety was also linked to having elevated levels of fear of
cancer recurrence and mental defeat showing that other forms of catastrophising are
linked.

As we predicted, people with high levels of health anxiety also were more likely to have
elevated dysfunctional beliefs about health and inflated beliefs about taking responsibility

for preventing harm.
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1 We also found out that health anxiety and mental defeat were the only significant
predictors of quality of life even when we considered age and the physical side effects of

treatment.

How is this relevant?

[l This is relevant to our understanding of the specific aspects of the psychological
implications of being diagnosed with and treated for prostate cancer. This shows that
health anxiety is a significant form of psychological distress for those who get successful
treatment for prostate cancer. We also found out that high levels of health anxiety were
associated with impaired quality of life, fear of cancer recurrence and mental defeat

71 We know that treatments for psychological distress such as health anxiety can be
beneficial in helping with adjustment to life after cancer and improving quality of life. Such
treatments are underpinned by targeting changes in interpretations and beliefs
associated with health anxiety such as the interpretation of physical pain, beliefs about

health and responsibility.
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Connecting Reflective Narrative

On joining this doctoral course, my primary research interests focused on understanding the
links between traumatic experiences, PTSD and personality disorder presentations. My
secondary interests were related to factors which might influence the links between these,
like attachment, dissociation, source monitoring and cognitive and affective biases resulting
in the activation of self-schemas and identity disturbances that follow traumatic experiences.
While cognitive behavioural theory has an excellent evidence base in treating anxiety
disorders, there have been less robust theoretical links to the understanding or treatment of
severe and enduring mental health problems, such as personality disorders or complex
forms of trauma. The following research projects integrate these considerations and navigate
the intersection which can be found between cognitive behavioural theory and other

theoretical approaches to self-processing.

Service Improvement Project (SIP): | approached the Intensive Management of Personality
Disorders and Clinical Therapies Team (IMPACTT) in Berkshire NHS Foundation Trust
(BHFT) and after initial consultations with the senior leadership team, | decided to undertake
my project within the Service User Network (SUN) Team, as | found this type of service a
relatively novel form of ongoing support for individuals struggling with issues associated with
personality disorders, and | was interested in learning about its operations. My external
supervisors in the SUN team provided helpful context to guide a study that would be most
useful for the service. They helped me secure ethical clearance from the clinical audit team
within BHFT to collect data from service users, and we also involved service users in its

design through consultation.
| really enjoyed meeting and interviewing service users about their experiences and

expectations for the SUN service. | had analysed qualitative data in previous research, but

this was my first time applying a framework analysis. This type of analysis was selected in
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order to ensure that differences in experiences or perspectives of different user profiles could
be demonstrated in the final report, which was also important to the service. The theoretical
framework that was applied had potentially wider applications for our understanding of
service user pathways and what facilitates trust in any system. In Appendix B.11, | have
included some of the feedback received from the SUN Service after disseminating the
findings and recommendations. It was rewarding to know that the findings of this project were

useful to those making decisions about the service’s operation.

Theory Driven Research Project: Developing a project which focused on health anxiety
within those living after treatment for prostate cancer was a good opportunity to work with
some of the theory associated with the cognitive behavioural model, which greatly benefitted
my understanding and subsequent clinical work. Undertaking this project helped me to better
discern the cognitive behavioural model and how certain appraisals or interpretations of an
event might influence processing and outcomes. Understanding the theory specifically
clarified the ways in which cognitive and affective processing during a traumatic experience
might shape an individual’s interpretations of sensory experiences. | was interested in the
application of beliefs of inflated responsibility to prevent harm as a maintaining factor for

anxiety and wanted to test this association empirically.

Prior to the course, | had some experience working with those who had been diagnosed and
treated for prostate cancer, so | had an awareness of the unmet clinical needs of this large
group of individuals. This project sought to bring a new way of understanding psychological
distress post-treatment for prostate cancer, and through considering health anxiety, it may be
important in helping those who need support after diagnosis and treatment. Working with
charities and organisations involved in providing information and support gave the relevant
interest groups an opportunity to take part in the study. The findings illustrate robustly that
health anxiety is an important factor for men living after prostate cancer treatment, and it also

identifies a number of appraisals and beliefs that can be targeted in CBT treatment.
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Systematic Review of the Literature: Though | had limited prior experience of the literature
or theory on the psychological impacts of living with chronic pain, | enjoyed reading some of
the wider theories of pain and about the sensory experience of pain linked to cognitive and
affective processing, as well as the interpretation of pain and its meaning for the self.
Undertaking this project was also my first experience researching mental defeat - a specific
type of self-catastrophising that follows entrapment and humiliation - a process in the PTSD
literature which | had not well understood previously. My own research interests had focused
on the dissociative processes which may underpin the attribution of affect and cognitions
following traumatic experiences to self or others. However, exploring mental defeat with
Professor Paul Salkovskis helped me understand how this type of self-catastrophising may
become active in individuals who might have had a history of coping with threats to their self
from others through activating particular cognitive and affective schema, and aided my ability
to work with individuals with personality disorders. While our project focused on the threats to
self-identity from consistent chronic forms of pain, these theoretical links were of wider
relevance to my understanding of how traumatic experiences might influence processing,
particularly in relation to self and others during and after traumatic experiences. At this point
in the research process, | was also on placement in a specialist trauma service working with
individuals with Complex-PTSD and in a specialist service working with individuals with
issues associated with personality disorder presentations using mentalisation-based
treatment (MBT). An understanding that disturbances in identity may result from early
relational experiences of mental defeat and in a schema activation in order to avoid such
experiences happening again in other relationships ultimately aided my clinical work with
those who possess mentalizing difficulties. Linking this theory to clinical practice has been a
rewarding experience. | hope to continue to use research and theory in this way to ensure
that my own clinical work is underpinned by data analysis and evaluation to determine its

efficacy where possible contribute to the evidence base.
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Appendix A — Systematic Review of the Literature

Appendix A.1 — Instructions to Authors for Clinical Journal of Pain

INSTRUCTIONS FOR AUTHORS

The Clinical Journal of Pain publishes original articles in the following forms: Clinical
investigations: Present results of original clinical research. Case reports: Case reports are
no

longer accepted for publication in Clinical Journal of Pain of June 13,

2013. Reviews: Comprehensive surveys covering a broad area. They consolidate old ideas
and may suggest new ones. They must provide a critique of the literature. Special articles:
On subjects not easily classified above (e.g., articles on history, education, demography,
ethics, socioeconomics, etc.). Letters to the editor: These may offer criticism of published
material, but must be objective, constructive, and educational. A few references, a small
table, or relevant illustrations may be used.

Ethical/Legal Considerations: A submitted manuscript must be an original contribution not
previously published (except as an abstract or preliminary report), must not be under
consideration for publication elsewhere, and, if accepted, must not be published elsewhere in
similar form, in any language, without the consent of Lippincott Williams & Wilkins. Each
person listed as an author is expected to have participated in the study to a significant extent.
Although the editors and referees make every effort to ensure the validity of published
manuscripts, the final responsibility rests with the authors, not with the Journal, its editors, or
the publisher. All manuscripts must be submitted on-line through the journal's Web
site at https://www.editorialmanager.com/cjp/default.aspx . See submission

instructions under "On-line manuscript submission."

Patient anonymity and informed consent: It is the author's responsibility to ensure that a
patient's anonymity be carefully protected and to verify that any experimental investigation
with human subjects reported in the manuscript was performed with informed consent and
following all the guidelines for experimental investigation with human subjects required by the
institution(s) with which all the authors are affiliated. Authors should mask patients' eyes and
remove patients' names from figures unless they obtain written consent from the patients and
submit written consent with the manuscript.

Conflicts of interest: Authors must state all possible conflicts of interest in the manuscript,
including financial, consultant, institutional and other relationships that might lead to bias or a
conflict of interest. If there is no conflict of interest, this should also be explicitly stated as
none declared. All sources of funding should be acknowledged in the manuscript. All relevant
conflicts of interest and sources of funding should be included on the title page of the
manuscript with the heading “Conflicts of Interest and Source of Funding:”. For example:
Conflicts of Interest and Source of Funding: A has received honoraria from Company Z. B is
currently receiving a grant (#12345) from Organization Y, and is on the speaker’s bureau for
Organization X — the CME organizers for Company A. For the remaining authors none were
declared.

Copyright: In addition, each author must complete and submit the journal's copyright
transfer
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agreement, which includes a section on the disclosure of potential conflicts of interest based
on the recommendations of the International Committee of Medical Journal Editors, "Uniform
Requirements for Manuscripts Submitted to Biomedical Journals"
(www.icmje.org/update.html).

A copy of the form is made available to the submitting author within the Editorial Manager
submission process. Co-authors will automatically receive an Email with instructions on
completing the form upon submission.

Compliance with NIH and Other Research Funding Agency Accessibility Requirements

A number of research funding agencies now require or request authors to submit the post-
print (the article after peer review and acceptance but not the final published article) to a
repository that is accessible online by all without charge. As a service to our authors, LWW
will identify to the National Library of Medicine (NLM) articles that require deposit and will
transmit the post- print of an article based on research funded in whole or in part by the
National Institutes of Health, Wellcome Trust, Howard Hughes Medical Institute, or other
funding agencies to PubMed Central. The Copyright Transfer Agreement provides the
mechanism.

Permissions: Authors must submit written permission from the copyright owner (usually the
publisher) to use direct quotations, tables, or illustrations that have appeared in copyrighted
form elsewhere, along with complete details about the source. Any permissions fees that
might be required by the copyright owner are the responsibility of the authors requesting use
of the borrowed material, not the responsibility of Lippincott Williams & Wilkins.

MANUSCRIPT SUBMISSION

On-line manuscript submission:All manuscripts must be submitted on-line through the
Web site: http://cjp.edmgr.com. First-time users: Please click the Register button from the
menu and enter the requested information. On successful registration, you will be sent an e-
mail indicating your user name and password. Print a copy of this information for future
reference. Note: If you have received an e-mail from us with an assigned user ID and
password, or if you are a repeat user, do not register again. Just log in. Once you have an
assigned ID and password, you do not have to re-register, even if your status changes (that
is, author, reviewer, or editor). You can change your username/password at any time by
clicking “Update My Information” at the top of any page in Editorial Manager. Authors:
Please click the log-in button from the menu at the top of the page and log into the system as
an Author. Submit your manuscript according to the author instructions. You will be able to
track the progress of your manuscript through the system. If you experience any problems,
please contact the Managing Editor, Leslie Broberg: leslie.broberg@wolterskluwer.com.

Preparation of Manuscript

Cover Letter. With your manuscript, please submit a brief cover letter describing your
manuscript and provide the names and e-mail addresses of 3-4 suggested reviewers. These
should be people who are knowledgeable of the topic of the manuscript and who will not
have a conflict of interest serving as reviewers. The Editors may or may not enlist these
suggested reviewers.

Manuscripts that do not adhere to the following instructions will be returned to the
corresponding author for technical revision before undergoing peer review.

General format: Submit manuscripts in English as a Word file. Double space all copy,
including legends, footnotes, tables, and references.

Title page: Include on the title page (a) complete manuscript title; (b) authors' full names,

highest academic degrees, and affiliations; (c) name and address for correspondence,
including
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fax number, telephone number, and e-mail address; (d) address for reprints if different from
that of corresponding author; and (e) sources of support that require acknowledgment.

The title page must also include disclosure of funding received for this work from any of the
following organizations: National Institutes of Health (NIH); Wellcome Trust; Howard Hughes
Medical Institute (HHMI); and other(s).

Structured abstract and key words: Limit the abstract to 250 words. Do not cite references
in the abstract. Limit the use of abbreviations and acronyms. Use the following subheads:
Objectives, Methods, Results, and Discussion. List three to five key words.

Text: Organize the manuscript into four main headings: Introduction, Materials and Methods,
Results, and Discussion. Define abbreviations at first mention in text and in each table and
figure. If a brand name is cited, supply the manufacturer's name and address (city and
state/country). Acknowledge all forms of support, including pharmaceutical and industry
support, in an Acknowledgments paragraph.

The Clinical Journal of Pain does not have a required number of words for the text. Please
treat your subject thoroughly but not excessively. Perusing several back issues to familiarize
yourself with typical accepted article length is recommended.

Abbreviations: For a list of standard abbreviations, consult the Council of Biology Editors
Style Guide (available from the Council of Science Editors, 9650 Rockville Pike, Bethesda,
MD 20814) or other standard sources. Write out the full term for each abbreviation at its first
use unless it is a standard unit of measure.

References: The authors are responsible for the accuracy of the references.

Check for retracted articles: Please confirm that none of the references cite retracted
articles (except in the context of referring to the retraction).

Use of reference management software Endnote, Zotero, or Paper is the most efficient way
to confirm retracted articles because these programs automatically notify the user when a
referenced article is listed as retracted in the Retraction Watch database.

If not using reference management software, search Retraction Watch database or PubMed.
Identify retracted articles in MEDLINE by searching PubMed for "Retracted publication

[pt]"- The "pt" in brackets stands for “publication type," or

Go directly to the PubMed's list of retracted publications

Reference List: References should be cited by number in order of citation in the text. Key
the references (double-spaced) at the end of the manuscript, in numbered order. Cite
unpublished data, such as papers submitted but not yet accepted for publication or personal
communications, in parentheses in the text (H. E. Marman, M.D., unpublished data,
February, 1997). If there are more than three authors, name only the first three authors and
then use et al. Refer to the List of Journals Indexed in Index Medicus for abbreviations of
journal names, or access the list at http://www.nlm.nih.gov/tsd/serials/lji.html. Citations
throughout the article and in all tables and figures should include only the reference number
rather than the year of publication.

Sample references are given below:

Journal article

1. Prager J, Jacobs M, Johnson KJ. Evaluation of patients for implantable pain modalities:
medical and behavioral assessment. Clin J Pain 2001;17:206-214.

Book chapter

2. Todd VR. Visual information analysis: frame of reference for visual perception. In: Kramer
P,

Hinojosa J, eds. Frames of reference for pediatric occupational therapy. Philadelphia:
Lippincott
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Williams & Wilkins, 1999:205-256.

Entire book

3. Kellman RM, Marentette LJ. Atlas of craniomaxillofacial fixation. Philadelphia: Lippincott
Williams & Wilkins, 1999.

Software

4. Epi Info [computer program]. Version 6. Atlanta: Centers for Disease Control and
Prevention; 1994.

Online journals

5. Friedman SA. Preeclampsia: a review of the role of prostaglandins. Obstet Gynecol [serial
online]. January 1988;71:22-37. Available from: BRS Information Technologies, McLean, VA.
Accessed December 15, 1990.

Database

6. CANCERNET-PDQ [database online]. Bethesda, MD: National Cancer Institute; 1996.
Updated March 29, 1996.

World Wide Web

7. Gostin LO. Drug use and HIV/AIDS [JAMA HIV/AIDS Web site]. June 1, 1996. Available
at: http://www.ama-assn.org/special/hiv/ethics. Accessed June 26, 1997.

Figures:

A) Creating Digital Artwork

1. Learn about the publication requirements for Digital Artwork: http://links.lww.com/ES/A42
2. Create, Scan and Save your artwork and compare your final figure to the Digital Artwork
Guideline Checklist (below).

3. Upload each figure to Editorial Manager in conjunction with your manuscript text and
tables.

B) Digital Artwork Guideline Checklist

Here are the basics to have in place before submitting your digital artwork:

Artwork should be saved as TIFF, EPS, or MS Office (DOC, PPT, XLS) files. High resolution
PDF files are also acceptable.

Crop out any white or black space surrounding the image.

Diagrams, drawings, graphs, and other line art must be vector or saved at a resolution of at
least 1200 dpi. If created in an MS Office program, send the native (DOC, PPT, XLS) file.
Photographs, radiographs and other halftone images must be saved at a resolution of at
least 300 dpi.

Photographs and radiographs with text must be saved as postscript or at a resolution of at
least 600 dpi.

Each figure must be saved and submitted as a separate file. Figures should not be
embedded in the manuscript text file.

Remember:

Cite figures consecutively in your manuscript.

Number figures in the figure legend in the order in which they are discussed.

Upload figures consecutively to the Editorial Manager web site and enter figure numbers
consecutively in the Description field when uploading the files.

Figure legends: Legends must be submitted for all figures. They should be brief and
specific, and they should appear on a separate manuscript page after the references. Use
scale markers in the image for electron micrographs, and indicate the type of stain used.
Color figures: The journal accepts for publication color figures that will enhance an article.
Authors who submit color figures will receive an estimate of the cost for color reproduction. If
they decide not to pay for color reproduction, they can request that the figures be converted
to black and white at no charge. Unless otherwise noted, the cost of color figures will be
charged to the author(s). Color charges will be waived for articles published through the
hybrid Open

Access option.
Tables: Cite tables consecutively in the text, and number them in that order. Key each on a
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separate sheet, and include the table title, appropriate column heads, and explanatory
legends (including definitions of any abbreviations used). Do not embed tables within the
body of the manuscript. They should be self-explanatory and should supplement, rather than
duplicate, the material in the text.

Supplemental Digital Content

Supplemental Digital Content (SDC): Authors may submit SDC via Editorial Manager to
LWW journals that enhance their article's text to be considered for online posting. SDC may
include standard media such as text documents, graphs, audio, video, etc. On the Attach
Files page of the submission process, please select Supplemental Audio, Video, or Data for
your uploaded file as the Submission Item. If an article with SDC is accepted, our production
staff will create a URL with the SDC file. The URL will be placed in the call-out within the
article. SDC files are not copy-edited by LWW staff, they will be presented digitally as
submitted. For a list of all available file types and detailed instructions, please visit
http://links.lww.com/A142.

SDC Call-outs

Supplemental Digital Content must be cited consecutively in the text of the submitted
manuscript. Citations should include the type of material submitted (Audio, Figure, Table,
etc.), be clearly labeled as "Supplemental Digital Content," include the sequential list
number, and provide a description of the supplemental content. All descriptive text should be
included in the call-out as it will not appear elsewhere in the article.

Example:

We performed many tests on the degrees of flexibility in the elbow (see Video, Supplemental
Digital Content 1, which demonstrates elbow flexibility) and found our results inconclusive.

List of Supplemental Digital Content

A listing of Supplemental Digital Content must be submitted at the end of the manuscript file.
Include the SDC number and file type of the Supplemental Digital Content. This text will be
removed by our production staff and not be published.

Example:

Supplemental Digital Content 1.wmv

SDC File Requirements

All acceptable file types are permissible up to 10 MBs. For audio or video files greater than
10

MBs, authors should first query the journal office for approval. For a list of all available file
types and detailed instructions, please visit http://links.lww.com/A142.

Style: Pattern manuscript style after the American Medical Association Manual of Style (9th
edition). Stedman's Medical Dictionary (27th edition) and Merriam Webster's Collegiate
Dictionary (10th edition) should be used as standard references. Refer to drugs and
therapeutic

agents by their accepted generic or chemical names, and do not abbreviate them. Use code
numbers only when a generic name is not yet available. In that case, supply the chemical
name and a figure giving the chemical structure of the drug. Capitalize the trade names of
drugs and place them in parentheses after the generic names. To comply with trademark
law, include the name and location (city and state in USA; city and country outside USA) of
the manufacturer of any drug, supply, or equipment mentioned in the manuscript. Use the
metric system to express units of measure and degrees Celsius to express temperatures,
and use Sl units rather than conventional units.

The editorial office will acknowledge receipt of your manuscript and will give you a
manuscript number for reference. Address all inquiries regarding manuscripts not yet
accepted or published to the Journal's editorial office: leslie.broberg@wolterskluwer.com.

Open access
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Authors of accepted peer-reviewed articles have the choice to pay a fee to allow perpetual
unrestricted online access to their published article to readers globally, immediately upon
publication. Authors may take advantage of the open access option at the point of
submission.

Please note that this choice has no influence on the peer review and acceptance process.
These articles are subject to the journal's standard peer-review process and will be accepted
or rejected based on their own merit.

The article processing charge (APC) is charged on acceptance of the article and should be
paid within 30 days by the author, funding agency or institution. Payment must be processed
for the article to be published open access. For a list of journals and pricing please visit our
Wolters Kluwer Hybrid Open Access Journals page.

Authors retain copyright

Authors retain their copyright for all articles they opt to publish open access. Authors grant
Wolters Kluwer an exclusive license to publish the article and the article is made available
under the terms of a Creative Commons user license. Please visit our Open Access
Publication

Process page for more information.

Creative Commons license

Open access articles are freely available to read, download and share from the time of
publication under the terms of the Creative Commons License Attribution-Non Commercial
No Derivative (CC BY-NC-ND) license. This license does not permit reuse for any
commercial purposes, nor does it cover the reuse or modification of individual elements of
the work (such as figures, tables, etc.) in the creation of derivative works without specific
permission.

Compliance with funder mandated open access policies

An author whose work is funded by an organization that mandates the use of the Creative
Commons Attribution (CC BY) license is able to meet that requirement through the available
open access license for approved funders. Information about the approved funders can be
found here.

Read and Publish Agreements

Wolters Kluwer currently has read-and-publish agreements with institutional consortia

listed here.

Corresponding authors who are affiliated with the participating institution and who qualify as
eligible authors* can publish their eligible articles open access in the eligible LWW journals at
no direct cost to them. Please see your institution’s individual policy for guidance on eligible
article types and license choice. To qualify for the APC waiver, the corresponding author
must provide their participating institution’s name and institutional email address in the
journal’s submission system. On acceptance, the corresponding author will be asked to place
an open access order in the publisher's payment portal where they will be able to request the
APC be funded in accordance with this agreement. A $0.00 APC will then be applied.
*Eligible authors: Corresponding authors who are teaching and research staff employed by
or otherwise accredited to one of the participating institutions as well as students enrolled or
accredited to one of the institutions and who want to publish open access articles.

Compliance with National Institutes of Health Accessibility Requirements

The National Institutes of Health (NIH) requires authors to submit the “post-print” (the final
manuscript, in Word format, after peer-review and acceptance for publication but prior to the
publisher’s copyediting, design, formatting, and other services) of research the NIH funds to
a repository that is accessible online by all without charge. As a service to our authors, LWW
will identify to the National Library of Medicine (NLM) articles that require deposit and will
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After Acceptance

Electronic page proofs and corrections: Corresponding authors will receive electronic
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document format (PDF) files of the typeset pages and support documents (e.g., reprint order
form) will be sent to the corresponding author via e-mail. Complete instructions will be
provided with the e-mail for downloading and marking the electronic page proofs.
Corresponding author must provide an email address. The proof/correction process is done
electronically.

It is the author's responsibility to ensure that there are no errors in the proofs. Authors who
are not native English speakers are strongly encouraged to have their manuscript carefully
edited by a native English-speaking colleague. Changes that have been made to conform to
journal style will stand if they do not alter the authors' meaning. Only the most critical
changes to the accuracy of the content will be made. Changes that are stylistic or are a
reworking of previously accepted material will be disallowed. The publisher reserves the right
to deny any changes that do not affect the accuracy of the content. Authors may be charged
for alterations to the proofs beyond those required to correct errors or to answer queries.
Electronic proofs must be checked carefully and corrections returned within 24 to 48 hours of
receipt, as requested in the cover letter accompanying the page proofs.

Reprints: Authors will receive an email notification with a link to the order form soon after
their article publishes in the journal (https://shop.lww.com/author-reprint). Reprints are
normally shipped 6 to 8 weeks after publication of the issue in which the item appears.
Contact the Reprint Department, Lippincott Williams & Wilkins, 351 W. Camden Street,
Baltimore, MD 21201; Fax: 410.558.6234; E-mail: authorreprints@wolterskluwer.com with
any questions.

Publisher's contact: For assistance during article page proof review/corrections, please
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Joanne.Revak@wolterskluwer.com.
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Appendix A.2 — Table containing all relationships and associations across domains with mental defeat

Appendix A.2 - All relationships and associations across domains with mental defeat

Domain Varlab_le . . Type of .
Study associated associated Questionnaire MD relationship with Effect size Quality
(year) with mental with mental | (related included as mental defeat Population Effect size interpretat Score
d defeat variable) [X] variable e ion
efeat (measure) (statistical test)
Behavioural associations and relationships with mental defeat
Tang et . Pain Disability , . .
al., Behaviours anct!qnal Questionnaire Association Pearsoq S Chr.onlc Paln r=0.49, p<0.001 Medium 11
2010 Disability (PDQ) Correlation Patients (n=133)
Turner- Roland Morris
Cobb et . Functional Disability . Pearson's Chronic Pain _ .
al., Behaviours Disability Questionnaire Association Correlation Patients (n=64) r=0.36, p=0.008 Medium 13
2015 (RMDQ)
Chronic Pain
Patients (n=133):
Group 1 - High
Tang et Functional Pain Disability Independent Mental defeat
al., Behaviours Disability Questionnaire variable t test (PSPS scores >23) | Cohen's d=0.96 Large 11
2010 (PDQ) (n=62)
Group 2 - Low
Mental defeat
(PSPS scores <23)
(n=71)
Dependent variable: Functional
Disability
Predictor(s): Worry, Health anxiety,
pain intensity, rumination (R?=0.24).
;’Iang et Behaviours Functional gi'gsﬁgsnankgli'g Independent Linear Regression Chronic Pain Mental defeat was added and was a 1
2(')’10 Disability (PDQ) variable Patients (n=133) significant predictor (R? =0.24).

Catastrophising was the strongest
predictor of Functional Disability in a
model that predicted (R? =0.26) of the
variance in Functional Disability.
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Mental defeat was not a significant
predictor of functional disability. pain
intensity and catastrophising were
alongside rumination tendency

Tang et . Functional Pain Dlsab”.'ty Independent | Stepwise Chronic Pain (F(2,120=36.1, p<0.001). Together these | Not
al., Behaviours Disability Questionnaire variable Regression Patients (n=133) accounted for 46% of the variance in significant "
2010 (PDQ) . L o
Functional Disability. Catastrophising
accounted for 26% of the variance,
rumination tendency for 8% and pain
intensity for 12%.
Functional
Disability
Tang et . .(wth Raln Pain Dlsabl[lty . ' . Chronic Pain .
al., Behaviours intensity and | Questionnaire Association Partial Correlation Patients (n=133) r=0.41, p<0.001 Medium 11
2010 age (PDQ)
partialled
out)
Functional
Disability S
Tang et . (wth Pain Pain Dlsab”.'ty L . . Chronic Pain .
al., Behaviours . . Questionnaire Association Partial Correlation . ~ r=0.43, p<0.001 Medium 1
intensity Patients (n=133)
2010 . (PDQ)
partialled
out)
Functional
Disability
(wth Pain
Tang et intensity, Pain Disability Chronic Pain
al., Behaviours age and Questionnaire Association Partial Correlation Patients (n=133) r=0.41, p<0.001 Medium 11
2010 body mass (PDQ)
index
partialled
out)
Hazeldi The Pain Self-
} . Pain Self- Efficacy i Pearson's Chronic Pain
Sta :le r Behaviours Efficacy Questionnaire Association Correlation Patients (n=59) r=-0.69, p<0.001 Large 14
2018 (PSEQ)
Tang et The Pain Self-
. Pain Self- Efficacy . Pearson's Chronic Pain
al., Behaviours Efficacy Questionnaire Association Correlation Patients (n=57) r=-0.52, p<0.001 Large 14
2016 (PSEQ)
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The total model predicted R?>=0.47 of

E:_zeldl The Pain Self- variance of Self-efficacy. Mental defeat
. Pain Self- Efficacy Independent | Stepwise Chronic Pain was the only significant predictor with
Sta:;sr Behaviours Efficacy Questionnaire variable regression Patients (n=59) B=-0.69, p<0.001. Large 14
2018 (PSEQ)
(R*70.47, F1,59=52.26, p=0.001)
Psychosocial
Tang et i(r\?{v[shnspi?)l/nand Pain Disability Chronic Pain
al., Behaviours Questionnaire Association Partial Correlation . _ r=0.57, p<0.001 Large 11
2010 age (PDQ) Patients (n=133)
partialled
out)
Tang et . Pain Disability , . .
al., Behaviours Bisg:gliﬁtsomal Questionnaire Association (P)?)?rrjl(;?isn ggtr;:lt(; T:E 33) r=0.61, p<0.001 Large 11
2010 y (PDQ)
Chronic Pain
Patients (n=133):
Group 1 - High
Tang et Psychosocial Pain Disability Independent Mental defeat
al., Behaviours Disabilit Questionnaire variable t test (PSPS scores >23) | Cohen's d=1.35 Large 11
2010 y (PDQ) (n=62)
Group 2 - Low
Mental defeat
(PSPS scores <23)
(n=71)
Dependent variable: Psychosocial
Disability
Predictor Variables: Mental defeat was
entered alonside Catastophizing, Pain
Tang et . Psychosocial Pain Disabi[ity Independent ' . Chronic Pain intensity, Health Anxiety, Rumination
al., Behaviours Disability Questionnaire variable Linear Regression Patients (n=133) and worry. 11
2010 (PDQ)
Mental defeat was the 2nd strongest
predictor and predicted 24% of the
variance with other variables aside from
Catastrophising. (R?=0.24, p<0.008).
Mental defeat was not a significant
Tang et Pain Disability predictor of functional disability. pain
. Psychosocial . - Independent | Stepwise Chronic Pain intensity and catastrophising were Not
al., Behaviours ST Questionnaire . : . _ : L . 11
2010 disability (PDQ) variable Regression Patients (n=133) alongside rumination tendency Significant

(F(2,120=36.1, p<0.001). Together these
accounted for 46% of the variance in
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Functional Disability. Catastrophising
accounted for 26% of the variance,
rumination tendency for 8% and pain
intensity for 12%.

Psychosocial
Tang et R&?ﬁ%gﬁ Pain Disability Chronic Pain
al., Behaviours . . Questionnaire Association Partial Correlation Patients (n=133 r=0.57, p<0.001 Large 1
2010 |nten5|ty (PDQ) atients (n )
partialled
out)
Psychosocial
Disability
(wth Pain
Tang et intensity, Pain Disability Chronic Pain
al., Behaviours age and Questionnaire Association Partial Correlation Patients (n=133) r=0.57, p<0.001 Large 11
2010 body mass (PDQ)
index
partialled
out)
Tang et Insomnia , . .
al., Behaviours Sleep Severity Index Association Pearsoq N Chr.onlc Paln r=0.35, p<0.001 Medium 1
2010 interference (S1) Correlation Patients (n=133)
Chronic Pain
Patients (n=133):
Group 1 - High
Tang et Slee Insomnia Independent Mental defeat
al., Behaviours >eep Severity Index ep t test (PSPS scores >23) | Cohen's d=0.53, p<0.001 Medium 11
2010 interference (S1) variable (n=62)
Group 2 - Low

Mental defeat
(PSPS scores <23)
(n=71)
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Dependent variable: Sleep interference
Predictor variables: Mental defeat was
entered alonside Catastophizing, Pain
intensity, Health Anxiety, Rumination
and worry.

Tang et Slee Insomnia Independent Chronic Pain Catastrophising was the strongest
al., Behaviours interf%rence Severity Index variari)le Linear regression Patients (n=133) predictor of Sleep interference in a 11
2010 (1s1) model that predicted 15% of the
variance in Sleep interference.
Mental defeat was the 2nd strongest
predictor and predicted 12% of the
variance with other variables aside from
Catastrophising. (R?=0.12, p<0.008).
Mental defeat was not a significant
predictor of sleep interference. pain
Tang et Insomnia intensity and catastrophising were
9 . Sleep . Independent | Stepwise Chronic Pain (F(2,130=59.1, p<0.001). Together these | not
al., Behaviours . Severity Index . . . _ o . . . 11
interference variable regression Patients (n=133) accounted for 22% of the variance in significant
2010 (1sr1y g o :
Pain interference. Pain intensity
accounting for 7% and Catastrophising
accounting for 15%.
Sleep
interference
Tang et (wth Pain Insomnia Chronic Pain Small -
al., Behaviours intensity and | Severity Index Association Partial Correlation . _ r=0.28, p<0.01 . 1
Patients (n=133) Medium
2010 age (1sny
partialled
out)
Sleep
Tang et i(r\:\f’?hrfg;ei:ce Insomnia Chronic Pain Small -
al., Behaviours ) . Severity Index Association Partial Correlation . _ r=0.28, p<0.001 . 11
intensity Patients (n=133) Medium
2010 . (1sny
partialled
out)
Sleep
interference
Tang et (wth Pain Insomnia Chronic Pain Small -
al., Behaviours intensity, Severity Index Association Partial Correlation . ~ r=0.29, p<0.01 . 11
Patients (n=133) Medium
2010 age and (1sny
body mass
index
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partialled
out)

Tang et suivide attompt Pearson’ Chronic Pai
. - suicide attempt - i earson's ronic Pain .
gl(.),16 Behaviours Suicide Beck Scale of Association Correlation Patients (n=57) r=0.45, p<0.001 Medium 14
Suicidal Ideation
Tang et Present suicide ‘ . .
al., Behaviours Suicide intent - Beck . Association Pearsons Chr.onlc Paln r=0.13, not significant N.Ot e 14
2016 ScaleT of Suicidal Correlation Patients (n=57) Significant
Ideation
Chronic Pain
Participants (n=524)
Themel Suicidal Group 1 - Those at
. . . behaviour Dependent no/ low risk of _ _
is et al., | Behaviours Suicide . . . t test L B t=-9.37, p<0.001, d=-.84 Large 10
2023 qugstlonnalre Variable suicide (n=319)
revised (SBQ-R) Group 2 - Those at
higher risk of
suicide (n=202)
Chronic Pain
Patients (n=609)
Group 1 - Chronic
non-cancer Pain
. (CNCP) and Opiod
Cheatle Egtl::?/%lur Dependent Use Disorder (OUD)
etal., Behaviours Suicide . . P t test after long term Cohen's d= 1.11, p<0.001 Large 14
questionnaire Variable .
2023 revised (SBQ-R) opiod therapy
(LTOT) (n=175)
Group 2 - Controls -
CNCP on LTOT
with no OUD
(n=434)
Themel Suicidgl Lo . . .
is etal., | Behaviours | Suicide behaviour - Indspendent | Univariate Logistic | Chronic Pain PSPS=1.035 odds ratio, p.001 10
2023 questionnaire variable Regression (n=524)

revised (SBQ-R)
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Themel
is etal.,
2023

Behaviours

Suicide

Suicidal
behaviour
questionnaire
revised (SBQ-R)

Independent
variable

Multivariate
Logistic
Regression

Chronic Pain
(n=524)

In a multivariable model, mental defeat,
depression, perceived stress, head
pain, and active smoking status
significantly increased the odds of
suicide risk at 6 months. The elevated
mental defeat was associated

with increased suicide risk when
adjusting for

depression, perceived stress, head
pain, and smoking status, evident by an
OR of 1.02 (95% CI: 1.00, 1.04).
Specifically, each 1-point increase in
PSPS scores assessing

mental defeat was associated with a
2% increase in the OR for suicide risk.

10

Themel
is etal.,
2023

Behaviours

Suicide

Suicidal
behaviour
questionnaire
revised (SBQ-R)

Independent
variable

ROC Curve
Analysis

Chronic Pain
(n=524)

Mental defeat had the highest AUC
compared to perceived stress and
Depression.

PSPS cut-off score of 36.5 provided a
sensitivity value of .707 and a 1-
specificity value of .307. this cut-off
score demonstrated an acceptable
ability to predict participant
classification as SBQ-R score > 7. The
AUC was = .740 (95% CI..688—.792)
and statistically significant (P < .001).
Based on the optimal cut-off of 36.5
and the final multivariable model from
this

analysis, an individual meeting this cut-
off score is estimated to have an odds
ratio of 73% higher than individuals
with no symptoms of mental defeat
(e.g.,a

score of 0 on the PSPS). Using the
PSPS cut-off of 36.5, the PPV value
was 56.12% and the NPV was 76.57%.

Large

10

Cheatle
et al,,
2023

Behaviours

Suicide

Suicidal
behaviour
questionnaire
revised (SBQ-R)

Independent
variable

Univariate Logistic
Regression

Chronic pain
patients (n=609)

PSPS=1.03 odds ratio, p<.001

14
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Cheatle
et al,,
2023

Behaviours

Suicide

Suicidal
behaviour
questionnaire
revised (SBQ-R)

Independent
variable

Multivariate
Logistic
Regression

Chronic pain
patients (n=609)

PSPS=1.02 Adjusted odds ratio,
p<.001, VIF=1.55

14

Cheatle
et al,,
2023

Behaviours

Suicide

Suicidal
behaviour
questionnaire
revised (SBQ-R)

Independent
variable

ROC Curve
Analysis

Chronic pain
patients (n=609)

In a ROC Curve analysis using mental
defeat and pain catastrophising
indicated that they performed similarity
in predicting suicidal behaviours. This
identified a mental defeat (PSPS) score
of 40 and a pain catastrophising socre
of 16 (Coping Strategies Questionnaire
(CSAQ) - Catastrophising subscale
score) were comparable in estimating a
suicidal behaviour score of 8 or more.

14

Tang et
al.,
2016

Behaviours

Suicide

Worst ever
suicide attempt
— Beck Scale of
Suicidal Ideation

Independent
variable

Hierarchical
Multiple
Regression

chronic Pain
Patients (n=57)

Dependent variable: Worst ever suicide
attempt (model controlled for impact of
pain characteristics).

Predictor variables: Pain intensity
R?=0.11.

Mental defeat was added and was
significant, R?=0.23. Effect size
attributable to the addition of mental
defeat= =0.15.

Anxiety, depression, and pain
catastrophising were non- significant
predictors of worst-ever suicide intent in
this sample. Although the additional
predictors boosted the amount of
variance explained by 1% (R?=0.24)

Medium

14

Tang et
al.,
2016

Behaviours

Suicide

Worst ever
suicide attempt
— Beck Scale of
Suicidal Ideation

Independent
variable

Hierarchical
Multiple
Regression

chronic Pain
Patients (n=57)

Dependent variable: Worst ever suicide
attempt (model comparing to other
psychological predictors).

Predictor variables: Pain intensity,
anxiety, depression, pain
catastrophising R?=0.19.

Mental defeat was added and was
significant, R?=0.24. Effect size
attributable to the addition of mental
defeat= =0.15.

Medium

14
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Cognitive Associations and Relationships with Mental Defeat

Tang et

Beck

. Hopelessnes i Pearson's Chronic Pain A Not
gl(.),16 Cognitive s gg;eelt?;znse)ss Association Correlation Patients (n=57) r=0.07, not significant significant 14
Tang et Pain Catastrophising Pearson's Chronic Pain
al., Cognitive Catastrophisi | in pain scale Association . . _ r=0.67, p<0.001 Large 14
2016 ng (CIPS) Correlation Patients (n=57)
Garcia-
Campa Pain Pain Pearson's Fibromylgia
yo et Cognitive Catastrophisi | Catastrophising | Association Correlati Pati vig =250 r=0.40, p<0.001 Medium 14
al., ng Scale (PCS) orrelation atients (n=250)
2010
Ayache 'Flf:)aSL:matic Paired Format Dependent
etal., Cognitive Growth and Posttraumatic Vaﬁable One Way ANOVA n?=0.29 large 13
2021 Depreciation growth Inventory
The
Likelihood of
Philios cognitive Image-Event Pearson's Pain Patients with
2015p * | Cognitive bias Fusion- Pain Association Correlation physical disabilites | r=-0.327, p<0.01 Medium 8
associated (IEF-p) (n=44)
with pain
images
Demographic associations and relationships with Mental Defeat
Garcia-
Campa . , . .
Demographi i Pearson's Fibromylgia ) - Not
Z? et c Age Association Correlation Patients (n=250) r=0.076, p<0.653 - not significant significant 14
2010
Tang et Demographi Pearson's Chronic Pain (=84, Not
al., c Age Association Correlation (patients (n=43), r=0.15, not significant sianificant 15
2013 volunteers (n=41))) 9
Tang et . ' Chronic Pain (n=84,
al., Eemographl BMI Association (P)?)?rrjl(;?isn (patients (n=43), r=0.13, not significant giorﬂficant 15
2013 volunteers (n=41))) 9
Garcia-
Campa . . .
Demographi . I Pearson's Fibromylgia _ _ P Not
Z? et c Education Association Correlation Patients (n=250) r=0.198, p<0.411 - not significant significant 14
2010
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Tang et Demoaraphi Spearman Rank Chronic Pain (n=84,
al., c grap Education Association correlation (patients (n=43), r=0.34, p<0.001 Medium 15
2013 coefficients volunteers (n=41)))
Tang et Demoaraphi Spearman Rank Chronic Pain (n=84, Not
al., c grap Employment Association correlation (patients (n=43), r= - 0.18, not significant sianificant 15
2013 coefficients volunteers (n=41))) 9
Garcia-
Campa . . .
Demographi i Pearson's Fibromylgia _ _ P Not
Z? et c Gender Association Correlation Patients (n=250) r=0.113, p<0.192 - not significant significant 14
2010
Garcia-
Campa . . , . .
Demographi | Marital i Pearson's Fibromylgia ) - Not
Z? et c Status Association Correlation Patients (n=250) r=0.214, p<0.342 - not significant significant 14
2010
Tang et . . Spearman Rank Chronic Pain (n=84,
al., Eemographl gﬂtziﬁzl Association correlation (patients (n=43), r= - 0.03, not significant giorﬂficant 15
2013 coefficients volunteers (n=41))) 9
Tang et Demoaraphi Spearman Rank Chronic Pain (n=84, Not
al., c grap Sex Association correlation (patients (n=43), r=0.11, not significant sianificant 15
2013 coefficients volunteers (n=41))) 9
Garcia-
Campa . , . .
Demographi i Pearson's Fibromylgia _ ) - Not
Z? et c Work Status Association Correlation Patients (n=250) r=0.123, p<0.093 - not significant significant 14
2010
Pain Characteristics and Associations and Relationships with Mental Defeat
. Short-Form
Hazeldi McGill Pain
} . Affective Questionnaire - Pearson's Chronic Pain
Sta:;sr Pain Pain (SF-MPQ) - Association Correlation Patients (n=59) r=0.62, p<0.001 Large 14
2018 Affective pain
scores
Short-Form
McGill Pain
;’Iang et Pain Affective Questionnaire Association Pearson's Chronic Pain =0.53. p<0.001 Larae 15
2(')’07 Pain (SF-MPQ) - Correlation Patients (n=126) -3, P<U. 9

Affective pain
scores
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Short-Form

Hazeldi McGill Pain The total model predicted R?=0.39 of
Baker Pain Affective Questionnaire Independent | Stepwise Chronic Pain variance of affective pain. Mental defeat Larae 14
ot al Pain (SF-MPQ) - variable Regression Patients (n=59) was the only significant predictor with 9
2015’ Affective pain B=0.62, p<0.001
scores
Garcia- Fibromyalgia
Campa Global , . .
yo et Pain Function - Impac.t . Association Pearsoq S Flbromylglal r=0.41, p<0.001 Medium 14
. . Questionnaire Correlation Patients (n=250)

al., Fibromylgia FIQ
2010 (FlQ)
Garcia-
Campa . . .

. Pain i Pearson's Fibromylgia ) ) - Not
Z? et Pain Duration Association Correlation Patients (n=250) r=-0.096, p<0.604 - not significant significant 14
2010
Tang et . , . .
al., Pain Baln . Association Pearsons Chr.onlc Paln r=-0.05, not significant N.Ot i 14
2016 uration Correlation Patients (n=57) significant
Tang et Pain Spearman Rank Chronic Pain (n=84, Not
al., Pain Duration Association correlation (patients (n=43), r=0.03, not significant sianificant 15
2013 coefficients volunteers (n=41))) 9
Tang et . . . . . .

. Pain Brief Pain i Pearson's Chronic Pain Medium -
33’10 Pain interference Inventory (BPI) Association Correlation Patients (n=133) r=0.51, p<0.001 Large M
Tang et . . . . .
al., Pain Palr;f Brief Pain Association Partial Correlation Chr.onlc Paln r=0.45, p<0.001 Medium 11
2010 interference Inventory (BPI) Patients (n=133)
Tang et . . . . .

. Pain Brief Pain e Pearson's Chronic Pain .
33’10 Pain interference Inventory (BPI) Association Correlation Patients (n=133) r=0.44, p<0.001 Medium R
Tang et . . . . .

. Pain Brief Pain i . . Chronic Pain .
gl(.),m Pain interference Inventory (BPI) Association Partial Correlation Patients (n=133) r=0.44, p<0.001 Medium 11
Tang et Pain Brief Pain Pearson's Chronic Pain (n=84,
al., Pain interference Inventory (BP) Association Correlation (patients (n=43), r=0.65, p<0.001 Large 15
2013 Yy volunteers (n=41)))
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Chronic Pain
Patients (n=133):

Group 1 - High
Tang et . . . Mental defeat
al., Pain iFr):v.lertlference ﬁ%i;lfoaln (BPI) Lnac:;%?gdent t test (PSPS scores >23) | Cohen's d=0.88 Large 11
2010 ry (n=62)
Group 2 - Low
Mental defeat
(PSPS scores <23)
(n=71)
Dependent variable: Pain interference
Predictor(s):Worry, Rumination, Health
Anxiety, Pain intensity, Catastrophising
(R?=0.23).
Tang et . . . . .
al., Pain iFr):v.lertlference E1|;I/eefr1|1:joaln (BPI) Lr;c:;%?gdent Linear regression ggtr;:lt(; T:E 33) Mental defeat was added and was a Medium 11
2010 ry significant predictor (Model R?
change=0.26)
Effect size attributable to the addition of
mental defeat= £=0.30
Mental defeat was a significant
predictor of pain interference alongside
pain intensity and catastrophising
(F(3,129)=25.2, p<0.001 )
Tang et Pain Brief Pain Independent | Stepwise Chronic Pain
al., Pain interference Inventory (BPI) variable regression Patients (n=133) Together these accounted for 37% of M
2010 the variance in Pain interference.
Mental defeat accounted for 26% of the
variance, with Pain intensity accounting
for 9% and Catastrophising accounting
for 2%.
Dependent variable: Pain interference
Predictor(s):Education, Pain severity
(R?=0.31).
Tang et . . . . Lo Chronic Pain (n=84,
al., Pain iFr):v.lertlference E1|;I/eefr1|1:joaln (BPI) Lr;c:;%?gdent :lle::;zm?l linear (patients (n=43), Mental defeat was added and was a Medium 15
2013 ry 9 volunteers (n=41))) | significant predictor (Standardised

B=0.58 (F change = 21.60, p<0.001))
Model R?=0.47, R? change=0.16)

130




Effect size attributable to the addition of
mental defeat= 2=0.30

Garcia-
Campa Pain Levels/ , . .
. ; i Pearson's Fibromylgia .
yo et Pain Insenglty/ Association Correlation Patients (n=250) r=0.42, p<0.001 Medium 14
al., Severity
2010
Hazeldi
ne- Pain Levels/ Pearson's Chronic Pain
Baker Pain Insensity / Association : . _ r=0.51, p<0.001 Medium 14
- Correlation Patients (n=59)
etal., Severity
2018
Tang et Pain Levels/ Pearson's Chronic Pain
al., Pain Insensity / Association Correlation Patients (n=57) r=0.25, p<0.1 (not at .05 level) Small 14
2016 Severity
Tang et Pain Levels/ Pearson's Chronic Pain
al., Pain Insensity / Association : . _ r=0.41, p<0.001 Medium 15
: Correlation Patients (n=126)
2007 Severity
Tang et Pain Levels/ Pearson's Chronic Pain (n=84, Medium-
al., Pain Insensity / Association Correlation patients (n=43), r=0.53, p<0.001 Larae 15
2013 Severity volunteers (n=41)) 9
Hazeldi
ne- Pain Levels/ . . .
Baker Pain Insensity / Indfependent StepW|§e Chr.onlc Paln Npt 3 14
- variable regression Patients (n=59) significant
etal., Severity
2018
. Short-Form
Hazeldi McGill Pain
} . Sensory Questionnaire i Pearson's Chronic Pain .
Sta:;sr Pain Pain (SF-MPQ) - Association Correlation Patients (n=59) r=0.38, p<0.001 Medium 14
2018 Sensory pain
scores
Short-Form
McGill Pain
;’Iang et Pain Sensory Questionnaire Association Pearson's Chronic Pain =0.40. 0<0.001 Medium 15
2(')’07 Pain (SF-MPQ) - Correlation Patients (n=126) 49, P=U.
Sensory pain
scores
- i 12—
o ot o e 016 o
. Sensory McGill Pain Independent | Stepwise Chronic Pain e ry pain. - Not
Baker Pain . : . ) . . _ Catastrophising was the only significant L 14
Pain Questionnaire variable regression Patients (n=59) . I _ significant
et al., (SF-MPQ) - predictor with B=0.40, p=0.001. Mental
2018 defeat was not a significant predictor of
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Sensory pain

Sensory pain alongside these co-

scores predictors.
chronic
Turner- Pain Groups Pain Self musculoskeletal F(1,125)=111.34, p<0.001.
Cobb et Pain Grou as Percention Dependent ANOVA pain patients (n=64) Larae 13
al., P Independent Scaler()PSPS) Variable Mental defeat explained 47% of the 9
2015 Variable pain free control difference. N2p=0.47
group (n=63)
Chronic pain
Tang et Pain Groups Pain Self patients (n=43),
al., Pain Group Iansde endent Perception Sgﬁsggent One Way ANOVA \?3[1?1?&?3(?#41) Cohens Fz102) = 11.24, p<0.001 15
2013 =P Scale (PSPS) : ’
Variable Acute Pain
Volunteers (n=23)
Chronic Pain
Patients (n=94)
Acute Pain Patients
(n=38)
Pain Groups . Pain Free
Tang et Pain Self _
al., Pain Group lasd dent Perception \I:;epegldent One Way ANOVA Xoh;ntgers (n=T9) Cohens Fs298) = 22.29, p<0.001 15
2007 ndependent | o (PSPS) ariable cute Pain
Variable Volunteers (n=30)
Chronic Pain
Volunteers (n=32)
Anxious Controls
(n=31)
Pain Groups . Chronic pain
Tang et Pain Self . _
al., Pain Group as Perception Dependent t test patlen.ts (n727) fs2) = 2.20, p<0.032 15
2007 {r;d(.apslndent Scale (PSPS) Variable Cr:rorglc pal(n -
ariable volunteers (n=
Chronic pain
patients (n=27)
Chronic pain
Tang et Pain Groups Pain Self volunteers (n=27)
. as . Dependent _ .
gl(.),O? Pain Group Independent gggclz:r()’g%nps) Variable ANCOVA The ANCOVA also F1,49=5.1, p<0.05 Medium 15
Variable controlled for the
effects of age,
anxiety and
depression
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Psychological Associations and Relationships with Mental Defeat

Tang et Psychologic Hospital Anxiety Pearson's Chronic Pain
al., al Anxiety and Depression | Association Correlation Patients (n=133) r=0.60, p<0.001 Large 11
2010 Scale (HADS)
Tang et . Hospital Anxiety , . .
al., aPISVChOIOQ'C Anxiety and Depression | Association (P)?)?rrjl(;?isn ggtr;:lt(; T:;?W) r=0.65, p<0.001 Large 14
2016 Scale (HADS)
Garcia-
Campa . Hospital Anxiety , . .
yo et aPISyChOIOQIC Anxiety and Depression | Association (P)?)?rrjl(;?isn Elabtrignmtgl?iZSO) r=0.57, p<0.001 Large 14
al., Scale (HADS)
2010
Tang et Psychologic Hospital Anxiety Pearson's Chronic Pain (n=84,
al., al Anxiety and Depression | Association Correlation (patients (n=43), r=0.62, p<0.001 Large 15
2013 Scale (HADS) volunteers (n=41)))
Tang et . Hospital Anxiety , . .
al., aPISVChOIOQ'C Anxiety and Depression | Association (P)?)?rrjl(;?isn ggtr;:lt(; T:E 26) r=0.62, p<0.001 Large 15
2007 Scale (HADS)
Chronic Pain
Patients (n=133):
Group 1 - High
Tang et Psychologic Hospital Anxiety Independent Mental defeat
al., al Anxiety and Depression variable t test (PSPS scores >23) | Cohen's d=1.11 Large 11
2010 Scale (HADS) (n=62)
Group 2 - Low
Mental defeat
(PSPS scores <23)
(n=71)
Dependent variable: Anxiety
Predictor(s):Pain Intensity, rumination,
health anxiety, worry (R?=0.36).
Tang et Psychologic . Hospital Anx[ety Independent . . Chronic Pain Mental defeat was added and was a
al., al Anxiety and Depression variable Linear regression Patients (n=133) significant predictor, Model R?=0.36) R
2010 Scale (HADS) 9 P ’ ~20)-

Pain catastrophising was entered and
was the strongest predictor, Model
R?=0.39.
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Mental defeat was a significant
predictor of anxiety alongside
catastrophising, worry tendency, health
anxiety (F(4,128)=37.7, p<0.001).

Tang et Psychologic . Hospital Anx!ety Independent | Stepwise Chronic Pain Together these accounted for 54% of
al., Anxiety and Depression ) . . _ . - . 11
al variable regression Patients (n=133) the variance in Anxiety. Mental defeat
2010 Scale (HADS) o . .
accounted for 2% of the variance, with
catastrophising accounting for 39%,
worry tendency for 10%, Health anxiety
for 4%.
Dependent variable: Anxiety
Predictor(s):Pain Severity (R>=0.14).
. . . . _ Mental defeat was added and was a
Tang et Psychologic . Hospital Anx!ety Independent | Hierarchical linear Chrgnlc Pa'f (n=84, significant predictor (Standardised
al., | Anxiety and Depression iabl . (patients (n=43), B=0.58 (F ch =30.48. p<0.001 Large 15
2013 a Scale (HADS) vanavle regression volunteers (n=41))) =0.58 (F change = 30.48, p<0.001))
Model R?=0.38, R2 change=0.25)
Effect size attributable to the addition of
mental defeat= £=0.38
ég;(r:ety (wth Hospital Anxiety
Tang et Psychologic | intensity and and Depression Chronic Pain
al., Scale (HADS) - | Association Partial Correlation . _ r=0.58, p<0.001 Large 11
al age \ ; Patients (n=133)
2010 . removing pain
partialled intensity, age
Anxiety (wth
Pain . .
Tang et Psychologic intensity :r?c?rl)il)t:l g;gllgtg/ Chronic Pain
al., y 9 partialled P S Association Partial Correlation . _ r=0.59, p<0.001 Large 11
2010 al out) - Sqalg (HAD ) - Patients (n=133)
. pain intensity
removing
pain intensity
Anxiety (wth
Pain Hospital Anxiety
Tang et intensity, and Depression
al., Plsychologlc ﬁgg and Scale .(HADS.) " | Association Partial Correlation ghtr.onltc Paln1 33 r=0.57, p<0.001 Large 11
2010 a body mass removing pain atients (n=133)
index intensity, age,
partialled BMI
out)
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Tang et

Hospital Anxiety

Psychologic . . i Pearson's Chronic Pain
al., Depression and Depression | Association : . _ r=0.66, p<0.001 Large 11
2010 al Scale (HADS) Correlation Patients (n=133)
Tang et . Hospital Anxiety , . .
al., aPISYChoIoglC Depression and Depression | Association (P)?)?rrjl(;?isn ggtr;:lt(; T:;?W) r=0.66, p<0.001 Large 14
2016 Scale (HADS)
Garcia-
Campa . Hospital Anxiety , . .
yo et aPISyChOIOQ'C Depression and Depression | Association (P)?)?rrjl(;?isn Elabtrignmtgl?iZSO) r=0.63, p<0.001 Large 14
al., Scale (HADS)
2010
Tang et Psvchologic Hospital Anxiety Pearson's Chronic Pain (n=84,
al., al y 9 Depression and Depression | Association Correlation (patients (n=43), r=0.61, p<0.001 Large 15
2013 Scale (HADS) volunteers (n=41)))
Tang et . Hospital Anxiety , . .
al., aPISYChoIoglC Depression and Depression | Association (P)?)?rrjl(;?isn gg{;:'t(; T:E 26) r=0.65, p<0.001 Large 15
2007 Scale (HADS)
Chronic Pain
Patients (n=133):
Group 1 - High
Tang et Psvcholoaic Hospital Anxiety Independent Mental defeat
al., al y 9 Depression and Depression varia%le t test (PSPS scores >23) | Cohen's d=1.12 Large 11
2010 Scale (HADS) (n=62)
Group 2 - Low
Mental defeat
(PSPS scores <23)
(n=71)
Dependent variable: Depression
Predictor variables: Catastrophising,
Pain intensity, Health Anxiety,
Rumination, worry (R?>=0.23).
Tang et . Hospital Anxiety . .
al., aPISyChOIOQIC Depression and Depression Lnac:;%?gdent Linear regression gg{;:'t(; T:E 33) Mental defeat was added and was a Large 11
2010 Scale (HADS) significant predictor (Standardised

B=0.66. Model R?=0.43)

Effect size attributable to the addition of
mental defeat= 2=0.35
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Tang et

Hospital Anxiety

Mental defeat was a significant
predictor of depression alongside
health anxiety (F2,130=59.1, p<0.001).

al., aPISyChOIOQIC Depression and Depression Lnac:;%egdent rséefevglssign gg{;:'t(; T:E 33) Together these factors accounted for 11
2010 Scale (HADS) 9 48% of the variance.
Mental defeat accounted for 44% of the
variance and health anxiety for 4%.
Dependent variable: Depression
Predictor(s):Employment, Pain severity
(R?>=0.12).
Tang et Psvchologic Hospital Anxiety Independent | Hierarchical linear Chronic Pain (n=84, | Mental defeat was added and was a
al., al y 9 Depression and Depression varia%le reqression (patients (n=43), significant predictor (Standardised Large 15
2013 Scale (HADS) 9 volunteers (n=41))) | B=0.64 (F change = 31.53, p<0.001))
Model R?=0.38, R2 change=0.26)
Effect size attributable to the addition of
mental defeat= £=0.42
Depressllon Hospital Anxiety
Tang et . .(W'th Ffam and Depression . .
Psychologic | intensity and i . . Chronic Pain
al., Scale (HADS) - | Association Partial Correlation . _ r=0.62, p<0.001 Large 11
al age \ ; Patients (n=133)
2010 . removing pain
partialled . ;
out) intensity, age
Depression . .
Tang et Psychologic (with Pain :r?c?%tg‘g)ézg)s(lig? Chronic Pain
al., intensity Association Partial Correlation . _ r=0.63, p<0.001 Large 11
al . Scale (HADS) - Patients (n=133)
2010 partialled - X
out) pain intensity
Depression
(with Pain Hospital Anxiety
Tang et intensity, and Depression
al., Psychologic age and Scale .(HADS.) ) Association Partial Correlation Chr.onlc Paln r=0.63, p<0.001 Large 1
2010 al pody mass removing pain Patients (n=133)
index intensity, age,
partialled BMI
out)
Treatment associations and Relationships with Mental Defeat
Izquier Treatment Hyperbaric Pre and post Dependent MANOVA Flbromyelgla - (=0.74, p<0.001 Medium 20t
do- Oxygen intervention variable Intervention pre
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Alvento Therapy group vs pre (n=17) & post
sa et treatment (8 | and post control (n=17).
al., weeks, 5 group Control group pre
2024 sessions per (n=16) & post
week) vs (n=16).
control group

T Score derived using full Downs & Black Checklist scores are higher, max score=28
PSPS= Pain Self Perception Scale
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Appendix A.3 — Search Terms

The search of the databases was performed on May 14™ 2024 using the search terms
identified below.

Database Search Terms Records

1. (Defeat adj3 (mental or sense or feeling)).ab,ti
Medline 2. Pain.ti,ab. Medline = 19
PsychINFO | 3. Chronic Pain/ or Pain/ PsychINFO=13
Embase 4. 2or3 Embase = 26

5. 1and 4

1. "pain"[MeSH Terms] OR "chronic pain"[MeSH Terms]

2. "pain"[Title/Abstract]

3. "pain"[MeSH Terms] OR "chronic pain"[MeSH Terms] OR

"pain"[Title/Abstract]

4. "defeat"[Title/Abstract] AND ("sense"[Title/Abstract] OR _
PubMed "feeling"[Title/Abstract] OR "mental"[Title/Abstract]) PubMed=28

5. ("pain"[MeSH Terms] OR "chronic pain"[MeSH Terms] OR

"pain"[Title/Abstract]) AND ("defeat"[Title/Abstract] AND

("sense"[Title/Abstract] OR "feeling"[Title/Abstract] OR

"mental"[Title/Abstract]))

1. TI ( Defeat n3 (feeling or sense or mental) ) OR AB ( Defeat n3 (feeling or

sense or mental) )

2. Tl pain OR AB pain _
CINAHL | 3" (MH "Pain") OR (MH "Chronic Pain") CINAHL=11

4. S20R S3

5. S1AND S4

( TITLE-ABS-KEY ( defeat W/3 ( feeling OR sense OR mental ) ) AND _
Scopus TITLE-ABS-KEY ( pain ) ) Scopus= 26
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Appendix A.4. — Items of Downs and Black’s Risk of Bias Checklist

Reporting

1. Is the hypothesis/aim/objective of the study clearly described? YES =1, NO =0

2. Are the main outcomes to be measured clearly described in the Introduction or Methods
section? If the main outcomes are first mentioned in the Results section, the question should
be answered no. YES =1, NO=0

3. Are the characteristics of the patients included in the study clearly described?

In cohort studies and trials, inclusion and/or exclusion criteria should be given. In case-
control studies, a case-definition and the source for controls should be given. YES=1, NO=0
5. Are the distributions of principal confounders in each group of subjects to be compared
clearly described?

A list of principal confounders is provided. YES = 2, NO = 0, Partially = 1

6. Are the main findings of the study clearly described? YES =1, NO =0

7. Does the study provide estimates of the random variability in the data for the main
outcomes? YES =1, NO=0

10. Have actual probability values been reported (e.g. 0.035 rather than <0.05) for the main
outcomes except where the probability value is less than 0.001? YES =1, NO =0

Items Excluded for Observational studies:

4. Are the interventions of interest clearly described? Treatments and placebo (where

relevant) that are to be compared should be clearly described. YES =1, NO =0

8. Have all important adverse events that may be a consequence of the intervention been
reported? YES =1, NO =0
9. Have the characteristics of patients lost to follow-up been described?

YES=1,NO=0
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External Validity

11. Were the subjects asked to participate in the study representative of the entire population
from which they were recruited?

YES =1, NO = 0, unable to determine = 0

12. Were those subjects who were prepared to participate representative of the entire
population from which they were recruited?

YES =1, NO =0, Unable to determine =0

13. Were the staff places, and facilities where the patients were treated, representative of the

treatment the majority of patients receive? YES = 1, NO = 0, Unable to determine =0

Internal Validity — Bias

16. If any of the results of the study were based on “data dredging”, was this made clear?

YES =1, NO =0, Unable to determine =0

18. Were the statistical tests used to assess the main outcomes appropriate?

YES =1, NO = 0, Unable to determine = 0

20. Were the main outcome measures used accurate (valid and reliable)? YES = 1, NO = 0,
Unable to determine = 0

Items Excluded for Observational studies:

14. Was an attempt made to blind study subjects to the intervention they have received?

YES =1, NO =0, Unable to determine =0

15. Was an attempt made to blind those measuring the main outcomes of the intervention?

YES =1, NO =0, Unable to determine =0

17. In trials and cohort studies, do the analyses adjust for different lengths of follow-up of
patients, or in case-control studies, is the time period between the intervention and outcome

the same for cases and controls? YES =1, NO = 0, Unable to determine =0
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19. Was compliance with the intervention/s reliable? YES = 1, NO = 0, Unable to determine =

0

Internal Validity — confounding (selection bias)

21.Were the patients in different intervention groups (trials and cohort studies) or were the
cases and controls (case-control studies) recruited from the same population? YES = 1, NO
= 0, Unable to determine = 0

22. Were study subjects in different intervention groups (trials and cohort studies) or were the
cases and controls (case-control studies) recruited over the same period of time?

YES =1, NO = 0, Unable to determine = 0

23. Were study subjects randomised to intervention groups?

YES =1, NO = 0, Unable to determine = 0

25. Was there adequate adjustment for confounding in the analyses from which the main
findings were drawn? YES =1, NO =0,

Unable to determine = 0

Items Excluded for Observational studies:

24. Was the randomised intervention assignment concealed from both patients and health
care staff until recruitment was complete and irrevocable? YES = 1, NO =0,

Unable to determine = 0

26. Were losses of patients to follow-up taken into account? YES =1, NO =0,

Unable to determine =0

Power
27. Did the study have sufficient power to detect a clinically important effect where the

probability value for a difference being due to chance is less than 5%? YES=1, NO=0
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Appendix A.5. — Quality and risk of bias ratings

Observational Studies

Internal Internal

Reporting | X3l | valigity - | YA | power | TOTAL
Author Score score Y | Bias (selection 9 | score Score

(Max=8) (max=3) Score bias) score (Max=1) | (max=19)

(Max=3) (Max=4)
Tang et al., 2007 8 2 3 1 1 15
Tang, 2013 8 2 3 2 0 15
Cheatle et al., 2023 8 1 3 1 1 14
Garcia-Campayo et al.,
2010 8 2 3 1 0 14
Hazeldine-Baker et al.,
2018 8 1 3 1 1 14
Tang et al., 2016 6 3 3 2 0 14
Ayache et al., 2021 7 0 3 2 1 13
Turner-Cobb et al., 2015 7 2 3 1 0 13
Tang et al., 2010 7 1 3 0 0 11
Themelis et al., 2023 7 0 3 0 0 10
Philips, 2015 5 0 3 0 0 8
Experimental Studies
Internal Internal

Reporting | Setal | vaiigity . | _ VAW | power | TOTAL
Author Score scorey Bias (selectiong Score Score

(Max 11) - Score . (Max=1) | (max=28)

(max=3) (Max=7) bias) score
(Max=6)

Izquierdo-Alventosa et al.,
2024 8 1 6 4 1 20
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Appendix A.6. — Conflict of interest statement for academic papers

The authors certify that they have no involvement or affiliation with any body or organisation
that has a financial interest in the subject of this review. Authors McAteer and Risdon declare
that they have no involvement or affiliation with any body or organisation with any non-
financial interest in the subject of this review. Author Salkovskis declares authorship of four of
the articles reviewed in this systematic review. However, all efforts were taken to reduce bias
and author Salkovskis was not involved with conducting the search, undertaking the risk of
bias/ quality assessment. He was involved in resolving a disagreement of opinion between

the two reviewers on the inclusion of one article.
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Appendix B — Service Improvement Project

Appendix B.1. — Instructions to Authors for Journal of Therapeutic
Communities

Before you start

For queries relating to the status of your paper pre decision, please contact the Editor or
Journal Editorial Office. For queries post acceptance, please contact the Supplier Project
Manager. These details can be found in the Editorial Team section.

Author responsibilities

Our goal is to provide you with a professional and courteous experience at each stage of the
review and publication process. There are also some responsibilities that sit with you as the
author. Our expectation is that you will:

“Respond swiftly to any queries during the publication process.

"Be accountable for all aspects of your work. This includes investigating and
resolving any questions about accuracy or research integrity.

“'Treat communications between you and the journal editor as confidential until
an editorial decision has been made.

“Read about our research ethics for authorship. These state that you must:

o Include anyone who has made a substantial and meaningful
contribution to the submission (anyone else involved in the paper
should be listed in the acknowledgements).

o Exclude anyone who hasn’t contributed to the paper, or who has
chosen not to be associated with the research.

o Inaccordance with COPE’s position statement on Al tools, Large
Language Models cannot be credited with authorship as they are
incapable of conceptualising a research design without human
direction and cannot be accountable for the integrity, originality,
and validity of the published work. The author(s) must describe the
content created or modified as well as appropriately cite the name
and version of the Al tool used; any additional works drawn on by
the Al tool should also be appropriately cited and referenced.
Standard tools that are used to improve spelling and grammar are
not included within the parameters of this guidance. The Editor and
Publisher reserve the right to determine whether the use of an Al
tool is permissible.

“If your article involves human participants, you must ensure you have
considered whether or not you require ethical approval for your research,
and include this information as part of your submission. Find out more
about informed consent.

Generative Al usage key principles

1ICopywriting any part of an article using a generative Al tool/LLM would not be
permissible, including the generation of the abstract or the literature review,
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for as per Emerald’s authorship criteria, the author(s) must be responsible
for the work and accountable for its accuracy, integrity, and validity.

“'The generation or reporting of results using a generative Al tool/LLM is not
permissible, for as per Emerald’s authorship criteria, the author(s) must be
responsible for the creation and interpretation of their work and accountable
for its accuracy, integrity, and validity.

“'The in-text reporting of statistics using a generative Al tool/LLM is not
permissible due to concerns over the authenticity, integrity, and validity of
the data produced, although the use of such a tool to aid in the analysis of
the work would be permissible.

Copy-editing an article using a generative Al tool/LLM in order to improve its
language and readability would be permissible as this mirrors standard tools
already employed to improve spelling and grammar, and uses existing
author-created material, rather than generating wholly new content, while
the author(s) remains responsible for the original work.

“'The submission and publication of images created by Al tools or large-scale
generative models is not permitted.

Research and publishing ethics

Our editors and employees work hard to ensure the content we publish is ethically sound. To
help us achieve that goal, we closely follow the advice laid out in the guidelines and
flowcharts on the COPE (Committee on Publication Ethics) website.

We have also developed our research and publishing ethics guidelines. If you haven’t
already read these, we urge you to do so — they will help you avoid the most common
publishing ethics issues.

A few key points:

JANny manuscript you submit to this journal should be original. That means it
should not have been published before in its current, or similar, form.
Exceptions to this rule are outlined in our pre-print and conference paper
policies. If any substantial element of your paper has been previously
published, you need to declare this to the journal editor upon submission.
Please note, the journal editor may use Crossref Similarity Check to check
on the originality of submissions received. This service compares
submissions against a database of 49 million works from 800 scholarly
publishers.

Your work should not have been submitted elsewhere and should not be under
consideration by any other publication.

lf you have a conflict of interest, you must declare it upon submission; this
allows the editor to decide how they would like to proceed. Read about
conflict of interest in our research and publishing ethics quidelines.

"By submitting your work to Emerald, you are guaranteeing that the work is not
in infringement of any existing copyright.

Third party copyright permissions
Prior to article submission, you need to ensure you’ve applied for, and received, written
permission to use any material in your manuscript that has been created by a third party.
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Please note, we are unable to publish any article that still has permissions pending. The
rights we require are:

“Non-exclusive rights to reproduce the material in the article or book chapter.
“Print and electronic rights.
“Worldwide English-language rights.

[1To use the material for the life of the work. That means there should be no
time restrictions on its re-use e.g. a one-year licence.

We are a member of the International Association of Scientific, Technical, and Medical
Publishers (STM) and participate in the STM permissions guidelines, a reciprocal free
exchange of material with other STM publishers. In some cases, this may mean that you
don’t need permission to re-use content. If so, please highlight this at the submission stage.
Please take a few moments to read our guide to publishing permissions to ensure you have
met all the requirements, so that we can process your submission without delay.

Open access submissions and information

All our journals currently offer two open access (OA) publishing paths; gold open access and
green open access.

If you would like to, or are required to, make the branded publisher PDF (also known as the
version of record) freely available immediately upon publication, you can select the gold open
access route once your paper is accepted.

If you’ve chosen to publish gold open access, this is the point you will be asked to pay

the APC (article processing charge). This varies per journal and can be found on our APC
price list or on the editorial system at the point of submission. Your article will be published
with a Creative Commons CC BY 4.0 user licence, which outlines how readers can reuse
your work.

Alternatively, if you would like to, or are required to, publish open access but your funding
doesn’t cover the cost of the APC, you can choose the green open access, or self-archiving,
route. As soon as your article is published, you can make the author accepted manuscript
(the version accepted for publication) openly available, free from payment and embargo
periods.

You can find out more about our open access routes, our APCs and waivers and read our
FAQs on our open research page.

Find out about open

Transparency and Openness Promotion (TOP) Guidelines

We are a signatory of the Transparency and Openness Promotion (TOP) Guidelines, a
framework that supports the reproducibility of research through the adoption of transparent
research practices. That means we encourage you to:

~ICite and fully reference all data, program code, and other methods in your
article.

JInclude persistent identifiers, such as a Digital Object Identifier (DOI), in
references for datasets and program codes. Persistent identifiers ensure
future access to unique published digital objects, such as a piece of text or
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datasets. Persistent identifiers are assigned to datasets by digital archives,
such as institutional repositories and partners in the Data Preservation
Alliance for the Social Sciences (Data-PASS).

“Follow appropriate international and national procedures with respect to data
protection, rights to privacy and other ethical considerations, whenever you
cite data. For further guidance please refer to our research and publishing
ethics guidelines. For an example on how to cite datasets, please refer to
the references section below.

Prepare your submission
Manuscript support services

We are pleased to partner with Editage, a platform that connects you with relevant experts in
language support, translation, editing, visuals, consulting, and more. After you've agreed a
fee, they will work with you to enhance your manuscript and get it submission-ready.

This is an optional service for authors who feel they need a little extra support. It does not
guarantee your work will be accepted for review or publication.

Visit Editage

Manuscript requirements

Before you submit your manuscript, it's important you read and follow the guidelines below.
You will also find some useful tips in our structure your journal submission how-to guide.

Format
Atrticle files should be provided in Microsoft Word format.

While you are welcome to submit a PDF of the document alongside
the Word file, PDFs alone are not acceptable. LaTeX files can also be
used but only if an accompanying PDF document is provided.
Acceptable figure file types are listed further below.

Article length / word Atrticles should be between 3000 and 5000 words in length. This
count includes all text, for example, the structured abstract, references, all
text in tables, and figures and appendices.

Please allow 350 words for each figure or table.

Article title
A concisely worded title should be provided.
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Author details

Biographies and
acknowledgements

Research funding

Structured abstract

The names of all contributing authors should be added to the
ScholarOne submission; please list them in the order in which you'd
like them to be published. Each contributing author will need their own
ScholarOne author account, from which we will extract the following
details:

[JAuthor email address (institutional preferred).
[JAuthor name. We will reproduce it exactly, so any middle
names and/or initials they want featured must be included.
[JAuthor affiliation. This should be where they were based
when the research for the paper was conducted.
In multi-authored papers, it's important that ALL authors that have
made a significant contribution to the paper are listed. Those who have
provided support but have not contributed to the research should be
featured in an acknowledgements section. You should never include
people who have not contributed to the paper or who don’t want to be
associated with the research. Read about our research ethics for
authorship.

If you want to include these items, save them in a separate
Microsoft Word document and upload the file with your submission.
Where they are included, a brief professional biography of not more
than 100 words should be supplied for each named author.

Your article must reference all sources of external research funding in
the acknowledgements section. You should describe the role of the
funder or financial sponsor in the entire research process, from study
design to submission.

All submissions must include a structured abstract, following the
format outlined below.

These four sub-headings and their accompanying explanations must
always be included:

[JPurpose
[IDesign/methodology/approach
[IFindings

[1Originality

The following three sub-headings are optional and can be included, if
applicable:

[IResearch limitations/implications
[IPractical implications

[ISocial implications
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Keywords

Atrticle classification

You can find some useful tips in our write an article abstract how-to
guide.

The maximum length of your abstract should be 250 words in total,
including keywords and article classification (see the sections below).

Your submission should include up to 12 appropriate and short
keywords that capture the principal topics of the paper. Our Creating
an SEO-friendly manuscript how to guide contains some practical
guidance on choosing search-engine friendly keywords.

Please note, while we will always try to use the keywords you've
suggested, the in-house editorial team may replace some of them with
matching terms to ensure consistency across publications and improve
your article’s visibility.

During the submission process, you will be asked to select a type for
your paper; the options are listed below. If you don’t see an exact
match, please choose the best fit:

[JAcademic Paper

[ICase Study

[JICommentary/Response

[JPersonal Contribution

[Letters

[IBook Reviews

You will also be asked to select a category for your paper. The options
for this are listed below. If you don’t see an exact match, please
choose the best fit:

Research paper. Reports on any type of research undertaken by the
author(s), including:

[1The construction or testing of a model or framework
[JAction research

[ITesting of data, market research or surveys
[JEmpirical, scientific or clinical research

[JPapers with a practical focus

Viewpoint. Covers any paper where content is dependent on the
author's opinion and interpretation. This includes journalistic and
magazine-style pieces.

Technical paper. Describes and evaluates technical products,
processes or services.

Conceptual paper. Focuses on developing hypotheses and is usually
discursive. Covers philosophical discussions and comparative studies
of other authors’ work and thinking.

Case study. Describes actual interventions or experiences within
organizations. It can be subjective and doesn’t generally report on
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Headings

Notes/endnotes

Figures

Tables

research. Also covers a description of a legal case or a hypothetical
case study used as a teaching exercise.

Literature review. This category should only be used if the main
purpose of the paper is to annotate and/or critique the literature in a
particular field. It could be a selective bibliography providing advice on
information sources, or the paper may aim to cover the main
contributors to the development of a topic and explore their different
views.

General review. Provides an overview or historical examination of
some concept, technique or phenomenon. Papers are likely to be
more descriptive or instructional (‘how to’ papers) than discursive.

Headings must be concise, with a clear indication of the required
hierarchy.

The preferred format is for first level headings to be in bold, and
subsequent sub-headings to be in medium italics.

Notes or endnotes should only be used if absolutely necessary. They
should be identified in the text by consecutive numbers enclosed in
square brackets. These numbers should then be listed, and explained,
at the end of the article.

All figures (charts, diagrams, line drawings, webpages/screenshots,
and photographic images) should be submitted electronically. Both
colour and black and white files are accepted.

There are a few other important points to note:

LJAIl figures should be supplied at the highest resolution/quality
possible with numbers and text clearly legible.

[JAcceptable formats are .ai, .eps, .jpeg, .bmp, and tif.

[Electronic figures created in other applications should be
supplied in their original formats and should also be either
copied and pasted into a blank MS Word document, or
submitted as a PDF file.

[JAIl figures should be numbered consecutively with Arabic
numerals and have clear captions.

[JAIl photographs should be numbered as Plate 1, 2, 3, etc.
and have clear captions.

LJAIl figure/table captions should include the necessary credit
line, acknowledgement, or attribution if you have been
given permission to use the figure/table; if the figure/table
is the property of the author(s), this should be
acknowledged in the caption.

Tables should be typed and submitted in a separate file to the main
body of the article. The position of each table should be clearly
labelled in the main body of the article with corresponding labels
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Supplementary files

clearly shown in the table file. Tables should be numbered
consecutively in Roman numerals (e.g. |, I, etc.).

Give each table a brief title. Ensure that any superscripts or asterisks
are shown next to the relevant items and have explanations displayed
as footnotes to the table, figure or plate.

Where tables, figures, appendices, and other additional content are
supplementary to the article but not critical to the reader’s
understanding of it, you can choose to host these supplementary files
alongside your article on Insight, Emerald’s content-hosting

platform (this is Emerald's recommended option as we are able to
ensure the data remain accessible), or on an alternative trusted online
repository. All supplementary material must be submitted prior to
acceptance.

Emerald recommends that authors use the following two lists when
searching for a suitable and trusted repository:

[https://commons.datacite.org/repositories

[https://www.re3data.org
If you choose to host your supplementary files on Insight, you
must submit these as separate files alongside your article. Files should
be clearly labelled in such a way that makes it clear they are
supplementary; Emerald recommends that the file name is descriptive
and that it follows the format ‘Supplementary_material_appendix_1’ or
‘Supplementary tables’. All supplementary material must be mentioned
at the appropriate moment in the main text of the article; there is no
need to include the content of the file only the file name. A link to the
supplementary material will be added to the article during production,
and the material will be made available alongside the main text of the
article at the point of EarlyCite publication.

Please note that Emerald will not make any changes to the material; it
will not be copy-edited or typeset, and authors will not receive proofs
of this content. Emerald therefore strongly recommends that you style
all supplementary material ahead of acceptance of the article.

Emerald Insight can host the following file types and extensions:

[JAdobe Acrobat (.pdf)

[IMS Word document (.doc, .docx)
[IMS Excel (.xls, xIsx)

[IMS PowerPoint (.pptx)

[llmage (.png, .jpeg, .gif)

[JPlain ASCII text (.txt)
[IPostScript (.ps)

[Rich Text Format (.rtf)

If you choose to use an alternative trusted online repository, you
should ensure that the supplementary material is hosted on the
repository ahead of submission, and then include a link only to the
repository within the article. It is the responsibility of the submitting
author to ensure that the material is free to access and that it remains
permanently available. Where an alternative trusted online repository
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References

For books

is used, the files hosted should always be presented as read-only;
please be aware that such usage risks compromising your anonymity
during the review process if the repository contains any information
that may enable the reviewer to identify you; as such, we recommend
that all links to alternative repositories are reviewed carefully prior to
submission.

Please note that extensive supplementary material may be subject to
peer review; this is at the discretion of the journal Editor and
dependent on the content of the material (for example, whether
including it would support the reviewer making a decision on the article
during the peer review process).

All references in your manuscript must be formatted using one of the
recognised Harvard styles. You are welcome to use the Harvard style
Emerald has adopted — we’ve provided a detailed guide below. Want
to use a different Harvard style? That's fine, our typesetters will make
any necessary changes to your manuscript if it is accepted. Please
ensure you check all your citations for completeness, accuracy and
consistency.

Emerald’s Harvard referencing style

References to other publications in your text should be written as
follows:

[ISingle author: (Adams, 2006)
[JTwo authors: (Adams and Brown, 2006)

[IThree or more authors: (Adams et al., 2006) Please note, ‘et
al should always be written in italics.

A few other style points. These apply to both the main body of text and
your final list of references.

[’When referring to pages in a publication, use ‘p.(page
number)’ for a single page or ‘pp.(page numbers)’ to
indicate a page range.

[JPage numbers should always be written out in full, e.g. 175-
179, not 175-9.

[’Where a colon or dash appears in the title of an article or
book chapter, the letter that follows that colon or dash
should always be lower case.

[IWhen citing a work with multiple editors, use the abbreviation
‘Ed.s’.

At the end of your paper, please supply a reference list in alphabetical
order using the style guidelines below. Where a DOI is available, this
should be included at the end of the reference.

Surname, initials (year), title of book, publisher, place of publication.
e.g. Harrow, R. (2005), No Place to Hide, Simon & Schuster, New
York, NY.
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For book chapters

For journals

For published
conference proceedings

For unpublished
conference proceedings

For working papers

For encyclopaedia entries
(with no author or editor)

For newspaper
articles (authored)

Surname, initials (year), "chapter title", editor's surname,

initials (Ed.), title of book, publisher, place of publication, page
numbers.

e.g. Calabrese, F.A. (2005), "The early pathways: theory to practice —
a continuum", Stankosky, M. (Ed.), Creating the Discipline of
Knowledge Management, Elsevier, New York, NY, pp.15-20.

Surname, initials (year), "title of article", journal name, volume issue,
page numbers.

e.g. Capizzi, M.T. and Ferguson, R. (2005), "Loyalty trends for the
twenty-first century", Journal of Consumer Marketing, Vol. 22 No. 2,
pp.72-80.

Surname, initials (year of publication), "title of paper”, in editor’s
surname, initials (Ed.), title of published proceeding which may include
place and date(s) held, publisher, place of publication, page numbers.
e.g. Wilde, S. and Cox, C. (2008), “Principal factors contributing to the
competitiveness of tourism destinations at varying stages of
development”, in Richardson, S., Fredline, L., Patiar A., & Ternel, M.
(Ed.s), CAUTHE 2008: Where the ‘bloody hell' are we?, Giriffith
University, Gold Coast, Qld, pp.115-118.

Surname, initials (year), "title of paper", paper presented at [name of
conference], [date of conference], [place of conference], available at:
URL if freely available on the internet (accessed date).

e.g. Aumueller, D. (2005), "Semantic authoring and retrieval within a
wiki", paper presented at the European Semantic Web Conference
(ESWC), 29 May-1 June, Heraklion, Crete, available at: http://dbs.uni-
leipzig.deffile/aumuellerO5wiksar.pdf (accessed 20 February 2007).

Surname, initials (year), "title of article", working paper [number if
available], institution or organization, place of organization, date.

e.g. Moizer, P. (2003), "How published academic research can inform
policy decisions: the case of mandatory rotation of audit
appointments”, working paper, Leeds University Business School,
University of Leeds, Leeds, 28 March.

Title of encyclopaedia (year), "title of entry", volume, edition, title of
encyclopaedia, publisher, place of publication, page numbers.

e.g. Encyclopaedia Britannica (1926), "Psychology of culture contact",
Vol. 1, 13th ed., Encyclopaedia Britannica, London and New York, NY,
pp.765-771.

(for authored entries, please refer to book chapter guidelines above)

Surname, initials (year), "article title", newspaper, date, page numbers.
e.g. Smith, A. (2008), "Money for old rope", Daily News, 21 January,
pp.1, 3-4.
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For newspaper
articles (non-authored)

For archival or other
unpublished sources

For electronic sources

For data

Submit your manuscript

Newspaper (year), "article title", date, page numbers.
e.g. Daily News (2008), "Small change", 2 February, p.7.

Surname, initials (year), "title of document", unpublished manuscript,
collection name, inventory record, name of archive, location of archive.

e.g. Litman, S. (1902), "Mechanism & Technique of Commerce",
unpublished manuscript, Simon Litman Papers, Record series 9/5/29
Box 3, University of lllinois Archives, Urbana-Champaign, IL.

If available online, the full URL should be supplied at the end of the
reference, as well as the date that the resource was accessed.

Surname, initials (year), “title of electronic source”, available at:
persistent URL (accessed date month year).

e.g. Weida, S. and Stolley, K. (2013), “Developing strong thesis
statements”, available at:
https://owl.english.purdue.edu/owl/resource/588/1/ (accessed 20 June
2018)

Standalone URLs, i.e. those without an author or date, should be
included either inside parentheses within the main text, or preferably
set as a note (Roman numeral within square brackets within text
followed by the full URL address at the end of the paper).

Surname, initials (year), title of dataset, name of data repository,
available at: persistent URL, (accessed date month year).

e.g. Campbell, A. and Kahn, R.L. (2015), American National Election
Study, 1948, ICPSR07218-v4, Inter-university Consortium for Political
and Social Research (distributor), Ann Arbor, MI, available

at: https://doi.org/10.3886/ICPSR07218.v4 (accessed 20 June 2018)

There are a number of key steps you should follow to ensure a smooth and trouble-free

submission.

Double check your manuscript

Before submitting your work, it is your responsibility to check that the manuscript is complete,
grammatically correct, and without spelling or typographical errors. A few other important

points:

JGive the journal aims and scope a final read. Is your manuscript definitely a
good fit? If it isn’t, the editor may decline it without peer review.

“Does your manuscript comply with our research and publishing ethics

quidelines?

"Have you cleared any necessary publishing permissions?
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"Have you followed all the formatting requirements laid out in these author
guidelines?

"Does the manuscript contain any information that might help the reviewer
identify you? This could compromise the anonymous peer review process. A
few tips:

o If you need to refer to your own work, use wording such as
‘previous research has demonstrated’ not ‘our previous research
has demonstrated’.

o If you need to refer to your own, currently unpublished work, don’t
include this work in the reference list.

o Any acknowledgments or author biographies should be uploaded
as separate files.

o Carry out a final check to ensure that no author names appear
anywhere in the manuscript. This includes in figures or captions.

You will find a helpful submission checklist on the website Think.Check.Submit.

The submission process

All manuscripts should be submitted through our editorial system by the corresponding
author.

A separate author account is required for each journal you submit to. If this is your first time
submitting to this journal, please choose the Create an account or Register now option in
the editorial system. If you already have an Emerald login, you are welcome to reuse the
existing username and password here.

Please note, the next time you log into the system, you will be asked for your username. This
will be the email address you entered when you set up your account.

Don't forget to add your ORCID ID during the submission process. It will be embedded in
your published article, along with a link to the ORCID registry allowing others to easily match
you with your work.

Don’t have one yet? It only takes a few moments to reqister for a free ORCID identifier.

Visit the ScholarOne support centre for further help and guidance.

What you can expect next

You will receive an automated email from the journal editor, confirming your successful
submission. It will provide you with a manuscript number, which will be used in all future
correspondence about your submission. If you have any reason to suspect the confirmation
email you receive might be fraudulent, please contact the journal editor in the first instance.

Post submission

Review and decision process

Each submission is checked by the editor. At this stage, they may choose to decline or
unsubmit your manuscript if it doesn’t fit the journal aims and scope, or they feel the
language/manuscript quality is too low.
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If they think it might be suitable for the publication, they will send it to at least two
independent referees for double anonymous peer review. Once these reviewers have
provided their feedback, the editor may decide to accept your manuscript, request minor or
major revisions, or decline your work.

While all journals work to different timescales, the goal is that the editor will inform you of
their first decision within 60 days.

During this period, we will send you automated updates on the progress of your manuscript
via our submission system, or you can log in to check on the current status of your

paper. Each time we contact you, we will quote the manuscript number you were given at
the point of submission. If you receive an email that does not match these criteria, it could be
fraudulent and we recommend you contact the journal editor in the first instance.

If your submission is accepted

Open access

Once your paper is accepted, you will have the opportunity to indicate whether you would like
to publish your paper via the gold open access route.

If you’ve chosen to publish gold open access, this is the point you will be asked to pay the
APC (article processing charge). This varies per journal and can be found on our APC price
list or on the editorial system at the point of submission. Your article will be published with

a Creative Commons CC BY 4.0 user licence, which outlines how readers can reuse your
work.

For UK journal article authors - if you wish to submit your work accepted by Emerald to
REF 2021, you must make a ‘closed deposit’ of your accepted manuscript to your respective
institutional repository upon acceptance of your article. Articles accepted for publication after
1st April 2018 should be deposited as soon as possible, but no later than three months after
the acceptance date. For further information and guidance, please refer to the REF

2021 website.

Copyright

All accepted authors are sent an email with a link to a licence form. This should be checked
for accuracy, for example whether contact and affiliation details are up to date and your
name is spelled correctly, and then returned to us electronically. If there is a reason why you
can’t assign copyright to us, you should discuss this with your journal content editor. You will
find their contact details on the editorial team section above.

Proofing and typesetting

Once we have received your completed licence form, the article will pass directly into the
production process. We will carry out editorial checks, copyediting, and typesetting and then
return proofs to you (if you are the corresponding author) for your review. This is your
opportunity to correct any typographical errors, grammatical errors or incorrect author details.
We can’t accept requests to rewrite texts at this stage.

When the page proofs are finalised, the fully typeset and proofed version of record is
published online. This is referred to as the EarlyCite version. While an EarlyCite article has
yet to be assigned to a volume or issue, it does have a digital object identifier (DOI) and is
fully citable. It will be compiled into an issue according to the journal’s issue schedule, with
papers being added by chronological date of publication.
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How to share your paper

Visit our author rights page to find out how you can reuse and share your work.
To find tips on increasing the visibility of your published paper, read about how to promote

your work.

Correcting inaccuracies in your published paper

Sometimes errors are made during the research, writing and publishing processes. When
these issues arise, we have the option of withdrawing the paper or introducing a correction
notice. Find out more about our article withdrawal and correction policies.

Need to make a change to the author list? See our frequently asked questions (FAQs) below.

Frequently asked questions

Is there a submission

fee The only time we will ever ask you for money to publish in an

for the journal? Emerald journal is if you have chosen to publish via the gold open
access route. You will be asked to pay an APC (article processing
charge) once your paper has been accepted (unless itis a
sponsored open access journal).

Read about our APCs

At no other time will you be asked to contribute financially towards
your article’s publication. If you haven’t chosen gold open access
and you receive an email which appears to be from Emerald,
asking you for payment to publish, please contact the journal
editor in the first instance.

How can | become

a reviewer for a Please contact the editor for the journal, with a copy of your CV.
Jjournal? You will find their contact details on the editorial team tab on this
page.

Who do I contact if |

want to find out which Typically, papers are added to an issue according to their date of
volume and issue my publication. If you would like to know in advance which issue your
accepted paper will paper will appear in, please contact the content editor of the

appear in? journal. You will find their contact details on the editorial team tab

on this page. Once your paper has been published in an issue,
you will be notified by email.
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Who do I contact if |
have

a query about my
submission?

Is my paper suitable
for the journal?

How do | make a
change to the list of
authors once the
manuscript has been
submitted?

Please email the journal editor — you will find their contact details
on the editorial team tab on this page. If you ever suspect an
email you've received from Emerald might not be genuine, you
are welcome to verify it with the content editor for the journal,
whose contact details can be found on the editorial team tab on
this page.

If you've read the aims and scope on the journal landing page and
are still unsure whether your paper is suitable for the journal,
please email the editor and include your paper's title and
structured abstract. They will be able to advise on your
manuscript’s suitability. You will find their contact details on the
Editorial team tab on this page.

Authorship and the order in which the authors are listed on the
paper should be agreed prior to submission. We have a right first
time policy on this and no changes can be made to the list once
submitted. If you have made an error in the submission

process, please email the Journal Editorial Office who will look
into your request — you will find their contact details on the
editorial team tab on this page.
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Appendix B.2. — Lay Summary

This project aimed to provide recommendations to improve the Service User Network (SUN)
Service in Berkshire Healthcare NHS Foundation Trust. The service offers support to those in
the community who have personality disorders or similar problems with relationships or
emotional regulation. The project employed an analysis of quantitative data collected by the
service as well as interviews and focus groups conducted with people who use the service
and those who facilitate its groups. The data was analysed to find that the service was
offering a consistent space to provide peer-support groups in the style of a therapeutic
community. While recent staffing issues had limited the number of groups and overall
appointments that the service offered in recent months, 598 people had been referred to the
service and just over half of these had attended at least one group. The analysis of the
service user and staff focus groups and interviews were understood through a thematic
framework based on a theoretical model of a therapeutic community. These themes included
experiences of attachment to the SUN community and finding a culture of belonging, being
contained by the community in a culture of safety, communication providing a culture of
openness, involvement and inclusion in a culture of participation and citizenship, and to find
personal agency in a culture of empowerment. Recommendations to improve the service

were made based on areas identified in the analysis.
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Appendix B.3. — Participant Information Sheet

Service Improvement Project of the Service User Network (SUN) in
Berkshire NHS Foundation Trust

Participant Information Sheet

You have been invited to participate in a service improvement project being conducted
in the Service User Network (SUN). The project is being conducted as one part of a
Doctorate in Clinical Psychology based at the University of Oxford. The project has
approval from the clinical audit team in NHS Berkshire Healthcare Foundation Trust.
Before you decide whether you wish to participate, it is important to understand why
the project is being conducted and what it will involve. Please read the following
information carefully before you consider being involved in the project.

What is the purpose of the project?

This project aims to explore experiences of people who have been offered the SUN service.
It seeks to gain the perspectives of both those who use the service, and those who have self-
referred to the service but have not attended. This is with the aim to understand what
members’ experiences of using the service are, the things that are being done well by the
service, and identify ways to improve the service for those who use the service. It will also
explore how you use the service and how the SUN connects people. In addition to speaking
with members, the project will also engage with staff who facilitate group in order to get their
perspectives and experiences.

Why have | been chosen?

All people who have been invited to the SUN Service have been invited to participate in the
service evaluation via this email. Those who volunteer to participate in the project will be
eligible to join the focus groups or individual interviews. Unfortunately, due to the limited
numbers of people who can be involved in the focus group or individual interviews, not
everyone who volunteers can be involved. Those who complete the registration form but will
not be involved in the service evaluation project will be e-mailed to thank them for registering
their interest. Rather than speaking to a large number of people, the aim is to speak to
people who span a range of different demographic categories as well as different levels of
service use. This means that a number of people will be selected and invited to participate
and these people will be e-mailed to arrange a time.

What will taking part involve?

Taking part will involve completing the online form which was attached to the e-mail you
received and providing your voluntary and informed consent to participate. Responses to this
form go to the project coordinator and not the SUN Staff. After answering some short
questions on your demographic information and providing your e-mail address you can
submit the form. In this information form you will be asked whether you would like to be
considered for the focus group or for the individual interviews. If you are selected to
participate you will be contacted by the project coordinator via e-mail. You will be sent a
consent form which you will need to complete and return. Interviews will be organised at a
time when you are available. The focus group will take place on Wednesday 29" March 2023
at 10am and will last for 2 hours. Individual interviews will be arranged at a time convenient
to you and will last approximately 30-45 minutes. This will involve talking with a member of
the service improvement project team via Microsoft Teams or on the telephone. The interview
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and focus group will be audio recorded and the conversation will be transcribed into a written
format.

Who will know | have taken part if | choose to do so?

Participation in this project will remain anonymous from the staff team who operate the SUN
service. No personal information on your involvement will be presented back to the staff
team. Only other members who attend the focus group will be aware of anyone else who is
participating in the project. Those who are involved in individual interviews will not be
identified to others. Information on demographics will be used to describe the sample profile
of people who participate, by collecting broad information such as broad age band, but
identifiable information such as names and e-mail addresses will not be passed to the SUN
staff team.

Do | have to take part?

There is no obligation to take part in the project. You will not be penalised for not participating
in any aspect of the project. If you do decide to participate, you can withdraw from the project
at any time during the data collection period. Once we have received your online form, the
project coordinator will contact you via e-mail and ask you to participate in either a focus
group or an individual interview using Microsoft Teams or the telephone and attach a consent
form sheet. You may withdraw at any time without giving a reason by contacting the project
coordinator (see below). This will not affect your ability to engage with the SUN service in
any way.

What are the benefits of taking part?

We value your participation as you will be helping to improve our understanding of how
people engage with the SUN service and your experiences of using it or why you may not
use it. This will be reported back to the SUN service in a way that can inform staff on what
works well and where improvements can be made to best support people who use the
service. Unfortunately, there is no paid incentive for participating but giving your input and
voice to the project will allow for your perspectives to be taken into account and used to
make recommendations to improve the service.

What are the possible disadvantages and risks of taking part?

The interviewer will ask you about your experiences of using the SUN service. There is
potential for this to bring up a range of emotions. We advise that you take as many breaks as
you need. You may also withdraw at any point without giving a reason or any penalty. If there
are any concerns about risk of harm to yourself or others, this will be fed back to the SUN
service and you may receive a follow-up call. You are also welcome to contact the project
coordinator if you have any questions around this.

What will happen with my data?

The information you give will be anonymised and kept confidential within a secure location on
NHS Berkshire Health Foundation trust servers with only the project coordinator (see below)
having access to your interview responses. This means that nobody will be able to identify
you from the answers you give. The audio recordings of the interviews will be deleted
immediately once they have been transcribed into a written format and will not form part of
your clinical notes. We will analyse the anonymised data from all participants to explore
themes related to your experiences. Your anonymous data will be stored on a password
protected device and deleted after five years. The team running the service evaluation will
have access to the anonymised data. Data will be managed in adherence to Berkshire
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Healthcare Foundation Trust (BHFT) Information Governance Policy. All personal information
that could identify you will be removed or changed before feedback is shared with the SUN
team.

Will the project be published?

The project write up will be circulated to those involved with the organisation and running of
the SUN service in order to communicate findings and recommendations to improve service.
The write up may be submitted to an academic journal to help disseminate findings. In this
publication, we may use quotes that have been said during the focus group or depth
interview but you will never be able to be identified from these quotes. The project findings
will also be communicated to the SUN Service Users through a summary of key findings and
at a discussion at a Your Say Morning.

What if there is a problem?

If you have a concern about any aspect of this study, please contact Gareth McAteer
(Gareth.mcateer@gtc.ox.ac.uk) or Alasdair Churchard (alasdair.churchard@hmc.ox.ac.uk)
and we will do our best to answer your query.

We will acknowledge your concern within 10 working days and give you an indication of how
it will be dealt with. If you remain unhappy or wish to make a formal complaint, please
contact: Loretta Verrall (loretta.verrall@berkshire.nhs.uk)

If you have any further questions about the study before deciding whether to participate,
please contact the project coordinator Gareth McAteer (gareth.mcateer@berkshire.nhs.uk).
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Appendix B.4. — Participant Consent Form

Service Improvement Project of the Service User Network (SUN) in Berkshire NHS
Foundation Trust
Consent Form

Purpose of the project

This project aims to explore experiences of people who use SUN service as well as those
who do not use the service or who have been offered to use the service but have not
regularly done so. This is with the aim to understand what members’ experiences of using
the service are, what is being done well by the service, what members would like to see
improve and what might remove some barriers from participating and engaging.

Please read through the following statements and put an 'X' in the box to the right to indicate
your consent to participate:

1. | confirm that | have read and understood the information sheet and | have
had the opportunity to consider the information, ask questions and have had
any questions answered.

2. lunderstand that the aim of the project is to evaluate the service provided by
the service user network (SUN) and provide recommendations for possible
improvements.

3. lunderstand that my participation is voluntary and is not related to any
healthcare | receive. | understand that | am free to withdraw at any time
without adverse consequence or penalty, without giving a reason and | have
been told how to do this.

4. | understand that the interview/ focus group will be audio recorded and
transcribed into a written format that will be anonymised. | understand that the
audio recordings will then be deleted.

5. lunderstand that the data collected during the project will be held securely
and may be accessed by people in the service improvement project team. |
give permission for these people to access my data.

6. | understand who will have access to personal data provided, how the data will
be stored and what will happen to the data at the end of the project

7. lunderstand that the interview recording and transcript will not form any part
of my clinical notes. As data will be anonymised, the SUN service will not be
able to respond to any comments made.

8. |l understand how to raise a concern or how make a complaint based on the
information provided in the information sheet.

9. I consent to participating in the project

Signature:

Print Name:

Date:

Project Coordinator: Gareth McAteer — gareth.mcateer@berkshire.nhs.uk
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Appendix B.5. — Interview Schedule/ Guide

Service User Network — Service User Interviews Topic Guide

Introductions

Introduce self

Introduce the Service Improvement Project:

This service improvement project aims to get an understanding of the Service User Network
(SUN) from the people who use the SUN service.

Explain that the interview will last up to 45 minutes

Provide reassurances of anonymity and confidentiality. Explain that no information about
individuals will be passed on to anyone outside the project and they will not be made
known to the SUN team unless they reveal this themselves.

We will be asking about a range of topics today including your perceptions of the service,
how you access it, your perceptions of what could be done to improve it. You do not have
to answer any questions or give any information that may be too personal or that you do
not wish to share. If anything that distressing comes up let me know and feel free to take a
break or leave the interview at any point.

Request permission to record interview.

Do you have any questions you’'d like to ask before we start?

Allow respondents to introduce themselves:
[1  We would like to get to know you all a little today so perhaps you could introduce yourself
[l How long you have been using the SUN service?
[1 Have you ever/ How often or regularly attend SUN groups?

Section 1: Perceptions of the service

1.1

Can you tell me a little bit about the SUN service as it is?
[0 Prompts:
[0 How does the service operate?
[l What types of things does the service provide you?
[l How does the service run at the minute?

1.2

What do you think the purposes or aims of the service are?

Section 2: Awareness of current service provisions

2.1 Can you describe to me what it is like to participate in a group?
[l Probe:
[1  What happens in a typical group?
[1 Is there a structure to each group? (Check in; Agenda etc.)
Have you a crisis support plan you could tell me about?
[l When did you agree this?
[1 Is this useful to you?
[1 What were your experiences of doing this?
2.2 How does the service communicate with you?

[l How do you find out what is going on within the service?
[l How do you know when groups are available to join?

Section 3: Accessing the service

3.1

We are now going to explore how you accessed or enrolled with the SUN service.
This will include how you found out about the service and got involved, as well as
your continued access to the service.
Can you describe how you heard about/ became involved with the service?

[l Probe:

[1 How did you get in touch with the group to self-refer?
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[1  How would you describe the referral process?

3.2 What encourages you to use the service?
[1 Probe:
[ Are there times you use the service more than other times?
[l Would you want to use the service more?
[1 Is using the service more frequently a good thing for you?
Are there any barriers you experience to using the service?
[1 Probe:
[1  Any reasons why you do not attend more regularly?
[ Is there anything you can think of that would increase your attendance at
the service?
[ Is there anything that would increase your engagement in groups you do
attend?
3.3 IF NEVER USED OR NON-REGULAR

What would encourage you to use the SUN service/ use the service more
regularly?

What are the reasons you have not used the service? / What are the reasons you
have stopped using the service?

IF USED SERVICE: Section 4: Experiences of using the service/ Group culture

4.1 Do you feel you are able to approach the service when you need it?
[1 Isiteasy to access a group?
[1  How does the group usually respond to you?
4.2 | would now like you to think of being within a group that you have attended.
Do you feel like the group you are in supports you?
[1  How are you able to communicate within the group?
[1 Do you feel like you are seen by the group?
[1 Can you describe the relationships between people within the group?
4.3 How would you describe the culture and environments within the groups you have
attended?
[l Probe:
[l Interactions with group
[1 Interactions with staff
4.4 Can you describe to me what an ideal SUN session would involve for you?

[1  How would it be run?
[l Who would be in the group with you?

IF USED SERVICE: Section 5: Changes/ Benefits from using the service

5.1

Has using the service had any impacts on your life?
[1  How would you describe these impacts? (positive/ negative)
[l What are some of the positive impacts (benefits)?
[l Are there any negative impacts or drawbacks?

5.2

Has attending the service had any wider benefits to your life?
[1 Probe:
[l  Completing tasks
[l Managing finances
[J Inclose relationships
[l Feeling alone or isolated from relationships

5.3

Has attending the service helped you improved in your ability to cope during
difficult times?
[l How has it improved your ability to cope?
[l Have you used other healthcare services less because you use the SUN
service?
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Do you feel sharing with others and hearing their experiences has had an impact
on you?

[1 Probe:

[l Why has this been useful?

What are your goals for using the service?
[l Have you identified any common goals with others in the groups?

IF USED SERVICE: Section 6: Attitudes towards the group/ Attachment

6.1 Do you feel the service offers a supportive environment?
[l Probe:
[1 In what ways is it supportive?
[0  What aspects are supportive?
[1 Does it feel safe?
6.2 Do you feel connected to the other people who are in the SUN community?
[l What connects you to the community?
[1 Do you notice when you have not attended the groups in a while?
6.3 Who are you within the SUN group?

[l Probe: Have you changed over time within the group?

[l Context (do not read out): Membership of the therapeutic community is
viewed in the model as offering service users an opportunity to engage in
‘referencing’ within the group by establishing themselves ‘within a context
specific narrative’ in order to feel a sense of self being accurately
perceived.

Section 7: Service Improvements

7.1

In what ways do you think the service could improve?

Why do you think this would improve your experiences?
[1 Attend more?
[1 Provide more resources or information?
[l Encourage others to attend?
[1 Improve the environment in the service meetings?
[1 Improve the support the service offers?

7.2

IF USED SERVICE: What would help you feel more accepted in groups you
attend?

7.3

What would encourage you to use the SUN Service/ use the SUN Service more
regularly?

Section 8: Closing

8.1

Closing
Any final thoughts on you and the SUN service?

Thank participants and discuss dissemination. Offer participant chance to debrief
after interview.
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Appendix B.6. — Framework Analysis Stages

The table below details the stages of data analysis undertaken in the framework analysis of
collected qualitative data. Data was analysed using the framework analysis approach to
analysing qualitative data outlined by Goldsmith, (2021). This involves five stages of analysis
and the considerations taken at each step are outlined.

Stage

Overview of stage procedures

1 — Data
Familiarisation

This stage involved becoming familiar with the data. This included
listening back to the collected interviews and transcribing data into text
format. Following this, all data was categorised using the collected
information participants provided. Each interview and focus group
transcript was then read numerous times, and codes were applied to
specific aspects of the collected data. These codes were generated
iteratively and throughout the reading process. Transcripts were read
numerous times to ensure that all information was coded. Service user
data transcripts were analysed first and the codes generated at this were
used when analysing data from the facilitator focus group transcript.
While some new facilitator only codes were created to do this, many of
the same codes used for service users encapsulated the facilitator data.

2 — Framework
identification

The second step in the framework analysis approach is to develop a
conceptual framework. As noted, the conceptual framework used to
evaluate the efficacy of the SUN service was guided by the five principles
outlined by Haigh (2013) that facilitate secondary emotional growth in a
therapeutic community. The five top level themes and sub-themes were
identified from the theoretical article. The coded data was then reviewed
in order to determine whether this framework was appropriate. Minor
alterations to the framework were made to ensure that all study data was
accounted for. An example of an alteration to the framework structure
included adding in an additional sub-theme to the theme of Attachment.
This was to account for some experiences of users who had used the
service and after lapsing in their use returned after some time. Appendix
B.7. outlines the framework used to map the theoretical components
required in the therapeutic community to the structures operating in the
SUN service.

3 - Indexing

This stage involved mapping all coded data from the original coding
phase to the identified conceptual framework. This was helped by the
structured topic guide and the theoretical framework being linked to
particular aspects of the therapeutic community. The final indexing step
of mapping coded data to the theoretical framework themes and sub-
themes can be seen in Appendix B.8 for the theme of Containment.

4 - Charting

After indexing, all study data was then charted in order to uncover
patterns within the data with particular reference to service user profiles.
All questions were charted and responses counted across the different
service user profiles: never used the service; lapsed users; irregular
users, regular users and staff. Appendix B.9. shows the matrix tables
used to chart all study data for the Attachment theme.

5 — Mapping
and
interpretation

The final stage involves interpreting the data and uncovering patterns in it
through mapping. This was completed by studying charted data using the
framework and an excerpt of this is included in Appendix B.10.
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Appendix B.7. — Framework

The table below details the final framework overview for understanding and mapping study
data relating to service user and staff perspectives on the SUN Service. The themes

identified by Haigh (2011) were used to determine the 5 top level themes and the sub-level
an effective therapeutic community. The sub-themes derived from Haigh

themes related to

were mapped to component parts of the collected data set.

Sub Theme

| Initial indexing of collected study data to framework

Theme 1 - Attach

ment

Referral

How heard about the service

Perceptions of the service

Goals for using service

Joining Barriers to approach

Crisis and Support Plans (CASPs)
Leaving Reasons for leaving
Returning Factors encouraging approach

Returning after some time

Theme 2 - Contai

nment

Rules

Structure of groups

Unsupportive Behaviour

Support Support from others
Supporting Others
Boundaries Boundaries in place

Difficulties Asserting boundaries

Safe Environment

Theme 3 - Comm

unication

Groups

Communication between members

Communication between members and facilitators

Conflict

Correspondence | Communication about service from facilitators
Communication from or about service
Ethos Service Aims

What makes a good group

What makes a bad group

Theme 4 — Involvement

Community Culture and environments
Connection to others
Participation What is it like to participate
Group sees you
Learning Impacts and benefits
Learn through involvement
Interdependence | Depend
Help to cope

Theme 5 - Agenc

Empowerment Impacts of attending
Ability to manage
Decisions
Individuation Identity
Seniority

Establishing self
as seat of action

Responsibility inside groups

Responsibility outside groups
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Appendix B.8. — Framework themes and Codes Indexing

The table below illustrates how all codes that were derived from the reading of the
data were indexed to the identified framework.

Sub Theme

| Sub-theme component

Codes

Theme 2 — Containment

Rules

Structure of groups

A : Awareness of SUN model

B : Change in service since christmas - less
groups

: Group sizes

: groups are confidential

: Offers online and in-person groups

: Rigidity of structure

: Structure of group

: Two facilitators who lead session

| : Balanced groups - supportive

J : Groups are structured

K: there are less groups now than before

L : barr - few or reduced groups offered
difficult to find one to join

M : barr - physically getting to groups

N : barr - staff reductions less groups

O : Ideal - online groups very convenient
when having a tough time

P : Not ideal - online groups hard to see other
people

Q : Not ideal - online groups hard to speak
R : Online groups can be easier to participate
- can raise hand

S : online groups can have technological
issues which get in the way of support

T : Support depends on size of group

U : being seen depends on group size

V : Not seen because not available - no
groups at appropriate times

W : Improve - More consistency of facilitators -
rules

X : Improve - Structure of groups can vary with
facilitators

Y : Group structure could be communicated
better

Z : Groups can be rigid in structure and rules
AA : There are no boundaries

AB : Facilitators not consistent with how
structure is implemented

AC : Facilitators on group platform

AD : reduce length of them

AE : Facilitators on structure of groups

AF : Facilitators on SUN model

AG : CASP - for new members

ITGTMMOO

Unsupportive Behaviour

A : Unsupportive behaviour

B : Facilitators attacked by members

C : Facilitators can be unsupportive

D : Other members - cliques

E : Other members nasty - bullying

F : People can be banned in groups

G : Relationships with other members can be
frustrating
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H : Not ideal - feeling attacked by other
members

| : Some members not supportive

J : Support depends on other members
present

K : Support differs by which facilitators are
there

L : Support experiences influenced by
facilitators responses

M : cliquey

N : Connected - NOT because cliques

O : Safe - NO - certain other members

P : Facilitators who put boundaries in get
aggression

Q : Facilitators boundaries to keep them safe
R : Facilitators not regulating members
conflicts

S : Facilitators on whether supportive
environment

: Responsibility for members to facilitate
: Responsibility to regulate groups

Support

Support from others

: cheap support - not real support

: Offer Support in recovery journey

: Support each other

: Support for people who are struggling

: Balanced groups - supportive

: Finding others like you - positive

: Groups can be supportive

: Other members giving support

| : 60-40 supportive

J : Groups can involve conflict with other
members

K : Member cliques can impact support

L : Members in crisis on screen can be difficult
M : Not supported to call out perceived
antisocial behaviour

N : Online groups can be easier to participate
- can raise hand

O : online groups can have technological
issues which get in the way of support

P : Positive support experiences

Q : Some members not supportive

R : Support - facilitators are kind

S : Support - not enough for some people
T : support - through shared understanding
U : Support depends on other members
present

V : Support depends on size of group

W : Support differs by which facilitators are
there

X : Support experiences influenced by
facilitators responses

Y : Supportive

Z : Safe - NO - certain other members

AA : Safe - NO - drugs

AB : Safe - NO - members in crisis

AC : Safe - NO - unsure

AD : Faciliators on challenges facilitating -
different members

IGMMOO®>»C-H
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AE : Facilitators encourage members to be
supportive to others

AF : Facilitators give good advice

AG : Facilitators have supervision

AH : problem solving vs hypothetical open
discussions

Al : Facilitators on whether supportive
environment

Supporting Others

A : giving support to others is positive5555
B : Helping others feels good

C : positive experiences of support

D : Not supported to call out perceived
antisocial behaviour

E : Positive support experiences

F : Some members not supportive

G : Support depends on other members
present

H : Support differs by which facilitators are
there

| : Supportive

J : goals - to support others

K : Facilitators encourage members to be
supportive to others

L : Facilitators on whether supportive
environment

M : The group is inconsistent so hard for
facilitators to be

Boundaries

Boundaries in place

A : Rigidity of structure

B : Groups are structured

C : Ideal - good boundaries

D : Groups can be rigid in structure and rules
E : Facilitators - what happens in group stays
in group

: Facilitators boundaries to keep them safe
: Responsibility for members to facilitate

Difficulties Asserting
boundaries

: Facilitators attacked by members

: Group structure needs to be more clear

: Groups are not vetted - anyone can come
: Other members - strong willed

: Other members nasty - bullying

: some groups are chaos

: barr - unsafe emotional environment -
unsupportive - triggering

H : bad experiences with other members

| : Not emotionally safe environment

J : Not professional

K : Not ideal - feeling attacked by other
members

L : Not ideal - people checking out early

M : Members in crisis on screen can be
difficult

N : Not supported to call out perceived
antisocial behaviour

O : Improve - Clarification for who the service
is for - diagnosis or not

P : Improve - Ensure that everyone has time
to speak and be heard

Q : Improve - Groups can be overcrowded
and there is not space for everyone

R : Improve - Managing conflicts in groups

OMMOOW>OT
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S : Improve - More consistency of facilitators -
rules

T : Improve - reduce lengths of groups

U : Improve - Structure of groups can vary
with facilitators

V : Facilitators who put boundaries in get
aggression

W : Group structure could be communicated
better

X : Groups are not vetted

Y : Hard for group to uphold boundaries

Z : Need to be able to get on with people but
choose not to be friends outside group

AA : There are no boundaries

AB : Which language can be used and not
Trigger others

AC : worried the group will call on me for
emotional support at home

AD : Faciliators on challenges facilitating -
different members

AE : Facilitators find it hard to manage risks
AF : Facilitators need more consistency

AG : Facilitators not consistent with how
structure is implemented

AH : Facilitators not regulating members
conflicts

Al : Responsibility for members to facilitate

Safe Environment

: Groups can feel not safe

: Other members nasty - bullying

: some groups are chaos

: bad experience

: bad experiences with other members

: Groups can be volitile

: Ideal - good boundaries

: Ideal - good facilitators

| : Ideal - group size

J : Ideal - to feel heard

K : Impacts - going to group makes you feel
better

L : Impacts - positive knowing you are not
going to be abandoned by Service

M : Safe - NO - certain other members

N : Safe - NO - drugs

O : Safe - NO - members in crisis

P : Safe - NO - unsure

Q : Facilitators boundaries to keep them safe

IGOTMMOUO WX
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Appendix B.9. — Matrix Tables

This section demonstrates step 4 of the Framework analysis step of charting. The
tables below indicate the charting of study data and coding for specific nodes by
service user and staff profiles. This allows for differences across groups to be easily
identified.

1101 - How heard about the Never Used Lapsed Irregular Regular User | Staff
service the Service User User

A : filled in some questionnaires X
before attending

B : Getting involved was easy X

C : Heard about the service X
through friends or other
channels

D : Referred after crisis X

E : Referred after other therapy X X

F : Referred by another MH XX X X XX
practitioner

G : Referred thinking group X
would help with additctions

H : Referred while | waited for XX
psychological therapy

1102 - Perceptions of the Never Used Lapsed Irregular Regular User | Staff
service the Service User User

A : Awareness of SUN model X

B : CASP - for new members X

C : Change in service since X
christmas - less groups

D : facilitators raise concerns X X
with things in groups

E : For people who have mental | X X X
illness

F : Group sizes X

G : groups are confidential X

H : 1 do not think it could work - X X
not valuing peer support

| : Less Groups means more X X
distress

J : Members lead the groups X X X

K : More cancelled groups - lack X
of current groups available

L : No subject off limits X

M : Not widely advertised - X
specific needs or diagnoses

N : Offers online and in-person X
groups

O : Peer Support Group XXX X XX XX X

P : People suffering from similar | X X X XX
experiences

Q : People who are in distress X

R : Regular - weekly meetings X

S : Rigidity of structure X X
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T : Service is for people in crisis | X
situations - might not be bad
enough

U : Structure of group

XX

XX

V : Taking anonymous minutes
of groups

XX

W : Tension between members

X : Tension between members
and facilitators

XX

Y : To support self and support
other

Z : Two facilitators who lead X X
session

AA : Unsupportive behaviour

AB : cheap support - not real
support

AC : Don't know - unsure XX

AD : Don't need a diagnosis

AE : Easy to access support X

AF : For people who don't meet X
criteria for therapy

AG : Its not therapy or treatment X

AH : No clincial responsibility X

1103 - Goals

A : goals - get better

B : goals - get ideas from other
people

C : goals - increase my
understanding

D : goals - stop lonliness

x| X| X[ X

E : goals - to support others

Never Used
the Service

1201 - Barriers to approach Lapsed

User

Irregular
User

Regular User

Staff

A : barr - Aversion to CASP X

B : barr - few or reduced groups
offered difficult to find one to join

X

XX

C : barr - groups are long X X

XX

D : barr - Have private therapy so X
less need

E : barr - | don't belong - | am not X
bad enough

F : barr - mental health barriers - X
not a therapy group so won't help

G : barr - nervous to attend in
person group

H : barr - neurodivergent difficulties

| : barr - not knowing which
facilitators might be there - bad
experiences with facilitators

J : barr - physically getting to
groups

K : barr - social anxiety X

L : barr - staff reductions less
groups
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M : barr - unable to make session
times

N : barr - unsafe emotional
environment - unsupportive -
triggering

O : not fitting in - I'm not bad
enough

P : Not sure it would be helpful to
me

Q : Put off by CASP

R : Sessions seem long

S : Social anxiety

T : worried that group other
members will require emotional
support outside of groups from me

x| X| X| X| X| X

1202 - CASPs

Never Used
the Service

Lapsed
User

Irregular
User

Regular User

Staff

A : CASP - A working document
that is updated

B : CASP - Can be triggering

C : CASP - can take a long time
in session

XX

D : CASP - detracts from main
forum

XX

E : CASP - Difficult to fill out

XX

F : CASP - First session

XX

G : CASP - Frustrating when new
members do not return

H : CASP - Helpful

XX

| : CASP - is posted to you after
group

J : CASP - legal issue no clinical
responsibility

K : CASP - Not used it since 1st
session

XX

L : CASP - Not useful

M : CASP - people dont want to
fill it out on first group

N : CASP - Supported by other
members when doing it

XX

O : CASP - Used to doing CASPS
in mental health services

P : CASP - Useful

XX

Q : CASPS - Fill out before
session alone

R : Improve - CASP - takes a lot
of time in groups

XX

S : Improve - Contact new
potential members before joining
first group and doing CASP

XX

T : Facilitators on CASPS

XX

1301 - Reasons for leaving

Never Used
the Service

Lapsed
User

Irregular
User

Regular User

Staff

A : Anxiety about which
facilitators may be involved

X

X

B : bad experience

X

X
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C : bad experiences with other
members

D : Group is not helping - not
therapy

E : Groups not on at a time | can
make - no evening groups

F : Nervous to attend F2F group

G : Not emotionally safe
environment

H : Not professional

| : Too many people in a room

J : Improve - new members do
not return

K : Improve - staff retention

L : Facilitators on high turn over
of staff

M : Facilitators on new members
returning

N : Facilitators on staff dynamics

O : Facilitators on staff leaving
and incentives to stay

x| X X| X[ X| X

1401 - Encourage approach

Never Used
the Service

Lapsed
User

Irregular
User

Regular User

Staff

A : Coming regularly is a good
thing

X

B : Coming regularly likely
means | am struggling more

C : Coming regularly might be
too much

D : community - friendship -
social opportunities

x| X| X

E : Groups can be volitile

F : Helping others feels good

G : | enjoy going to groups

H : | feel | need to engage less in
groups | do attend

| : its part of my routine

J : Lonliness

K : Negative experiences of
other members - avoid members

L : Other services did not give
continuity of care - regular
support

M : positive experiences of
support

N : Support system - when |
need help

XX

O : Approach - difficult with
limited timetable

P : Approach - yes

XX

Q : Improve - new members do
not return

R : assess people before groups

S : Facilitators on new members
returning
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Appendix B.10. — Data Interpretation

Below is an excerpt from the data interpretation of the matrix tables and data

Sub Theme

| Findings of framework analysis

Theme 1 - Attachment

Referral

How service users first heard about the service

Overview: Referral by a mental health practitioner was a common way in which
people had first become involved with the service. Some were referred while they
waited for other therapeutic involvement while others had been referred from SUN
following therapeutic engagement. Some had contacted the service after hearing
about it following a period of crisis or had contacted the service after hearing about
it from a friend.

Differences by user profile: Some of those who had not attended a group
reported having believed the group to be for another problem (e.g. anxiety;
addictions). Some who had not used the service had little idea who the service was
targeted towards and therefore had not used the service thinking they might not be
‘bad’ enough.

Issues/ areas of service improvement:

A number of service users who had not used the service were unsure about who
exactly the service was targeted towards or what joining would mean. Some were
unsure about what it required. Providing more clear information when service users
contact the service initially may provide more awareness and encourage new users
to prepare for an undertaking of joining and increase retention in the community.

Perceptions of the service

Overview: When asked to describe the service, almost all participants identified it
was a peer support group and many noting that it was designed for people with
similar experiences that were experiencing mental health problems.

Differences by user profile: Regular members were more likely to acknowledge
the SUN model, undertaking the CASP in early sessions, the structure that
underpins group, that groups took anonymous minutes of what happened and that
there could be tensions within groups. Regular members were also more likely to
describe changes in the service this year or since the groups merged between East
and West.

Members who had not yet used the service were not quite sure what to expect or
how the service operated. The lack of ‘clinical responsibility’ and that it was not a
therapy group were raised by members who had stopped attending. Members who
had not yet used the service also were less clear on who it was for and whether it
was only for those in crisis or distress.

Goals for using service

Overview: Goals for joining were also identified by a number of participants. These
included wanting to get better, increase understanding of themselves, to get ideas
on how to manage from other people with similar experiences. The social aspects
of the community were reflected in wanting to decrease loneliness and wanting to
support other people.

Joining

Barriers to approach

Overview:

A common barrier noted by a number of service users was that attending groups
takes a long time at 2.5 hours. Other barriers revealed not being able to find an
appropriate time for a group, not being able to or want to attend an in-person group
and worries about which facilitators may be there.
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Recent changes to the timetable and the number of groups offered meant that a
number of regular and irregular uses commented on the reduction in groups and
how this made it more difficult to find on to join. Staff also commented on the
reduction of staff and the timetable reductions. For some users this meant they
could no longer find a time for a group to attend.

Differences by user profile:

Those who had never used the service said they had reservations about
undertaking a CASP, that they were unsure if they would fit the profile of a user,
were not sure that joining would be helpful to them and had social anxiety about
attending.

Irregular users commented on feeling like the groups were not safe emotional
environments after having a negative experience with another group member or
facilitator.

Issues/ areas of service improvement:

Some users were not returning to service because of a negative or unresolved
experience within a group. More information before joining and encouraging
members to engage with such negative experiences and returning to reflect upon
them for community learning and growth may reduce the impact of such

Crisis and Support Plans (CASPs)

Overview: Both service users and staff said they had found undertaking the CASP
to be a useful aspect of joining the first group. Staff referred positively to the design
of the CASP and how it can be one of the most emotive aspects of doing a group
and how it is a working document that can be regularly updated. Others did not find
doing the CASP useful or said they had not used it since their first session.

A common emerging theme was that doing CASPs can take a large amount of time
within groups. This is especially the case if there are numerous new members
present in a group. It was viewed by some as detracting from discussions within
the main group forum and given the amount of time it takes, that it can be
especially frustrating when new members do not return.

Differences by user profile:

Those who had never used the service found that being contacted before joining to
consider their CASP would be useful as it was cited as a barrier to joining knowing
it would be undertaken in the first session.

Staff discussed how they encourage other members to help new members
undertake their CASP and to provide support while doing it. Irregular uses had
noted that they had been supported by members when they were doing their
CASP.

Issues/ areas of service improvement:

Undertaking a CASP in front of others can be a daunting idea and more information
provided to new members might be communicated before joining.

Consider having service users who are intending to join to fill in CASP on paper
prior to joining first session.

Consider limiting the time dedicated to CASPs in session or limiting new members
in each session to only one.

Leaving

Reasons for leaving

Overview:

A number of service users identified that they had a negative experience within a
group with other members or the facilitators and this had contributed to not wanting
to return. Other reasons provided included feeling that the service did not offer an
emotionally safe environment, the group was not helping as it wasn’t therapy, that
there were too many people in a group and that groups were no longer on at a time
that the individual could attend.
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Differences by user profile:

Lapsed users commented on the negative experiences they had within a group as
contributing to not wanting to return. This included bad experiences with other
service users.

Staff comments noted that many new members to the service do not return. Staff
also commented on staff leaving the service, the high turnover of staff. They
identified team dynamics, relationships with service users and a lack of career
progression opportunities as reasons other staff members had chosen to leave.

Issues/ areas of service improvement:

Given many new members attend but do not return, encouraging new members to
be ready for a commitment to attend a number of groups might be communicated
to prospective service users.

Consider ways to encourage staff retention.

Consider ways to encourage reparation of conflicts within groups so that bad
experiences are used in order for growth and learning and encouraging members
to return after a negative experience.

Returning

Factors encouraging approach

Overview:

Factors that encouraged users to use the service identified included using the
service for social opportunities and friendship. It was also a way to feel good about
helping other people and being an important part of a weekly routine. Service users
also drew attention to their having experienced positive experiences of support
from attending a service as a key driver in encouraging them to come back when
they needed support.

Differences by user profile:

Regular users said they enjoyed going to groups and used them for social
opportunities or that it was a part of their weekly routine. They also mentioned
using the service to avoid feelings of lonliness and that their role in helping other
people during a group feels good. Regular users were more likely to say they used
the service as a support system that they could attend when they needed help.

Irregular users and lapsed users identified positive support experiences as being
key to returning as well as the continuity of care that the service offers given that it
can be attended regularly.

Issues/ areas of service improvement:

Factors promoting returning to the service were based on experiencing positive
experiences of support. Encourage return despite negative emotional experiences
in order to facilitate learning.

Returning after some time

Overview:

Users who had stopped using the service for some time but returned said they
were encouraged to do so for a number of reasons. This included having seen the
service as something they could reach out to when they needed additional support.
While coming to groups regularly was seen as a positive by some service users,
others felt that regularly using groups was a sign that they might be struggling more
and required support.

Issues/ areas of service improvement:
Many users who leave the service do not return.
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Appendix B.11. — Dissemination of the Service Improvement Project: Feedback
from service

Gareth delivered a very insightful and comprehensive report. His findings and
recommendations were discussed as a team, to promoting learning. During this meeting,
feasibility of proposed changes was discussed, alongside the meaning to some of his
findings. Within this discussion, there was also a recognition thar the SUN service has
changed and developed significantly over the past 6 months, with stability in the team vastly
improved. As such, some of the recommendations were less applicable to the present-day
service but were still important to hold in mind and learn from as the service continues to
expand over the next year. | have highlighted two findings and recommendations below that
were of particular interest.

Findings- Crisis and Support Plan (CASP):

Completion of the CASP document, or more specifically the amount of CASPs or time spent
on this document in a group was cited as a barrier to engagement with the SUN service, and
in some instances contributed to members leaving the service. This finding clearly has
implications for member retention and member experience of groups. As a team we
discussed the level of detail needed for this document; the team felt it was important for this
document to have sufficient detail to be meaningful, however were mindful of time taken to
complete this document recognising this can negatively impact on member experience of the
group. Unequal or inadequate time for members to check in and use open forum was a
concern. Service user choice, and quick access to the service was also a concern, when
considering limiting the amount of CASPs per group.

This conversation resulted in SUN revisiting our processes with the notion of limiting/capping
the number of CASP documents completed to one per group. This will be set as the ideal,
but with some flexibility that two can be completed per group if needed, for example in the
event of a significant waiting list or if a new member is not able to attend an alternative
group. As part of this, the admin process for enrolling new members into their first group is
being revisited.

Findings- Ambiguity of service:

Additionally, the report highlighted an unclear understanding and mixed expectations of what
SUN does and provides as a service. Specifically, some individuals were unsure who SUN
was targeted at, e.g. is it for people in crisis only, do you need to have a diagnosis. These
findings also mirror observations from community events this year. To help improve with the
above, SUN is in the process of reviewing its webpage and self- enrolment form, to provide
clearer information and improve access to the service. Phase one of the website revamp has
been completed. For the second stage, SUN will be seeking member feedback and recovery
stories to add to the webpage. In conjunction with this, staff will continue to hold the
guidelines in group, and explain to new and existing members the structure and purpose of
group.

Overall, it was a thought provoking report, and as a service we have been able to action and
consider some of the findings and recommendations that seemed most relevant.

Charlie Thomas — Service Manager for SUN
30/04/2024
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and/or practice and employ rigorous research design and methodology.

We do not typically publish cross-sectional studies or those using only student populations
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If submitting your manuscript file in LaTex format via Research Exchange, select the file
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the LaTex Main Document should be uploaded as a “LaTeX Supplementary File.”
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Please check that you have supplied the following files for typesetting post-acceptance:
PDF of the finalized source manuscript files compiled without any errors.

The LaTeX source code files (text, figure captions, and tables, preferably in a single file),
BibTex files (if used), any associated packages/files along with all other files needed for
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185



Figures

Although authors are encouraged to send the highest-quality figures possible, for peer-
review purposes, a wide variety of formats, sizes, and resolutions are accepted. Click here
for the basic figure requirements for figures submitted with manuscripts for initial peer review,
as well as the more detailed post-acceptance figure requirements. Legends should be
concise but comprehensive — the figure and its legend must be understandable without
reference to the text. Include definitions of any symbols used and define/explain all
abbreviations and units of measurement.

Supporting Information

Supporting information is information that is not essential to the article, but provides greater
depth and background. It is hosted online and appears without editing or typesetting. It may
include tables, figures, videos, datasets, etc.

Click here for Wiley’s FAQs on supporting information. Note: if data, scripts, or other artefacts
used to generate the analyses presented in the paper are available via a publicly available
data repository, authors should include a reference to the location of the material within their
paper.

General Style Points

For guidelines on editorial style, please consult the APA Publication Manual published by the
American Psychological Association. The following points provide general advice on
formatting and style.

Language: Authors must avoid the use of sexist or any other discriminatory language.
Abbreviations: In general, terms should not be abbreviated unless they are used repeatedly
and the abbreviation is helpful to the reader. Initially, use the word in full, followed by the
abbreviation in parentheses. Thereafter use the abbreviation only.
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Numbers: numbers under 10 are spelt out, except for: measurements with a unit (8mmol/l);
age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 4 gerbils).

Wiley Author Resources

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing
manuscripts for submission available here. In particular, we encourage authors to consult
Wiley’s best practice tips on Writing for Search Engine Optimization.

Article Preparation Support: Wiley Editing Services offers expert help with English Language
Editing, as well as translation, manuscript formatting, figure illustration, figure formatting, and
graphical abstract design — so you can submit your manuscript with confidence.

Also, check out our resources for Preparing Your Article for general guidance and the BPS
Publish with Impact infographic for advice on optimizing your article for search engines.

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS

Peer Review and Acceptance

Except where otherwise stated, the journal operates a policy of anonymous (double-
anonymous) peer review. Please ensure that any information which may reveal author
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identity is anonymized in your submission, such as institutional affiliations, geographical
location or references to unpublished research.

We also operate a triage process in which submissions that are out of scope or otherwise
inappropriate will be rejected by the editors without external peer review. Before submitting,
please read the terms and conditions of submission and the declaration of competing
interests.

The Journal receives a large volume of papers to review each year, and in order to make the
process as efficient as possible for authors and editors alike, all papers are initially examined
by the Editors to
ascertain whether the article is suitable for full peer review. In order to qualify for full review,
papers must meet the following criteria:

1 the content of the paper falls within the scope of the Journal

1 the methods and/or sample size are appropriate for the questions being addressed

1 research with student populations is appropriately justified

1 the word count is within the stated limit for the Journal (i.e. 5000 words, or 6,000 words

for qualitative papers)

We aim to provide authors with a first decision within 90 days of submission.

Further information about the process of peer review and production can be found in
‘What happens to my paper?’ Read Wiley's policy on the confidentiality of the review
process.

Appeals Procedure

Authors may appeal an editorial decision if they feel that the decision to reject was based on
either a significant misunderstanding of a core aspect of the manuscript, a failure to
understand how the manuscript advances the literature or concerns regarding the
manuscript-handling process.

Differences in opinion regarding the novelty or significance of the reported findings are not
considered as grounds for appeal.

To raise an appeal against an editorial decision, please contact the Editor who made the
decision in the first instance using the journal inbox, quoting your manuscript ID number and
explaining your rationale for the appeal. Appeals are handled according to the procedure
recommended by COPE. If you are not satisfied with the Editor(s) response, you can appeal
further by writing to the BPS Knowledge & Insight Team by email at
Academic.Publications@bps.org.uk. Appeals must be received within two calendar months of
the date of the letter from the Editor communicating the decision. The BPS Knowledge and
Insight Team’s decision following an appeal consideration is final.

If you believe further support outside the journal’s management is necessary, please refer to
Wiley’s Best Practice Guidelines on Research Integrity and Publishing Ethics or
contact Academic.Publications@bps.org.uk.

Research Reporting Guidelines

Accurate and complete reporting enables readers to fully appraise research, replicate it, and
use it.

Authors are encouraged to adhere to recognised research reporting standards. The
EQUATOR Network collects more than 370 reporting guidelines for many study types,
including for:
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71 Randomised trials: CONSORT
1 Systematic reviews: PRISMA
[1 Interventions: TIDieR
We encourage authors to adhere to the APA Style Journal Article Reporting Standards for:
[1 Manuscripts that report primary qualitative research
71 Manuscripts that report the collection and integration of qualitative and quantitative
data
1 Manuscripts that report new data collections regardless of research design
We also encourage authors to refer to and follow guidelines from:
71 Future of Research Communications and e-Scholarship (FORCE11)
71 The Gold Standard Publication Checklist from Hooijmans and colleagues
[l FAIRsharing website

Conflict of Interest

The journal requires that all authors disclose any potential sources of conflict of interest. Any
interest or relationship, financial or otherwise that might be perceived as influencing an
author's objectivity is considered a potential source of conflict of interest. These must be
disclosed when directly relevant or directly related to the work that the authors describe in
their manuscript. Potential sources of conflict of interest include, but are not limited to: patent
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advisory board or committee for a company, and consultancy for or receipt of speaker's fees
from a company. The existence of a conflict of interest does not preclude publication. If the
authors have no conflict of interest to declare, they must also state this at submission. It is
the responsibility of the corresponding author to review this policy with all authors and
collectively to disclose with the submission ALL pertinent commercial and other relationships.

Funding

Authors should list all funding sources in the Acknowledgments section. Authors are
responsible for the accuracy of their funder designation. If in doubt, please check the Open
Funder Registry for the correct nomenclature: https://www.crossref.org/services/funder-

registry/

Authorship

All listed authors should have contributed to the manuscript substantially and have agreed to
the final submitted version. Authorship is defined by the criteria set out in the APA Publication
Manual: “Individuals should only take authorship credit for work they have actually performed
or to which they have substantially contributed (APA Ethics Code Standard 8.12a, Publication
Credit). Authorship encompasses, therefore, not only those who do the actual writing but also
those who have made substantial scientific contributions to a study. Substantial professional
contributions may include formulating the problem or hypothesis, structuring the experimental
design, organizing and conducting the statistical analysis, interpreting the results, or writing a
major portion of the paper. Those who so contribute are listed in the byline.” (p.18)

Data Sharing and Data Accessibility Policy

The British Journal of Health Psychology recognizes the many benefits of archiving data for
scientific progress. Archived data provides an indispensable resource for the scientific
community, making possible future replications and secondary analyses, in addition to the
importance of verifying the dependability of published research findings.

The journal expects that where possible all data supporting the results in papers published
are archived in an appropriate public archive offering open access and guaranteed
preservation. The archived data must allow each result in the published paper to be
recreated and the analyses reported in the paper to be replicated in full to support the
conclusions made. Authors are welcome to archive more than this, but not less.
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All papers need to be supported by a data archiving statement and the data set must be cited
in the Methods section. Where relevant, the paper must include a link to the repository in
order that the statement can be published.

It is not necessary to make data publicly available at the point of submission, but an active
link must be included in the final accepted manuscript. For authors who have pre-registered
studies, please use the Registered Report link in the Author Guidelines.

In some cases, despite the authors’ best efforts, some or all data or materials cannot be
shared for legal or ethical reasons, including issues of author consent, third party rights,
institutional or national regulations or laws, or the nature of data gathered. In such cases,
authors must inform the editors at the time of submission. It is understood that in some cases
access will be provided under restrictions to protect confidential or proprietary information.
Editors may grant exceptions to data access requirements provided authors explain the
restrictions on the data set and how they preclude public access, and, if possible, describe
the steps others should follow to gain access to the data.

If the authors cannot or do not intend to make the data publicly available, a statement to this
effect, along with the reasons that the data is not shared, must be included in the manuscript.

Finally, if submitting authors have any questions about the data sharing policy, please access
the FAQs for additional detail.

Publication Ethics

Authors are reminded that the British Journal of Health Psychology adheres to the ethics of
scientific publication as detailed in the Ethical principles of psychologists and code of conduct
(American Psychological Association, 2010). The Journal generally conforms to the Uniform
Requirements for Manuscripts of the International Committee of Medical Journal Editors
(ICJME) and is also a member and subscribes to the principles of the Committee on
Publication Ethics (COPE). Authors must ensure that all research meets these ethical
guidelines and affirm that the research has received permission from a stated Research
Ethics Committee (REC) or Institutional Review Board (IRB), including adherence to the legal
requirements of the study county.

Note this journal uses iThenticate’s CrossCheck software to detect instances of overlapping
and similar text in submitted manuscripts. Read Wiley’s Top 10 Publishing Ethics Tips for
Authors here. Wiley’s Publication Ethics Guidelines can be found here.

ORCID

As part of the journal’s commitment to supporting authors at every step of the publishing
process, the journal requires the submitting author (only) to provide an ORCID iD when
submitting a manuscript. This takes around 2 minutes to complete. Find more information
here.

6. AUTHOR LICENSING

WALS + standard CTA/ELA and/or Open Access for hybrid titles. You may choose to publish
under the terms of the journal’s standard copyright agreement, or Open Access under the
terms of a Creative Commons License.

Standard re-use and licensing rights vary by journal. Note that certain funders mandate a

particular type of CC license be used. This journal uses the CC-BY/CC-BY-NC/CC-BY-NC-
ND Creative Commons License.
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Self-Archiving Definitions and Policies: Note that the journal’s standard copyright agreement
allows for self-archiving of different versions of the article under specific conditions.

BPS members and open access: if the corresponding author of an accepted article is a
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7. PUBLICATION PROCESS AFTER ACCEPTANCE

Accepted Article Received in Production
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will receive an email asking them to login or register with Wiley Author Services. The author
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Proofs

Once the paper is typeset, the author will receive an email notification with full instructions on
how to provide proof corrections. Please note that the author is responsible for all statements
made in their work, including changes made during the editorial process — authors should
check proofs carefully. Note that proofs should be returned within 48 hours from receipt of
first proof.

Early View

The journal offers rapid publication via Wiley’s Early View service. Early View (Online Version
of Record) articles are published on Wiley Online Library before inclusion in an issue. Before
we can publish an article, we require a signed license (authors should login or register with
Wiley Author Services). Once the article is published on Early View, no further changes to the
article are possible. The Early View article is fully citable and carries an online publication
date and DOl for citations.

8. POST PUBLICATION

Access and Sharing

When the article is published online:

The author receives an email alert (if requested).

The link to the published article can be shared through social media.

The author will have free access to the paper (after accepting the Terms & Conditions of use,
they can view the article). For non-open access articles, the corresponding author and co-
authors can nominate up to ten colleagues to receivea publication alert and free online
access to the article. Promoting the Article To find out how to best promote an article, click
here.

Wiley Editing Services offers professional video, design, and writing services to create
shareable video abstracts, infographics, conference posters, lay summaries, and research
news stories for your research — so you can help your research get the attention it deserves.

Measuring the Impact of an Article

Wiley also helps authors measure the impact of their research through specialist
partnerships with Kudos and Altmetric.

9. EDITORIAL OFFICE CONTACT DETAILS
For help with submissions, please contact: Jeyashree Ramamoorthy, Editorial Assistant,
bihp@wiley.com or phone +44 (0) 116 252 9504.
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Appendix C.2. — Profile of Sample Demographics

Profile of sample demographics
Characteristic Prostate Healthy PC Low PC High
Cancer benchmark Health Health
survivors group Anxiety Anxiety
(n=239) (n=100) (HAI<8) (HAI>15)
(n=69) (n=61)
% (N) % (N) % (N) % (N)
“Age
Under 60 9.2 (22) 18 (18) 4.3 (3) 21.3(13)
60 - 64 15.1 (36) 23 (23) 10.1 (7) 19.7 (12)
65 -69 23 (55) 20 (20) 20.3 (14) 21.3(13)
70-74 25.9 (62) 26 (26) 23.2 (16) 23 (14)
75-79 20.9 (50) 12 (12) 304 (21) 11.5()
80 + 5.9 (14) 1(1) 11.6 (8) 3.3(2
Country of residence
U.K. (Scotland) 21(5 13 (13) 292 1.6 (1)
U.K. (England) 93.7 (224) 70 (70) 95.7 (66) 90.2 (55)
U.K. (Wales) 3.8(9) 9(9) 1.4 (1) 6.6 (4)
U.K. (Northern Ireland) 04 (1) 8(8) 0(0) 1.6 (1)
Educational Attainment
No Qualifications 6.3 (15) 2(2) 5.8 (4) 6.6 (4)
School Qualification (leaving cert.; Standard 5(12) 5(5) 29(2) 11.5(7)
grades)
GCSE/ O Levels / Higher Grades 14.2 (34) 15 (15) 17.4 (12) 14.8 (9)
A Level/ AS Level/ Advanced Higher or 8.4 (20) 5(5) 10.1 (7) 6.6 (4)
equivalent
Access to higher education diploma 16.7 (40) 17 (17) 14.5 (10) 16.4 (10)
First Degree Level (Undergraduate) 29.3 (70) 39 (39) 34.8 (24) 29.5 (18)
University higher Degree (Masters, PhD) 15.1 (36) 15 (15) 11.6 (8) 11.5(7)
Other 5(12) 2(2) 292 3.3(2
Marital status
Single/ Never Married 29[ 7(7) 292 6.6 (4)
Married / Civil Partnership 80.8 (193) 68 (68) 84.1 (58) 80.3 (49)
Divorced 4.6 (11) 6 (6) 1.4 (1) 3.3(2)
Widowed 4.2 (10) 9(9) 7.2 (5) 1.6 (1)
Living with long term partner but not married 7.5(18) 10 (10) 4.3 (3) 8.2(5
Employment Status
Working Full Time 18 (43) 19 (19) 10.1 (7) 279 (17)
Working part-time 6.7 (16) 14 (14) 292 6.6 (4)
Retired 741 (177) 66 (66) 87 (60) 60.7 (37)
Don'’t work due to long term iliness/ disability 1.3(3) 1(1) 0(0) 4.9 (3)
Ethnicity
White 95.4 (228) 99 (99) 98.6 (68) 98.4 (60)
Mixed or multiple ethnic groups 0.8 (2)
Asian or Asian British 0(0) 1(1) 0(0) 0(0)
Black, Black British, Caribbean or African 2.5(6) 0(0) 1.4 (1) 1.6 (1)
Other 1.3(3)
Cancer Stage
Early Prostate Cancer (Stage 1) 74.9 (179) 87 (60) 59 (36)
Locally Advanced Prostate Cancer (Stage 2) 23.4 (56) 11.6 (8) 37.7 (23)
Advanced prostate Cancer (Stage 3 and 4) 1.3(3) 1.4 (1) 1.6 (1)
Don't know/ can't remember 04 (1) 0(0) 1.6 (1)
Years since diagnosis
0-2 years 32.6 (78) 23.2 (16) 37.7 (23)
3-4.9 years 16.7 (40) 15.9 (11) 21.3(13)
5-10 years 36.4 (87) 43.5 (30) 279 (17)
11+ years 14.2 (34) 17.4 (12) 13.1.(8)
_Age at Diagnosis
Under 60 25.9 (62) 17.4 (12) 42.6 (26)
60 — 64 27.2 (65) 27.5(19) 18 (11)
65—-69 28.5 (68) 29 (20) 279 (17)

191



70+ 18.4 (44) 26.1 (18) 11.5(7)
Years since finished treatment

Within the last year 27.7 (66) 3(9) 33.3 (20)
2 — 3 years ago 28.2 (67) 37.7 (26) 26.7 (16)
4 — 5 years ago 16.4 (39) 18.8 (13) 16.7 (10)
5 —9 years ago 16.4 (39) 15.9 (11) 13.3(8)
10+ years ago 11.3 (27) 14.5 (10) 10 (6)
Treatment type

Active Surveillance/ monitoring 19.7 (47) 23.2 (16) 11.5()
Prostatectomy — surgery to have the prostate 64 (153) 65.2 (45) 60.7 (37)
removed

Brachytherapy 10.5 (25) 10.1 (7) 3.3(2
Radiotherapy 38.5 (92) 43.5 (30) 47.5 (29)
Hormone treatment 33.1(79) 31 9(22) 44.3 (27)
Chemotherapy 29[ 4(1) 4.9 (3)
Clinical Trail 4.2 (10) 5 8 (4) 6.6 (4)
Other 3.8(9) 3(3) 0(0)
Number of treatments undertaken

1 53.6 (128) 50.7 (35) 49.2 (30)
2 25.9 (62) 27.5(19) 31.1.(19)
3 15.9 (38) 159(11) 18 (11)
4 3.8(9) 9(2) 1.6 (1)
5 0.8(2) 9(2) 0(0)
Anxiety (GAD7) Bands

None -Minimal Anxiety Symptoms 61.1 (146) 69 (69) 92.8 (64) 19.7 (12)
Mild Anxiety symptoms 27.2 (65) 24 (24) 5.8 (4) 45.9 (28)
Moderate Anxiety symptoms 7.1.(17) 7(7) 0(0) 23 (14)
Severe Anxiety symptoms 4.6 (11) 0(0) 1.4 (1) 11.5()
Depression (PHQ8) bands

None — Minimal 61.9 (148) 68 (68) 87 (60) 16.4 (10)
Mild 24.3 (58) 22 (22) 8.7 (6) 42.6 (26)
Moderate 9.2 (22) 7(7) 4.3 (3) 23 (14)
Moderately severe 3.3(8) 3@) 0(0) 13.1.(8)
Severe 1.3(3) 0(0) 0(0) 4.9 (3)
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Appendix C.3. - Outliers

The table below provides an overview of the variables which were capped at either +3.29 for
high outliers or at -3.29 for low outliers. This was done for each group used in the analyses
and the number of outliers are listed beside each variable.

Variable High (>3.29) or Group
Low (<3.29) All PC AllHC High HA Low HA
outliers

QLI — PSPS Subscale <3.29 1
MD Total >3.29 2 1 1
GADY Total >3.29 1
PHQ8 Total >3.29 3 2
Bowel Symptoms >3.29 4 1 1
HRT Symptoms >3.29 1
Year Diagnosis to >3.29 3 1 2
treatment
Age at Diagnosis <3.29 2 1
HCQ Total >3.29
Years since treatment >3.29 3 1
QLI — Soc Subscale <3.29 1
QLI — Family Subscale <3.29 1 2
HCQ - Likelihood <3.29 1
HCQ - Awfulness <3.29 1
Responsibility Total >3.29 1
HCQ - Difficulty >3.29 1
Coping
Urinary Symptoms >3.29 2
Number of treatments >3.29 2
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Appendix C.4. — Ethical Approval Letter from CUREC

MEDICAL SCIENCES INTERDIVISIONAL RESEARCH ETHICS COMMITTEE
Research Services, Boundary Brook House, Churchill Drive, Headington, Oxford, OX3 7GB
Tel: +44(0)1865 616575
ethics@medsci.ox.ac.uk

UNIVERSITY OF

OXFORD

CONFIDENTIAL

Professor Paul Salkovskis & Gareth McAteer 24 October 2023
Oxford Institute for Clinical Psychology Research and

Training

Isis Education Centre

Warneford Hospital

Oxford

Dear Professor Salkovskis and Gareth,

Research Ethics Approval - CUREC 1
Ethics Approval Reference: R88678/RE001

Study title: The impact of health anxiety in patients after curative treatment for prostate cancer: Quality of
life, fear of cancer recurrence, cognitive maintenance processes and mental defeat

Short title: Health Anxiety after curative treatment for prostate cancer

The above application has been considered on behalf of the Medical Sciences Interdivisional Research Ethics
Committee (MS IDREC) in accordance with the University’s procedures for ethical approval of all research
involving human participants.

| am pleased to inform you that, on the basis of the information provided to the IDREC, the proposed research
has been judged as meeting appropriate ethical standards, and approval has been granted from 24 October
2023 until 23" April 2025.

Insurance-provided indemnity arrangements are in place for the duration of the approval stated above. It is
your responsibility to ensure that you request an extension to the end date for indemnity to remain in place
should you continue the research beyond the dates covered.

Amendments

Should there be any subsequent changes to the study, you should submit details to the MS IDREC for
consideration and approval. Details of changes must be listed on an amendment form.

Yours Sincerely
DocuSigned by:

(rale Pudts

9F14889D2BC549A.

Mrs Leah Butts
Research Ethics Administrator

for
Dr Helen Barnby-Porritt
Research Ethics Manager
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