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Abstract

Literature review

A systematic review was conducted to summarise the attitudes of clinicians
towards evidence-based therapy, and the factors that might affect those
attitudes. Clinicians were found to have both positive and negative attitudes to
evidence-based therapies. A number of factors were found be related to more
negative attitudes. Clinicians perceived there to be a gap between research and
clinical practice. However, they had a poor understanding of key terms, such as
‘evidence-based therapies’, ‘evidence-based practice’, and ‘manuals’.
Limitations of the review are provided, along with recommendations for future

research and clinical practice.

Research report

Clinicians use exposure therapy only infrequently when treating eating disorders
despite the evidence that supports its use. This lack of use is partly due to their
negative attitudes to this therapeutic method. This study examined whether
specific teaching about exposure therapy improved clinicians’ attitudes towards
and utilisation of exposure therapy, compared to a control teaching session. A
short, specific teaching session was found to improve eating disorder clinicians’
attitudes towards exposure-based therapy, both short- and long-term. However,
this attitudinal change did not result in a corresponding increase in use of
exposure therapy in the clinicians’ everyday practice. Further research is
needed to investigate what type of intervention improves the frequency of

exposure therapy utilisation in eating disorders.
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Section One: Literature review
Clinicians’ attitudes towards evidence-based treatment:

What are they, and what factors affect them?
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Abstract

Objectives. Clinicians are often poor at utilising evidence-based psychological
therapies. A potential reason for this lack of use could be the attitudes that
clinicians hold, but there is a lack of research in this area. This systematic
review summarises the attitudes of clinicians towards evidence-based therapy,
and the factors which appear to affect those attitudes. Related issues are
considered, including whether clinicians feel there is a ‘gap’ between research
and clinical practice, and whether clinicians have an understanding of the

difference between evidence-based practice and evidence-based treatment.

Method. Databases were systemically searched for journal articles examining

clinicians’ attitudes towards evidence-based therapies.

Results. Clinicians were found to have both positive and negative attitudes
towards evidence-based therapies. Positive attitudes were related to structure,
clinical evaluation, and enhanced outcomes. Negative attitudes were related to
an overemphasis on therapeutic technique, inflexibility, and dehumanisation. A
number of factors were found be related to more negative attitudes, such as
increased years of experience. Clinicians perceived there to be a ‘gap’ between
research and clinical practice, and were poor at knowing the definition of

evidence-based therapies, evidence-based practice, and manuals.

Conclusions. Clinicians hold a variety of attitudes towards evidence-based
therapies, and these attitudes are affected by a number of factors. It is of
importance for us to understand these attitudes further, and to determine how to

improve clinician attitudes, to encourage utilisation of evidence-based therapies.



Introduction

Clinicians and therapists tend to embark on their careers because they
want to help people (Duncan, 2010). It would be useful to know how accurate
clinicians are at assessing whether they are actually helping people and doing a
good job. A key issue is whether clinicians use methods that have been
demonstrated to be effective — evidence-based treatments. However, the use of
such methods is highly limited in routine practice. There is some evidence that
this limited use is due to clinicians’ negative attitudes to evidence-based

practice (e.g., Deacon et al., 2013).

If clinicians are not very good at assessing their own effectiveness, then
it would be important to employ techniques that have been shown to improve
client outcomes - evidence-based treatments. However, to enhance the use of
such methods in routine practice requires that we understand clinicians’

attitudes to such therapies.

Accuracy of clinicians’ perceptions of their own effectiveness

The more attention we pay to outcomes (for example, regularly using
outcome measures), the better the clinical outcome (Lambert, 2007). However,
relying on clinicians perceptions of their clients’ outcomes cannot be
recommended. Hannan et al. (2005) found therapists greatly overestimated the
number of positive outcomes they had with clients. In a further study by Walfish,
McAlister, O’'Donnell, and Lambert (2012), no mental health professionals
viewed their skill level to be below average, and 25% actually viewed their skill
to be at the 90th percentile when compared to their peers. Brosan, Reynolds
and Moore (2008) also found that CBT therapists consistently rated themselves

as more competent than an independent expert rater observing them. This ‘self-



assessment bias’ indicates that clinician perceptions about the effectiveness of
the therapy they provide is unlikely to be valid in very many cases. In short,

clinicians’ perceptions of their outcomes are not accurate.

What does improve clinical outcome?

If clinicians’ perceptions of their effectiveness cannot be relied on, it is
important to turn to the research to determine what factors do impact on clinical
outcome. A major factor impacting on clinical outcome is whether the clinician
uses evidence-based treatment. Evidence-based treatment refers to the
interventions (e.g., cognitive therapy for depression, exposure therapy for
anxiety) that have produced therapeutic change in controlled trials (Kazdin,
2008). Once a treatment has been shown to be effective in research trials, the
next step is to determine how well the treatment works in typical clinical practice
(Rounsaville, Carroll, & Onken, 2001). A strong evidence base has been
derived for protocol-based, manualised therapies in adult services (e.qg.
Cukrowicz et al., 2011) and children’s services (e.g. Hogue et al., 2008).
Evidence-based treatments have also been shown to be effective in improving
outcomes in complex cases in routine clinical settings (e.g., Long et al., 2010). It
is clear from the literature that using evidence-based treatment improves clinical
outcome for clients. However, there is potential for confusing the term

‘evidence-based treatment’ with a broader concept - evidence-based practice.

Evidence-based treatments vs. evidence-based practice

It is important to clarify the relation between evidence-based treatments
and evidence-based practice (American Psychological Association, 2006).
Evidence-based treatments are specific psychological treatments that have

been shown to be effective in controlled clinical trials (American Psychological
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Association, 2006). Evidence-based practice is a somewhat broader concept. It
is an interdisciplinary approach to clinical practice, which has been coined as a
“revolution” in health care, focusing on assessment and accountability (Kiesler,
2000). Evidence-based practice is a process of clinical decision making, which

integrates the following three principles (Spring, 2007);

1.) the best available research evidence about the efficacy of different
treatments, often from systematic reviews that pull together the findings from a

number of clinical trials

2.) clinical expertise (including experience, education, and clinical skills)

3.) patient preferences and values.

Evidence-based practice is therefore a more ‘all-encompassing’ concept
than evidence-based treatment. It is important to highlight the potential for
confusion regarding the definition of evidence-based practice and evidence-
based treatment. Eddy (2005) highlighted that the phrase ‘evidence-based

practice’ itself appears to have different meanings in different disciplines.

It seems particularly pertinent to highlight the potential for confusion
between the two concepts as there is not much evidence to suggest that
evidence-based practice improves clinical outcomes for clients. For example,
studies have shown that using clinician judgement rather than protocol-based
methods actually results in poorer outcomes (e.g. Meehl, 1954; Grove, Zald,
Lebow, Snitz, & Nelson, 2000). It appears there is rigorous evidence in support
of utilising evidence-based treatments to improve clinical outcome, but less

evidence supporting the use of evidence-based practice. But to what extent are



clinicians actually using evidence-based treatment with clients, rather than

focusing on their own judgement?

Utilisation of evidence-based treatment

Despite the evidence that using evidence-based treatments is beneficial
to clients, clinicians have been found to be inconsistent in their use of
recommended treatment approaches in a number of different therapies and with
different disorders (e.g., DiGiorgio, Glass, & Arnkoff, 2010; Shafran et al.,
20009; Stobie, Taylor, Quigley, Ewing, & Salkovskis, 2007; Thompson-Brenner
& Westen, 2005; van Minnen, Hendricks, & OIff, 2010; von Ranson, Wallace, &
Stevenson, 2013). Furthermore, there appears to be use of non-evidence based
methods within clinical practice. For example, Dray and Wade (2012) found use
of motivational interviewing techniques within eating disorders therapy despite

lack of evidence supporting such techniques.

The literature suggests that, across the board, evidence-based
treatments are poorly utilised. There is a need for us to understand why, when
there is such rigorous research supporting the use of such treatments, clinicians

choose to deviate away from evidence-based treatments.

Reasons for clinician deviation from evidence-based treatment

There are a number of factors involved in clinicians’ departing from the
evidence base. Some factors have been attributed to the patient, for example,
failure to complete homework, or chaotic attendance (Linehan, 1993). The
potential for blaming clients for clinicians failure to stick to a treatment plan is
reflected in clinical language such as ‘drop out’, ‘difficult to engage’ and

‘ambivalent towards treatment’ (Waller, 2009)



Factors associated with the clinician themselves have also been

identified as influencing the use of evidence-based approaches;

¢ Philosophical standpoint: McHugh (1994) describes clinicians as basing

their practice on the ‘incompatible personal philosophies’ of either
‘romanticism’ (using personal judgement and intuition to decide how to
treat a client) or ‘empiricism’ (using the most robust literature to ensure
treatment adheres to the evidence). Clinicians from a more ‘romantic’
perspective may be less likely to use evidence-based treatment.

e Favouring intuition and individual knowledge over research: Baker,

McFall and Shoham, (2009) found a clinician tendency to give more
weight to their own personal experience rather than the science
available when weighing up the treatment options.

e Belief that quality of the therapeutic alliance is more important than the

type of treatment: Many clinicians place more emphasis on the alliance

within the therapeutic relationship as being the mechanism for change.
A recent review of the empirical evidence found only weak to moderate
associations between the therapeutic relationship and outcomes
(Martin, Garske & Davis, 2000).

¢ Clinician anxiety: Clinicians routinely fail to use evidence-based

treatment in an attempt to reduce client distress (by allowing avoidance
of certain behavioural activation techniques), which in turn reduces the
clinicians’ own anxiety about performing the therapy they are meant to

be engaged in (Waller, 2009).

e Gap between research and clinical practice: There seems to be a ‘gap’

between the research, which supports evidence-based treatments, and

actual implementation of the treatment in clinical practice (Kazdin,



2008). Selecting participants for research can differ significantly from
the processes which result in clients attending mental health services
(e.g., Westen & Morrison, 2001), affecting clinicians’ attitudes towards

the generalisability of the evidence.

However, while human behaviour is largely driven by our attitudes, little is
known about clinicians’ attitudes toward evidence-based therapies, and how

those attitudes might affect therapy delivery.

Attitudes towards evidence-based therapies

It is crucial to consider the evidence that our attitudes play a role in our
delivery of treatment, as attitudes predict future behaviour. A meta-analysis by
Glasman and Albarracin (2006) found a strong correlation between attitudes
and behaviour, and suggest that people form attitudes more predictive of
behaviour when they are motivated to think about the object they are
considering, have direct experience with the attitude object, and report their
attitudes frequently. It can therefore be assumed that clinicians who have
positive attitudes towards evidence-based therapies are more likely to adhere to
them than those who hold more negative attitudes. For example, our negative
beliefs about exposure-based methods makes us more cautious in
implementing hierarchies when working with obsessive compulsive disorder and

panic disorder (Deacon, Farrell, et al., 2013; Deacon, Lickel et al., 2013).

The role of clinicians’ attitudes towards evidence-based therapy is
therefore potentially important in considering why evidence-based therapy is not

employed across the board.

Aims of Present Review
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The current paper systematically reviewed the available literature in

order to:

1) Summarise the attitudes of clinicians towards evidence based therapy,

2) Summarise what factors appear to affect clinician’s attitudes

3) Explore whether clinicians feel there is a ‘gap’ between research and
clinical practice, and

4) Ascertain whether clinicians have a clear understanding of the difference

between evidence-based practice and evidence-based treatment.
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Method:
Search strategy:

Searches were conducted using the PsycINFO (1967 to 13" November
2015) and PubMed (1966 to 13" November 2015) databases. The following
search terms were used: (i) clinician, therapist; (ii) attitudes; (iii) evidence
based, empirically supported; (iv) psychotherapy, psychological, cognitive.
Combinations of these sets of search terms were searched using the Boolean
operator “AND” in order to ensure that the greatest number of relevant articles
were included. Reference lists from the selected papers were also searched by

hand.
Screening and selection:

Figure 1 illustrates the process of retrieving the articles, using a PRISMA
diagram (Moher, Liberati, Tetzlaff, & Altman, 2009). After removing duplicates
and screened titles and abstracts that were not relevant, 89 records were rated
against the inclusion criteria. Hand searching of the reference lists of included

articles generated two additional papers that met the inclusion criteria.
Inclusion/Exclusion Criteria

Studies were included if they were published in English, were in a peer-
reviewed journal, and had an explicit focus on attitudes towards evidence based
treatment or practice. Records were excluded based on the following criteria: (i)
attitudes only a peripheral topic (e.g., studies that focused on knowledge of
evidence based treatment), (ii) focus on attitudes towards a specific evidence
based treatment, rather than attitudes more generally towards the evidence

based treatment, (iii) focus on development of a scale to measure clinician
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attitudes, (iv) focus on disseminating evidence based treatment, (v) focus on
how to change the attitudes, rather than the content of attitudes, (vi) focus on
attitude to training in evidence based treatments, (vii) focus on clinician attitudes
toward organisational change, (viii) focus on clinician competency in evidence
based treatment, and (viii) reviews and commentaries. Only articles examining
general attitudes towards evidence based treatment or practice were

considered for focus.

Table 1 shows an overview of the studies selected.



Studies identified from electronic databases
PsycINFO (n = 3158) and PubMed (n = 91)

Duplicates removed (n = 34)

Search limited to peer reviewed journals
only, English language only and human
population only, where possible (n = 1998)

Study titles and abstracts screened (n =
1964)

Studies excluded that did not meet
broad criteria (n = 1875)

Main reasons:

e Not related to evidence
based treatment as a whole
e Not related to attitudes

Full text articles checked against inclusion
criteria and assessed for relevance (n = 91)

References searched and relevant
papers included (n = 2)

Studies excluded that did not meet specific criteria (n = 80)

Attitudes only a peripheral topic (41)
Inappropriate paper (review / commentary) (10)

Focus on inappropriate topic:

e changing rather than content of attitudes (2)
o disseminating evidence based treatment (3)
e attitudes to training in evidence based treatment (2)
e scale development to measure clinician attitudes (5)
e attitudes to a specific evidence based treatment (12)
e management rather than clinician attitudes (1)
¢ clinician attitudes towards organisational change (2)
e measuring clinician competency in model rather
than attitudes (2)

Article included in review (n = 11)

Figure 1: PRISMA flow diagram of study selection
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Quality Appraisal and Final Inclusion

Use of an appraisal tool helps researchers to question the literature in a
more structured and in-depth way (Florence et al., 2005). The eleven studies
selected were therefore screened using a quality control checklist (see
Appendix B for quality appraisal scores). The QualSyst checklist (Kmet, Lee, &
Cook, 2004) was used to assess the methodological quality of the studies (see
Appendix A for the QualSyst checklists). For the quantitative studies, 14 items
were scored depending on the degree to which specific criteria were met (“yes”
=2, “partial” = 1, “no” = 0). Items not applicable to a particular study design
were marked “n/a” and were excluded from the calculation of the quality rating
score. A quality rating score was produced for each paper by summing the total
score obtained across relevant items and dividing by the total possible score
(i.e., 28 — (number of “n/a” x 2)). Scores for the qualitative study were based on
the scoring of ten items. The quality rating score for this paper was calculated
by summing the total score obtained across the ten items and dividing by 20
(total possible score). For the paper which employed a ‘mixed methods’
approach combining both qualitative and quantitative analyses, the two
checklists were combined to ensure all sections were appraised, which gave a
total possible score of 42. A table showing the breakdown of the marking of

each of the papers is provided in Appendix C.

Two of the papers were selected at random and rated by an independent
other, also in their third year of clinical psychology training and therefore with
experience in appraising the quality of papers. There were no points of
disagreement, therefore it was not felt necessary to rate any others. The

QualSyst tool advises removing any papers obtaining a quality rating score that
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is < .75 of the total possible score. Due to the small number of articles included
in this review, it was deemed inappropriate to exclude papers due to poor
quality. However, the quality of the articles was considered in the analysis, and
care was taken to ensure that higher quality papers bore more weight on the

conclusions.

Critique of Papers — Methodological and Reporting Quality

The majority of the papers reviewed were of moderate to good quality,
with some of higher quality. Studies which scored highly on the QualSyst
checklist (Kmet et al., 2004) tended to have good reporting quality of an
appropriate design and detailed results analysis. Authors of the qualitative
studies were particularly poor at assessing the likely impact of their own
personal characteristics and the methods used on the data obtained. A
limitation of the QualSyst tool is that it does not examine the psychometric
properties of measures used. As a result, the overall appraisal of the quality of
the papers does not take into account the quality of the different measures that

were utilised across the studies.

Results

The key findings of the studies included in the review are summarised in
Table 2. The table displays positive and negative attitudes for each paper, and
other qualitative comments by the authors regarding research and definition

confusion. An overview of these summaries will then be developed.
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Overview

Main patterns relating to positive attitudes identified were: (i) providing
structure; (ii) helping clinicians to evaluate and improve their clinical skills; and
(i) manuals enhancing outcomes for clients. Main patterns relating to more
negative attitudes were: (i) overemphasis on therapeutic techniques; (ii)
dehumanising (both clients and therapists); and (iii) rigidity and inflexibility.
Clinicians did have concerns about the research vs practice ‘gap’, and there
was confusion about the definition of evidence-based treatment and evidence-
based practice. Each of these points will be developed below. In keeping with
Addis & Krasnow (2000), it was clear that positive and negative attitudes could

co-exist in the same person.

Positive attitudes

Generally, the studies showed that clinicians did endorse positive
attitudes about evidence based treatments, and that clinicians do find them
‘useful’ (Najavits, Weiss, Shaw & Dierberger, 2000; Barry, Fulgieri, Lavery,
Chawarski, Najavits, Schottenfeld, & Pantalon, 2008; Luebbe, Radcliffe,

Callands, Green, & Thorn, 2007).

One positive attitude which was found towards evidence based therapies
was that they are useful in providing structure to therapy (Addis & Krasnow,
2000; Baumann, Kolko, Collins, & Herschell, 2006, Barry et al, 2008); Staudt &
Williams-Hayes, 2011). DiMeo, Moore, and Lichtenstein (2012) found a similar
pattern about structure, but also a negative attitude of ‘too structured’ (see
negative attitudes — below). Participants also held attitudes relating to
evaluation and clinician improvement (Addis & Krasnow, 2000; Najavits, Weiss,

Shaw & Dierberger, 2000; Baumann, Kolko, Collins, & Herschell, 2006, Staudt
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& Williams-Hayes, 2011). Using treatment manuals was felt to help a therapist
‘evaluate and improve his or her clinical skills’ (Addis & Krasnow, 2000), and to
‘help one to become a better clinician’ (Najavits, Weiss, Shaw & Dierberger,
2000). Finally, manuals were felt to enhance outcomes for clients (Staudt &
Williams-Hayes, 2011; Najavits, Weiss, Shaw & Dierberger, 2000), if used

appropriately (Staudt & Williams-Hayes, 2011).

It is important to note that many of these positive attitudes came from
papers which were of poorer quality (Najavits, Weiss, Shaw & Dierberger, 2000;
Staudt & Williams-Hayes, 2011). The sample sizes were small, and the analysis
was poorly described in each paper. Therefore, these findings must therefore

be interpreted with caution.

Negative attitudes

Despite the positivity of the above attitudes, there were also a range of
negative attitudes found within the research. Despite the findings from Najavits,
Weiss, Shaw and Dierberger (2000) being largely positive, a subgroup of 25%

of therapists rating their liking of manuals on the lower half of the scale.

One negative attitude found was that evidence based treatments have an
overemphasis on therapeutic techniques (Addis & Krasnow, 2000; Nelson,
Steele & Mize, 2006). A further negative attitude was related to dehumanisation,
with participants feeling that evidence based treatment can be dehumanising to
both clients (Addis & Krasnow, 2000; Baumann, Kolko, Collins, & Herschell,
2006; DiMeo, Moore, & Lichtenstein, 2012) and therapists (Addis & Krasnow,
2000). Participants also had concerns regarding the rigidity and inflexibility of

treatment manuals (Baumann, Kolko, Collins, & Herschell, 2006; DiMeo, Moore,
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& Lichtenstein, 2012), including attitudes about evidence-based treatment being

‘too structured’ (DiMeo, Moore, & Lichtenstein, 2012).

Thus there was a mix of positive and negative attitudes towards
evidence-based treatment. However, the positive attitudes came from papers

which were of poorer quality, and thus caution must be heeded.

Factors found to influence attitudes

Evidence-based treatments are deemed to be more useful by clinicians
who are less experienced (Barry, Fulgieri, Lavery, Chawarski, Najavits,
Schottenfeld, & Pantalon, 2008), those who are less qualified, (Nakamura,
Higa-McMillan, Okamura, & Shimabukuro, 2011), those who are less reliant on
their own intuition (Gaudiano, Brown, & Miller, 2011), those who put less weight
on their own personal experience (Nelson, Steele, & Mize, 2006; Staudt &
Williams-Hayes, 2011), those who had assisted with creating a treatment
manual (Addis & Krasnow, 2000), and those whose initial experiences with
manuals were more positive (Addis & Krasnow, 2000). Finally, these were seen
as more useful by clinicians who identified themselves as research clinicians

rather than community clinicians (Barry et al., 2008).

There is disagreement over whether or not such attitudes to manualised
treatments are driven by clinicians’ beliefs. Addis and Krasnow (2000) found
that beliefs about content of manuals were generally related to attitudes. For
example, practitioners who thought manuals were a ‘cookbook’ of therapeutic
techniques were more likely to rate them negatively. In contrast, Nakamura,
Higa-McMillan, Okamura, and Shimabukuro (2011) found that overall evidence-
based practice knowledge accuracy of clinicians did not significantly relate to

their attitudes. It must be noted that both of these papers are of high quality. It is
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possible that knowledge accuracy impact on attitudes relating to manuals
specifically, but not the broader concept of evidence-based practice. There
does seem to be some indication that ideas about what evidence-based
treatment / evidence-based practice / manuals actually are could impact the
attitudes that clinicians have towards them. But how accurate are clinicians in

their perceptions of what these terms mean?

Clinicians’ interpretations of evidence-based treatment and evidence-
based practice

It is important to note the lack of clarity that clinicians seem to have
regarding manuals, evidence based treatment, and evidence based practice.
Participants were relatively unclear about what manuals were (Addis &
Krasnow, 2000; Baumann, Kolko, Collins, & Herschell, 2006). Practitioners
were equally unclear about evidence-based practice, with no participants
(DiMeo, Moore, & Lichtenstein, 2012) or very few participants (< 5%; Luebbe,
Radcliffe, Callands, Green, & Thorn, 2007) correctly identifying all three
components of evidence based practice (research, clinical expertise, and client

characteristics).

A number of studies found that clinicians very readily offered opinions
and attitudes about acceptability of evidence-based practice, evidence-based
treatment, and manuals, despite a striking lack of knowledge of the concepts
themselves (Addis & Krasnow, 2000; Baumann, Kolko, Collins, & Herschell,

2006; DiMeo, Moore, & Lichtenstein, 2012)

The research-practice ‘gap’

Research clinicians see theory and research as more important than

community clinicians do (Barry, Fulgieri, Lavery, Chawarski, Najavits,
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Schottenfeld, & Pantalon, 2008), and those who aspire to a research career feel
evidence-based practice will more greatly influence their activities compared to
those who aspire to a clinical practice career (Luebbe, Radcliffe, Callands,

Green, & Thorn, 2007).

Clinicians see research that supports treatment efficacy, reliability and
validity as being one of the main advantages of evidence-based treatments
(DiMeo, Moore, & Lichtenstein, 2012). However, there were a number of
concerns regarding research that the literature reviewed here highlighted.
Clinicians perceive research as not generalizable to their clinical work, due to
differences in research populations and ‘real life’ populations (Nelson, Steele, &
Mize, 2006; DiMeo, Moore, & Lichtenstein, 2012; Stewart, Stirman, &
Chambless, 2012). In contrast, it appears clear that researchers place greater
importance on the evidence base than clinicians in practice. Thus, there is a
perceived gap between research and practice, which is likely to affect clinicians’

attitudes towards evidence-based practice.

Discussion

This review aimed to identify and summarise the attitudes that clinicians
hold towards evidence-based therapies, to summarise what factors appear to
affect clinician’s attitudes, to explore whether clinicians feel there is a ‘gap’
between research and clinical practice, and to ascertain whether clinicians
understand the difference between evidence-based practice and evidence-

based treatment.

In keeping with the aims of this review, papers were chosen which were

specifically about attitudes towards evidence-based treatment in general rather
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than specific therapies / models. This helped to keep the review generic, rather
than disorder or treatment specific. To have included papers which examined
attitudes towards specific therapies would have been beyond the scope of this
review, and would have necessitated further breaking down of the results into

specific models.

The findings will be summarised below, along with a critique of the
methodology used, a commentary on the clinical implications of the review, and

some suggestions for further research.

Summary of Findings

In summary, there were a mixture of both positive and negative attitudes
held towards evidence-based therapies. However, the positive attitudes came
from papers that were of poorer quality, and thus caution must be heeded when

interpreting the results. Evidence-based therapies were thought to be useful in

e providing structure to therapy (Addis & Krasnow, 2000; Barry et al., 2008;
Baumann, Kolko, Collins, & Herschell, 2006; DiMeo, Moore, &
Lichtenstein, 2012; Staudt & Williams-Hayes, 2011),

e aiding evaluation and clinician improvement (Addis & Krasnow, 2000;
Baumann, Kolko, Collins, & Herschell, 2006; Najavits, Weiss, Shaw &
Dierberger, 2000; Staudt & Williams-Hayes, 2011), and

e enhancing outcomes for clients (Najavits, Weiss, Shaw & Dierberger,

2000; Staudt and Williams-Hayes, 2011).

Negative attitudes were also found. Evidence-based treatments were felt to:

e have an overemphasis on therapeutic techniques (Addis & Krasnow,

2000; Nelson, Steele, & Mize, 2006),
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e be dehumanising to both clients and therapists (Addis & Krasnow, 2000;
Baumann, Kolko, Collins, & Herschell, 2006; DiMeo, Moore, &
Lichtenstein, 2012), and
¢ be inflexibile and rigid (Baumann, Kolko, Collins, & Herschell, 2006;

DiMeo, Moore, & Lichtenstein, 2012).

Evidence-based treatments are deemed to be more useful by clinicians who:

e are less experienced (Barry, Fulgieri, Lavery, Chawarski, Najavits,
Schottenfeld, & Pantalon, 2008),

e are less qualified (Nakamura, Higa-McMillan, Okamura, & Shimabukuro,
2011),

e are less reliant on their own intuition (Gaudiano, Brown, & Miller, 2011),

e put less weight on their own personal experience (Nelson, Steele, &
Mize, 2006; Staudt & Williams-Hayes, 2011),

e had assisted with creating a treatment manual (Addis & Krasnow, 2000),

e had initial experiences with manuals that were more positive (Addis &
Krasnow, 2000), and

e identified themselves as research clinicians rather than community
clinicians (Barry, Fulgieri, Lavery, Chawarski, Najavits, Schottenfeld, &

Pantalon, 2008) .

There was confusion and lack of clarity between clinicians about the
definition of manuals, evidence-based treatments, and evidence-based practice
(Addis & Krasnow, 2000 Baumann, Kolko, Collins, & Herschell, 2006; DiMeo,
Moore, & Lichtenstein, 2012). However, this lack of clarity did not appear to
inhibit the clinicians in offering opinions about the concepts. Furthermore, there

is a perceived ‘gap’ between research and clinical practice, with clinicians
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seeing research as not generalizable to their clinical work (Nelson, Steele, &
Mize, 2006; DiMeo, Moore, & Lichtenstein, 2012; Stewart, Stirman, &

Chambless, 2012).

Methodological Critique

Critique of this review

An important consideration when interpreting these findings is whether
the research reviewed was of a sufficient quality, which depends in turn on the
adequacy of the use of critical appraisal tools such as that used here
(QualSyst). A review of published critical appraisal tools found that few had
been evaluated for their effectiveness in reviewing research (Katrak et al.,
2004). Crowe and Sheppard (2011) drew similar conclusions. Dixon-Woods et
al (2007) concluded that use of a critical appraisal tool did not always lead to
more consistent judgements between experienced researched about the papers
they were appraising. It is therefore important to note the potential limitations of
using critical appraisal tools. This review has attempted to address some of
these limitations by involving an independent other, who is also training in

Clinical Psychology and therefore relatively experienced in reviewing papers.

Furthermore, there were two papers (Baumann et al., 2006; DiMeo et al.,
2012) which employed a mixed methods approach. The QualSyst checklist
(Kmet, Lee, & Cook, 2004) does not make recommendations about how to
score such approaches, and so a combined scoring system was used by this
author. This hybrid approach might not be a reliable or even valid approach for

guality scoring a paper that employs a mixed methods approach.
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In order to include only papers that consider attitudes towards evidence-
based treatment or evidence-based practice generally, a great number of
papers which focused on attitudes towards specific evidence-based treatment
for specific disorders (e.g., attitudes towards exposure therapy for anxiety
disorders — Deacon et al., 2013) were discounted. A further review might
include such papers in order to ascertain whether attitudes differ dependent on

the context of the evidence-based treatment.

Critique of papers used

The studies reviewed were attempting to extract and measure
individuals’ attitudes. Measuring attitudes has been consistently viewed as a
difficult task (Cross, 2005), partially due to the potential for response bias. A
key issue in the studies reviewed here is that attitudes were accessed through
focus groups and Likert scales, which are potentially prone to social desirability
bias. For example, in the studies reviewed here, the participants may have had
pre-existing beliefs about what responses the researchers were expecting or
would find helpful, and pitched their responses accordingly. Unfortunately, no
studies in this review controlled for socially desirable response bias. For
example, the Marlowe-Crowne Social Desirability Scale (Crowne, & Marlowe,
1960) could have been used to help assess whether respondents are
responding truthfully or are misrepresenting themselves in order to manage

their self-presentation.

The diversity of the measures used in the studies demonstrates the lack
of agreement regarding how to access and measure attitudes towards
evidence-based therapies, which limits the conclusions that can be drawn from

this review. Furthermore, there has clearly been an issue highlighted regarding
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clinicians’ lack of knowledge of the difference between evidence-based therapy
and evidence-based practice, and their lack of knowledge regarding what a
manual actually is. These issues bring into question the validity of the clinicians’
responses, as it is possible that their attitudes to the terms ‘evidence-based
treatment’ and ‘evidence-based therapy’ are not reflective of how clinicians feel
about the specific tasks involved. For example, when therapists are asked how
much they value specific strategies used in therapy with clients with disruptive
behaviour problems (versus being asked about evidence-based practice in
general or about manualised treatments), they rate techniques consistent with
evidence-based practice as more valuable than techniques not consistent with
evidence-based practice (Brookman-Frazee et al., 2009). It needs to be
considered whether the respondents in this review truly knew what they were

expressing attitudes on.

Clinical and Training Implications

If evidence-based therapies can be seen as an innovation, then the
relevance of Rogers’ (2003) innovation diffusion theory can be considered. This

theory proposes that five supporting stages are needed to diffuse an innovation:

(a) knowledge — exposure to the innovation and some understanding of

how it functions

(b) persuasion — developing a positive or negative attitude toward the

innovation

(c) decision — activities leading to a decision to adopt or reject the

innovation

(d) implementation — using the innovation
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(e) confirmation — sustainability for or against the innovation.

Of these five stages, strongest support exists for the first three, collectively
known collectively as the knowledge-attitudes-practice process (K-A-P; Rogers
2003). In brief, the K-A-P process predicts that sufficient knowledge and
favourable attitudes towards an innovation should influence whether it is
adopted into practice. Therefore, it is clear that, in order to disseminate and
implement specific evidence-based therapies, the negative attitudes that

clinicians hold need to be challenged and shifted.

The research here suggests that more positive attitudes towards
evidence-based treatments are held by those clinicians who are less
experienced (Barry, Fulgieri, Lavery, Chawarski, Najavits, Schottenfeld, &
Pantalon, 2008), and who presumably see themselves as needing to focus on
the evidence rather than relying on their belief that their experience and
intuition are sufficient to guide their work. This finding might help to explain why
treatment outcomes decline the more experienced one becomes (Goldberg et
al., 2016; Shapiro & Shapiro, 1982). Highlighting this finding to clinicians may
help them to reflect on their own attitudes and assumptions about their intuition-

and experience-based practice.

In terms of the view that evidence-based treatment is ‘dehumanising’ for
clients, as it does not consider what they as an individual bring to therapy
(Addis & Krasnow, 2000; Baumann, Kolko, Collins, & Herschell, 2006; DiMeo,
Moore, & Lichtenstein, 2012), this could be due to clinicians’ faulty probabilistic
reasoning. Evidence-based treatment might not be delivered because the
clinicians believe that their client’s unique characteristics justify them being

seen as an exception to the evidence base (Meyer et al., 2014). In such cases,
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clinicians have been described as having the general view: “We aren’t dealing

with groups, we are dealing with this individual case” (Meehl, 1973, p. 234).

Numerous barriers have been noted in the literature to dissemination and
implementation efforts of evidence-based therapies (Cook, Biyanova, & Coyne
2008), including clinician attitudes potentially holding back dissemination efforts
(Addis, 2002). The implementation of research-based clinical innovation takes
a great deal of time, and it is calculated to take an average of 17 years for
research evidence to reach clinical practice (Westfall, Mold, & Fagnan, 2007).
Clinician attitudes may be one of the reasons for this lag. A more active means
of dissemination is needed in order to get rigorous evidence-based treatment

into general clinical practice (Sprang, Craig & Clark, 2008).

There are a number of ways in which evidence-based treatments can be
more effectively disseminated. These may include easy access to manuals,
allowing and encouraging clinicians to undertake training, and identifying
mechanisms of action and outcome measures (Shafran et al., 2009). As found,
common attitudes toward evidence-based practice and manualized treatments
are that they are inflexible and unable to address the complexity of the issues
an individual client brings to therapy. The method of breaking evidence-based
protocols down into the manageable parts that function independently could
address both of these concerns. This would allow clinicians to tailor their
interventions to meet clients individual needs, as well as utilising a mixture of
evidence-based practice elements for complex cases (e.g., Chorpita, Daleiden,
& Weisz, 2005; Chorpita, Becker, & Daleiden, 2007; Higa & Chorpita, 2007).
Therapists trained in such a modular approach demonstrate significantly

improved attitudes towards evidence-based treatment after training, whereas
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therapists trained in a standard evidence-based approach demonstrate
significantly poorer attitudes towards specific elements of evidence-based
treatment, such as flexibility (Borntrager et al., 2009). Wilson (1996) reminds us

that to use manuals usefully, they need to be used flexibly.

It is worth bearing in mind the current economic climate. Many of these
recommendations (e.g., accessing manuals, attending lengthy training, etc.) are
likely to be costly, at a time when the National Health Service (NHS), including
mental health services, are faced with stark budget cuts (McDaid & Knapp,
2010). A previous study (Deacon et al., 2013), has shown that clinicians’
attitudes to exposure therapy improve as the result of a single training session
on the value and implementation of the methods involved. This may be a more

economically viable way of shifting clinician attitudes.

Future Research

It would be useful to conduct further, robust research into clinician’s
attitudes and how they are related to clinical outcomes. If negative attitudes
were found to be related to more negative outcomes for their clients, it can be
assumed that this would be a motivating factor for clinicians to address their

more negative attitudes.

’

Further research is needed regarding the research-clinical practice ‘gap’.
It would be helpful to know more about how generalizable the evidence base
truly is to general clinical practice, and to know more about how to engage
clinicians in reading and processing the evidence base for their clinical setting.
It will also be important to understand the confusion that appears to exist over
the meaning of the terms ‘evidence-based treatment’ and ‘evidence-based

practice’, and whether our awareness of the distinction is becoming clearer over
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time or not. Such research will help us to understand the validity of clinicians’

attitudes about such terms.

It would be helpful to know more about the characteristics of clinicians
who hold more or less positive attitudes (e.g., more or less experienced), and of
those who respond more or less positively to interventions aiming to improve
their attitudes. It would be particularly useful to investigate the mechanisms
behind the factors that influence response to interventions. Furthermore, if the
‘dehumanising’ attitude can be seen as a result of ‘probabilistic reasoning’
(Meyer et al., 2014), it would be worth investigating whether there is a link
between clinicians’ statistical reasoning skills and their attitudes towards

evidence-based treatment.

As previously mentioned, a study has shown improvements in attitudes
to evidence-based treatment following a single training session (Deacon et al.,
2013). This study was looking at a specific type of evidence-based therapy;
exposure therapy. It would be helpful to attempt to replicate this study to
encompass other types of evidence-based therapy, and to determine the long
term attitudinal and behavioural impact of such training. Such work could also

consider the cost-effectiveness of such interventions.
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Section Two: Research Report

The impact of teaching on eating disorder clinicians’ attitudes towards

and utilisation of exposure therapy
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Abstract

Objectives: Findings in the literature have indicated that clinicians are poor at
using exposure therapy to treat eating disorders, partly due to their negative
attitudes to this therapeutic method. Previous research has shown that a
teaching session can improve clinician attitudes. This study extends this
research by adding a control condition, including a follow-up time point, and

examining the impact on clinician behaviour.

Design: A non-randomised controlled research design, with between-subject

(teaching condition) and within-subject (time) factors.

Methods: Eighty nine eating disorder clinicians attended either a specific
‘exposure therapy’ teaching session or a general ‘distraction ‘teaching session.
Attitudes towards exposure therapy were measured before and after the
teaching. Participants’ intolerance of uncertainty and frequency of use of
exposure was also assessed. Participants were invited to complete all

measures again at a three month follow up.

Results: Attitudes towards exposure therapy improved both in the short and
long term after attending the exposure teaching compared to the distraction
teaching. The impact of the teaching session was not moderated by clinician
anxiety. The resulting attitudinal shift did not result in increased use of exposure

therapy.

Conclusions: Short, specific teaching sessions are useful in improving
clinicians’ attitudes towards exposure-based therapy, but not in improving
utilisation of such methods. Future research is needed to investigate what type

of intervention improves exposure therapy use in eating disorders.
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Practitioner points:

Specific exposure-based teaching sessions are successful in
improving clinicians’ attitudes towards exposure therapy, both in
the short and long term.

This attitudinal shift does not result in a corresponding increase in
use of exposure therapy with patients.

It is possible that increased exposure to exposure therapy itself is
a key aspect of increasing utilisation (e.g., through session

monitoring, role play, and supervisor encouragement.

Research points:

Further research is needed to determine what interventions do
result in clinicians’ increasing their use of exposure therapy.

An intervention that addresses likely behavioural change (e.g., an
implementation intention) might be used prior to teaching
interventions.

Clinicians’ beliefs about their patients (e.g., their vulnerability)
might have a stronger impact on the use of exposure therapy than
rather than their beliefs about that therapy. Therefore, future
research should consider the impact of clinicians’ perceptions of

their patients on their use of exposure-based methods in therapy.
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Introduction

Exposure therapy®

Exposure with response prevention involves the exposure of the patient
to a feared object or context (in objectively safe conditions) without engaging in
escape behaviours, in order to overcome their anxiety (Myers & Davis, 2007,
pp. 141-142). The therapist identifies the thoughts, emotions and physiological
response that accompanies a fear-inducing stimulus, then tries to break the
pattern of escape that maintains the fear (De Silva & Rachman, 1981). In short,
the exposure element enhances the patient’s anxiety, and the response
prevention element reduces the patient’s reliance on their safety behaviours,
allowing the patient to learn that anxiety declines without those behaviours.
There are four main variations of exposure therapy. The first is in vivo or “real
life.” This type exposes the patient to actual fear-inducing objects, situations or
activities. For example, a patient with arachnophobia (a fear of spiders) might
be asked to handle a large spider, either immediately or after building up to the
experience in stages (e.g., Murphy, Michelson, Marchione, Marchione, & Testa,
1998). The second type of exposure is imaginal, where patients are asked to
vividly imagine a situation that they are afraid of. For example, a patient with
Post-Traumatic Stress Disorder (PTSD) might be asked to recall and describe
the traumatic incident, in order to reduce their feelings of distress (e.g., Tarrier
et al., 1999). The third type of exposure is interoceptive exposure, which may
be used for more specific disorders such as panic disorder. Patients confront
feared bodily symptoms of a panic attack, such as increased heart rate and

shortness of breath (e.g., Lee at al., 2006). The final type of exposure therapy is

' Where the term ‘exposure therapy’ is used in this paper, it should be assumed to represent the
full term ‘exposure with response prevention’
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virtual reality exposure. For example, computer generated virtual environments
have helped exposure acrophobic patients to tackle their fear of heights (e.g.,
Emmelkamp, Bruynzeel, Drost, & van der Mast, 2001).

Each of these forms of exposure therapy can be used as a stand-alone
treatment or can be combined with other forms (Foa, 2007). It is considered to
be the gold standard for the treatment of anxiety disorders (Barlow, 2002) and
PTSD (Rauch, Eftekhari, & Ruzek, 2012). However, while exposure therapy has
a strong theoretical base and record of effectiveness across disorders, it is
implemented relatively rarely. As Harned et al. (2013, p.754) put it: “Exposure
therapy (ET) has the dubious distinction of being one of the most empirically

supported yet least used psychological treatments.”

Core features of the eating disorders

The eating disorders are anorexia nervosa, bulimia nervosa, binge eating
disorder, and other specified feeding or eating disorder, as classified by the fifth
edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5;
American Psychiatric Association [APA], 2013). A network of inter-related
maintaining mechanisms accounts for the persistence of these eating disorders.
These include patients’ inclination to over-evaluate eating, shape and weight,
and their need for control (Fairburn, Cooper, & Shafran, 2003). There is a high
comorbidity between eating disorders and other diagnoses, such as depression
and anxiety (Blinder, Cumella, & Sanathara, 2006). Lifetime prevalence
estimates are 0.9% among women and 0.3% among men for DSM-IV anorexia
nervosa, 1.5% among women and 0.5% among men for bulimia nervosa, and
3.5% among women and 2.0% among men for binge eating disorder (Hudson,

Hiripi, Pope Jr, & Kessler, 2007). A recent review of the literature suggests that
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while the overall incidence rate of eating disorders has remained stable over the
past few decades, there has been an increase in anorexia nervosa in females in
their late teens (Smink, Van Hoeken & Hoek, 2012).

Physical consequences of eating disorders can be irreversible or have
later repercussions on health, especially those affecting the skeleton, the
reproductive system, and the brain (Fairburn & Harrison, 2003). Eating
disorders can impact on fertility (Hjern, Lindberg, & Lindblad, 2006) and cause
perinatal difficulties (Sollid, Wisborg, Hjort, & Secher, 2004), potentially
impacting on the next generation. Eating disorders have the highest mortality
rates among psychiatric disorders (Arcelus, Mitchell, Wales, & Nielsen, 2011).
The possible ramifications of these devastating illnesses highlight the need for
evidence-based, effective treatment. Among those treatments for eating

disorders, exposure therapy has a well-established role.

Exposure therapy and the eating disorders

Steinglass et al. (2011) highlight the overlap between eating disorders
and anxiety disorders, and suggest that a treatment such as exposure with
response prevention, which can shift anxiety driven behaviours and irrational
beliefs, would be of use in treating eating disorders. It makes sense that
exposure therapy could be potentially used in treating eating disorders, where
anxiety is a key maintaining factor for behavioural symptoms such as restriction,
bingeing, purging and body avoidance (e.g., Pallister & Waller, 2008), and can
exacerbate avoidance of certain elements of therapy, such as weighing (e.g.,
Waller & Mountford, 2015). Such behavioural symptoms can be seen as safety
behaviours. These safety behaviours inadvertently maintain the anxiety element

of the eating disorders unless challenged (i.e., via response prevention), hence
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the rationale for a strong exposure-based element to cognitive behaviour
therapy for eating disorders (e.g., Waller et al., 2007). A recent review of the
literature regarding exposure therapy for this client group (Koskina, Campbell, &
Schmidt, 2013) indicated that use of naturalistic and personalised exposure
settings, therapist-led and self-directed graded exposure, and use of virtual

technology would all improve the efficacy of exposure therapy.

Utilisation of exposure therapy

As well as a strong evidence base, exposure therapy is also seen as
relatively acceptable by patients with anxiety. For example, patients with anxiety
see it as more likely to be effective long-term than medication (Deacon &
Abramowitz, 2005), patients with agoraphobia see it as more acceptable and
effective than psychotherapy and cognitive therapy (Norton et al., 1983), and
potential PTSD patients see it as a sensible and desirable form of treatment
(Becker et al., 2009). Richard and Gloster (2007) have suggested that the
increased anxiety potentially experienced during exposure therapy may be less
intimidating to anxious patients than we might expect, as these patients view it
as a temporary exacerbation of a very familiar emotional response.

Generally, there is poor utilisation of exposure therapy by clinicians
(Becker, Zayfert, & Anderson, 2004; Harned, Dimeff, Woodcock, & Contreras,
2013; van Minnen, Hendricks, & OIff, 2010). A number of studies have found a
similar under-utilisation in eating disorder treatment (Turner, Tatham, Lant,
Mountford, & Waller, 2014; Waller, Stringer, & Meyer, 2012). The low utilisation
of exposure therapy is commonly found to be due to clinicians’ anxiety about
distressing the patient (Deacon & Farrell, 2013; Waller et al., 2012). It has also

been indicated that when clinicians do use exposure therapy with clients, there
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is substantial variability in the nature of the implementation, with clinicians often
veering away from the recommendations of the treatment manuals (Deacon,
Lickel, Farrell, Kemp, & Hipol, 2013; Hipol & Deacon, 2013). It is important to
consider why clinicians’ behaviour varies in this way. As is the case with all
understanding of behaviour, it needs to be determined whether the clinicians’

attitudes to exposure therapy are critical.

Clinicians’ attitudes towards exposure therapy

Feeny, Hembree, and Zoellner (2003) found negative beliefs about
exposure therapy to be common among clinicians. They describe four mains
myths about exposure therapy within the literature: that exposure therapy is
rigid and does not allow for adjusting to individual client needs; that exposure
therapy alone is not enough for the complex client often seen in routine clinical
practice; that existing evidence regarding the efficacy of exposure therapy does
not generalize to real clinical settings; and that exposure therapy leads to
symptom worsening and high dropout rates. These myths were ‘debunked’ by
Feeny and colleagues, with a wealth of literature refuting the validity of these
clinician beliefs (Feeny, et al., 2003). However, the presence of these ‘myths’
within the literature and in the thinking of many therapists might hint at the
reasons why there is such poor utilisation of exposure therapy.

Other studies have also indicated that poor utilisation of exposure
therapy may be due to clinicians’ negative attitudes and beliefs (e.g., Deacon,
Farrell, et al., 2013). Clinicians have been found to believe that exposure
therapy can harm patients by: exacerbating symptoms (e.g., Cook, Schnurr, &
Foa, 2004; Deacon, Lickel, et al., 2013; Frueh, Cusack, Grubaugh, Sauvageot,

& Wells, 2006); producing cognitive decompensation (e.g., Becker et al., 2004);
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causing actual physical harm (e.g., Rosqvist, 2005); and increasing drop-out
rates (Cabhill, Foa, Hembree, Marshall, & Nacash, 2006). Despite their not being
founded in evidence, this set of beliefs can lead clinicians to view the process of
exposure therapy as inherently unethical (Olatunji, Deacon, & Abramowitz,
2009). Furthermore, many clinicians also have beliefs that if they implement
exposure therapy then it will result in harm to themselves, through malpractice
litigation (e.g., Kovacs, 1996) or vicarious traumatization (Zoellner et al., 2011).
Clinicians’ negative beliefs about exposure therapy appear to be
unsubstantiated. For example, there is no evidence that even short-term
enhanced anxiety reduces the impact or acceptability of exposure work from the
patient’s perspective (Deacon, 2012), or that incorporation exposure work in
therapy results in increased risk of being sued (Richard & Gloster, 2007).
Overall, there appear to be a number of negative attitudes toward exposure
therapy held by clinicians. However, there are other factors which also impact

on exposure therapy utilisation, such as clinician anxiety.

What impact does a clinician’s anxiety have on their use of exposure
therapy?

Previous research has indicated that a clinician’s anxiety impacts on their
use of exposure-based therapies. Higher levels of clinician anxiety are related
to poorer uptake of evidence-based methods including exposure therapy
(Waller et al., 2012), and also lead to an increased likelihood of excluding
clients from exposure therapy (Meyer, Farrell, Kemp, Blakey, & Deacon, 2014).
More specifically, clinicians who score more highly on a scale of Prospective
Anxiety (the inability to tolerate unpredictable events) are more likely to be

anxious about delivering exposure-based elements of therapy (Turner, Tatham,
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Lant, Mountford, & Waller, 2014). It would be useful for us to know more about
whether a clinician’s anxiety interacts with the attitudes they hold towards
exposure therapy, and whether clinician anxiety has an impact on the

effectiveness of interventions attempting to improve attitudes.

How can we change attitudes to exposure therapy?

The need to train clinicians in the competent delivery of exposure has
been identified as a priority (McHugh & Barlow, 2010). It seems clear such an
intervention needs to address both clinicians’ attitudes and their anxiety
regarding exposure therapy. Various suggestions have been put forward,
including attitude inoculation, use of role plays, and use of case material (e.g.,
Farrell, Deacon, Dixon, & Lickel, 2013), as well as suggestions that clinicians
could be treated for their own anxiety about the delivery of exposure therapy
(van Minnen et al., 2010). However, such interventions may prove expensive
and difficult to disseminate widely.

There is some evidence that simpler interventions, such as training and
teaching, can be effective in shifting attitudes. The knowledge-attitudes-practice
process (K-A-P; Rogers 2003) predicts that sufficient knowledge and favourable
attitudes towards an innovation should influence whether it is adopted into
practice. Teaching and training seems a sensible approach for increasing
clinicians’ knowledge about exposure therapy. Deacon, Farrell, et al. (2013)
have shown that a one-day didactic workshop has a very substantial positive
effect on improving attitudes towards exposure therapy. The workshop did not
specifically emphasise the therapists’ prior reservations about exposure
therapy, but rather talked more generally about the nature and exposure-based

treatment of anxiety disorders.
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A similar education-based approach has been tested with clinicians who
work with eating disorders. In an uncontrolled pilot study, Waller, D'Souza
Walsh, and Wright, (2016) measured the attitudes of eating disorder clinicians
before and after attending a 90-minute didactic teaching session on the use of
exposure in treating eating disorders. There was a substantial improvement in
the clinicians’ attitudes. Interestingly, and contrary to previous research,
clinician anxiety was not found to be related to initial attitudes to exposure
therapy. Holding particularly negative initial attitudes towards exposure therapy
was found to be the only factor associated with a greater degree of positive
attitudinal change following the teaching session

Both of the studies above suggest that teaching sessions can be useful
in shifting clinicians’ attitudes in the short term. This study aims to extend the
prior research, to see if the findings of Waller et al. (2016) can be replicated in a
controlled study, to examine whether these attitudinal changes are maintained
long-term, and to determine whether any attitude change results in behaviour
change (i.e., greater utilisation of exposure treatment with eating disorder

clients).

Aims:

1: to determine whether receiving teaching about exposure therapy will
have a bigger effect on eating disorder therapists’ beliefs about exposure than
receiving unrelated teaching.

2: to determine whether clinicians’ beliefs about exposure therapy are
associated with their own anxiety/intolerance of uncertainty.

3: to determine whether clinician anxiety moderates the impact of

receiving a teaching session on exposure therapy on clinicians’ beliefs.
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4: to determine whether clinician anxiety is associated with clinician
behaviour, in terms of carrying out exposure therapy with clients.

5: to determine whether clinician behaviour, in terms of how frequently
they use exposure therapy, changes more after receiving exposure teaching,
when compared to receiving unrelated teaching.

6: to determine whether clinician anxiety moderates the impact of such a
training session on exposure therapy on clinicians’ behaviour, in terms of

carrying out exposure therapy with clients.

Hypotheses:

1: clinicians’ beliefs about exposure will be more greatly affected by
receiving teaching about exposure, compared to receiving unrelated teaching.

2: clinicians with higher anxiety and intolerance of uncertainty will hold
more negative beliefs regarding exposure therapy.

3: clinicians’ own anxiety levels will influence the impact of the training
session on clinician beliefs, with more anxious clinicians being less likely to
change their beliefs.

4. clinicians’ own anxiety levels will impact on clinician behaviour, with
more anxious clinician’s being less likely to use exposure therapies than their
less anxious colleagues.

5. clinician behaviour will change more after receiving teaching about
exposure therapy compared to unrelated teaching. Clinicians who have
received teaching about exposure therapy will report greater use of exposure

therapy at follow-up.
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6. clinicians’ own anxiety levels will influence the impact of the training
session on clinician behaviour, with more anxious clinicians being less likely to

change their behaviour.

Method
Ethical considerations

Ethical approval was granted for the study by the University of Sheffield’s
Department of Psychology Research Ethics Committee. Supporting
documentation can be found in Appendix D. The project has been registered as
a clinical trial with URMS (#144005).

Informed consent to participate was ensured through providing a
Participant Information Sheet (Appendix E). That sheet provided information
about the study, including the purpose of the research, what taking part would
involve, who would have access to the data, and how those data would be
stored. Participants were explicitly asked whether they had read and
understood the information sheet, and consented to completing the
guestionnaire (Appendix F). At follow-up, they were asked to consent to taking
part again (Appendix G). Participants were required to provide identifying details
(email address). All information provided was kept confidential, stored on a
password protected computer, used for the purpose of this research only, and

destroyed once no longer needed.

Design
The study employed a non-randomised controlled research design, with
between-subject (teaching condition) and within-subject (time) factors. There

were two groups — one that received teaching on exposure for eating disorders,
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and another that received general teaching on eating disorders (not focused on
exposure). Each group had signed up for the teaching, suggesting a
comparable baseline interest in learning about treatment of eating disorders.
Data were collected at the beginning and end of the teaching sessions, and at a

three month follow-up point (using an online survey).

Sample size calculation

Sample size analysis (G*Power v 3.1.5, Faul, Erdfelder, Lang, &
Buchner, 2007) was conducted using the primary outcome variable of the TBES
scores as influenced by the type of intervention (assuming two groups at three
time points). With an alpha of 0.05, a power of 0.9, and an effect size of 0.25, a
total sample size of 36 participants would be needed (i.e., 18 per group). If the
effect size were lower, then more participants would be needed (e.g. with an
effect size of 0.2, then 28 would be needed per group).

Using the changes in TBES score reported by Deacon et al. (2013), the
effect size would be 0.79. A similar effect was found by Waller et al. (2016).
Using sample size analysis with the same characteristics outlined above would
require a total sample size of six. However, the more conservative effect size of
0.25 was adopted for the current purpose, resulting in a planned recruitment of

36 participants overall. As shown below, this target was exceeded.

Participants

Forty seven participants took part in the exposure teaching and began
the measures, and 27 participants took part in the follow-up from this group.
Forty two participants took part in the distraction teaching and began the

measures, and 18 participants took part in the follow-up from this group. They
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had a mean average age of 39.5. The sample consisted of 16 males and 72
females, with one participant preferring not to disclose their sex. Participants
had spent an average of ten years (SD = 8.8) working as a psychological
practitioner, and an average of 7.2 years (SD = 8.2) working specifically with
eating disorders. They spent an average of 17 hours per week (SD =9.4) in
face-to-face contact with clients. Further breakdown of these characteristics can
be found in Table 2 (page 77).

Recruitment. The participants were qualified clinicians, delivering
therapy to eating-disordered patients. The two sets of participants receiving
teaching were recruited at teaching sessions regarding treating eating
disorders, taking place in the UK and overseas. Participants had opted to attend
the training themselves.

Inclusion and exclusion criteria. Participants were required to be over

the age of 18 years, to be fluent in English, and to be volunteers.

Measures

The participants completed four measures prior to receiving the teaching.
These included: demographic data (Appendix H); the Intolerance of Uncertainty
Scale - IUS (Appendix I); Therapist Beliefs about Exposure Scale - TBES
(Appendix J); and a questionnaire that measured the frequency of use of
exposure techniques (Frequency of Exposure — FOE; Appendix K), designed for
this study. At the end of the teaching session, they completed the Therapist
Beliefs about Exposure Scale again. Finally, at the follow-up, they completed
the Intolerance of Uncertainty Scale, the Therapist Beliefs about Exposure
Scale, and the questionnaire measuring the frequency of use of exposure

techniques.
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Intolerance of Uncertainty Scale - Short Form (IUS-12; Carlton et al,
2007). The IUS-12 is a short version of the original 27-item Intolerance of
Uncertainty Scale (Freeston, Rhéaume, Letarte, Dugas, & Ladouceur, 1994). It
measures responses to uncertainty, ambiguous situations, and the future. The
12 items are rated on a 5-point Likert scale, ranging from 1 (not at all
characteristic of me) to 5 (entirely characteristic of me). The scale consists of
two subscales; Prospective Anxiety and Inhibitory Anxiety (Carleton, Norton, et
al., 2007). Prospective anxiety is the inability to tolerate unpredictable events,
where Inhibitory anxiety relates to the inability to act due to uncertainty. The
Intolerance of Uncertainty Scale - Short Form (IUS-12) has a strong correlation
with the original scale, r = .94 to .96 (Carleton, Norton, et al., 2007; Khawaja &
Yu, 2010). Good convergent and discriminant validity, as well as internal
consistency, have been demonstrated for the total score and both subscale
scores (Carleton, Norton, et al., 2007; McEvoy & Mahoney, 2011).

Therapist Beliefs about Exposure Scale (Deacon et al., 2013). The
TBES consists of 21 items (example item: ‘Most clients have difficulty tolerating
the distress exposure therapy evokes’). Each is rated on a 5-point Likert Scale,
ranging from Strongly Disagree to Strongly Agree. The TBES has a clear single-
factor structure, excellent internal consistency (a = .90-.96), and high six-month
test-retest reliability (r = .89) (Deacon et al., 2013).

Frequency of use of exposure techniques questionnaire. This
measure (the FOE) was developed by the researchers to ascertain how
frequently clinicians use exposure techniques with their clients. The
questionnaire is headed by the question ‘Thinking back over the last two
months, how often have you used the following techniques in sessions with your

patients?’ Example items include ‘Weighed my patients within the session’, ‘Let
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my patients know their specific weight after weighing’, and ‘Asked my patients
to complete a food monitoring record between sessions’. The response options
are ‘never’, ‘rarely’, ‘occasionally’, ‘frequently’, ‘every time | have seen my
patients’, and ‘not applicable’. A mean score of these responses is taken, with
any ‘not applicable’ responses being removed from the calculation. The higher

the mean score, the more the participant reports using exposure-based

methods within therapy.

Procedure

Exposure teaching intervention group. Participants at a teaching
session related to exposure therapy for eating disorders were given an
information sheet (Appendix E) and consent form (Appendix F). Prior to the
teaching session, they were asked to complete the demographics (Appendix H);
Intolerance of Uncertainty Scale (Appendix 1); Therapist Beliefs about Exposure
Scale (Appendix J); and frequency of use of exposure techniques questionnaire
(Appendix K).

The teaching session lasted for 90 min, and was delivered by the
supervisor of this research. The following theory was covered: the psychology
and physiology of anxiety; mechanisms of anxiety development and
maintenance (including safety behaviours); the relationship of anxiety with
eating; exposure based anxiety reduction mechanisms, and response
prevention. Evidence about poor clinician utilisation of exposure therapy and
potential reasons for this was provided. Practical application of exposure with
response prevention to treat eating disorders was explored (e.g., changing

eating patterns, weighing patients, delaying bingeing and purging behaviours,
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body image exposure). The slides from this teaching session can be found in
Appendix J.

After receiving the teaching, the participants then completed the
Therapist Beliefs about Exposure Scale (Appendix J) again. Three months later,
they were contacted for follow-up via email (see Appendix L). The information
sheet (Appendix E) was attached to the email for reference. They were asked to
complete the Intolerance of Uncertainty Scale (Appendix I); Therapist Beliefs
about Exposure Scale (Appendix J); and Frequency of use of exposure
techniques questionnaire (Appendix K) once more.

Distraction teaching intervention group. Participants at a teaching
session (about eating disorders but not covering the topic of exposure) were
given an information sheet (Appendix E) and consent form (Appendix F). They
completed the Demographics (Appendix H); Intolerance of Uncertainty Scale
(Appendix 1); Therapist Beliefs about Exposure Scale (Appendix J); and
frequency of use of exposure techniques questionnaire (Appendix K), prior to
the teaching session. The teaching session lasted for 90 minutes and was
related to CBT and eating disorders, without any specific teaching about
exposure therapy. Again, it was delivered by the supervisor of this research.

The participants then completed the Therapist Beliefs about Exposure
Scale (Appendix J) again after the teaching. Three months later, they were
contacted for follow-up via email (see Appendix L). The information sheet
(Appendix E) was attached to the email for reference. They were asked to
complete the Intolerance of Uncertainty Scale (Appendix I); Therapist Beliefs
about Exposure Scale (Appendix J); and frequency of use of exposure

techniques questionnaire (Appendix K) once more.
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Data Analysis

Data were entered directly by the researcher, and the follow-up data
were downloaded from Qualtrics into an Excel spreadsheet, which was then
transferred into the SPSS data file. The data were analysed using SPSS
version 21 (IBM Corp., Armonk, NY). An alpha level of .05 was used to
determine the statistical significance of all relevant results. Cronbach's alpha
was used to determine the internal consistency of the TBES and IUS-SF scales,
and Kolmogorov-Smirnov tests were used to determine whether the data were
sufficiently normally distributed. The majority of the key variables were normally
distributed, with the exception of the IUS Inhibitory anxiety scale (p < .05).
Therefore it was decided to use Pearson’s correlations, as these are reasonably
robust in the face of isolated non-normality. Hypothesis 1 (clinicians’ beliefs
about exposure will be more greatly affected by receiving teaching about
exposure, compared to receiving unrelated teaching) was tested using a paired
t-test to compare pre- and post-teaching TBES scores. Other hypotheses were
tested using a mixture of Pearson's correlations, independent samples t-tests,
and ANOVAs, for dimensional and categorical variables.

All hypotheses were tested using completer analysis and intention to
treat analysis. An intention to treat analysis is intended to avoid the potential
influence of factors such as participants drop-out, and is therefore a more
conservative measurement than completer analysis. Completer analysis only
used the data provided by the participants, and discounted any participant who
had not completed the later measures, whereas the intention to treat analysis
used the ‘first number carried forward’ method. The ‘first number carried
forward’ method assumes that any participants who have dropped out of the

study between the teaching session and the follow-up will have reverted to the
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attitudes they held prior to receiving the teaching. It is therefore more
conservative than the ‘last number carried forward’ method, but this is a more
appropriate approach where one cannot be certain that early effects of an
intervention will be maintained.

Multiple tests will be used to analyse the data. However, these are
hypothesis-driven rather than exploratory. Therefore, no adjustments were

made to the alpha level used.

Results

Descriptive data

Initially, descriptive data (e.g., means and characteristics of the groups)
and the psychometric properties (Cronbach’s alpha) of the Intolerance of
Uncertainty Scale, Therapist Beliefs about Exposure Scale and Frequency of
Exposure Scale are presented in Table 1. The alpha levels of all measures
were acceptable. The measures were normally distributed according to the
Kolmogorov-Smirnov test, with the exception of the IUS Inhibitory anxiety scale

(p < .05).
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Table 1. Characteristics of the clinician group and psychometric properties of

the IUS, TBES and FOE.

Clinician characteristics Mean SD Cronbach’s Kolmogorov-

alpha Smirnov test
(2))

Age (years) 39.5 11.2 - -

Time spent working as a 10.0 8.8 - -

psychological practitioner (years)

Time spent working specifically 7.2 8.2 - -

with eating disorders (years)

Face-to-face contact with clients 17.0 9.4 - -

per week (hours)

Pre-teaching

Therapist Beliefs about Exposure ~ 41.9 10.1 .891 862 N°

Scale

Intolerance of Uncertainty Scale 14.7 4.3 .818 377N

— Prospective

Intolerance of Uncertainty Scale 7.7 2.8 .824 <.05

— Inhibitory

Frequency of Exposure Scale 3.7 0.8 .896 214 N3

The two groups were compared at baseline to find out whether there was

any pre-selection difference. As seen in Table 2, the participants who took part

in the exposure teaching differed from those in the distraction teaching. They

were more experienced in working within the field of eating disorders, had more

positive attitudes about exposure therapy prior to teaching, and used exposure

in their practice more frequently than participants in the distraction teaching

group.



Table 2. Difference in characteristics of the two groups at baseline

Exposure Distraction
teaching teaching
Mean SD Mean SD t p

Age (years) 38.3 | 11.4 | 40.8 10.8 -1.0 | .309"°
Time spent 10.8 9.8 9.1 7.3 .94 351
working as a
psychological
practitioner
(years)
Time spent 9.3 9.0 4.3 6.0 2.77 <.05
working
specifically with
eating disorders
(years)
Face-to-face 17.4 10.1 16.6 8.7 .38 071

contact with
clients per week
(hours)

Therapist Beliefs 39.2 10.2 45.0 9.2 -2.60 <.05
about Exposure
Scale

Intolerance of 15.2 4.6 14.2 3.9 1.03 304
Uncertainty
Scale —

Prospective

Intolerance of 7.4 24 8.1 3.1 -1.08 .282
Uncertainty
Scale — Inhibitory

Frequency of 3.9 0.6 3.5 0.8 2.63 <.05
Exposure Scale

Hypothesis 1: clinicians’ beliefs about exposure will be more influenced
by receiving teaching about exposure, compared to receiving unrelated
teaching.

Table 3 shows the results of paired t-tests, used to compare the

participants’ attitudes (TBES scores) at the relevant time points - prior to
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teaching, after teaching, and at 3 month follow-up. Completer and intention-to-
treat analyses were used. Where there was a statistically significant difference,
effect sizes (Cohen’s d) are used to demonstrate the strength of those
differences.

Considering the completer analyses, it appears that teaching about
exposure therapy had an impact on attitudes towards exposure. Their attitudes
towards this type of therapy became significantly more positive, both in the
short (d = 1.39) and long term, although the effect lessened by follow-up (final d
= .50; a moderate effect size). The overall result was a significant improvement
in attitudes to exposure among those clinicians in the active intervention.

In contrast, though the distraction group showed a medium but significant
level of improvement in their attitudes immediately following the teaching (d
= .50), that effect had disappeared by follow-up. Thus, in the distraction group,
the short-term impact of the teaching was more limited, and there was no long-
term impact.

A very similar pattern was found using the more cautious intention-to-
treat analyses. This similarity suggests that the effect of the exposure teaching

was relatively robust, with a medium effect size by follow-up.
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Table 3 — TBES scores at each time point for both groups, compared using

paired t-tests (completer analysis and intention to treat analysis)

Analysis Teaching N M (SD) M (SD) t P d
Completer Exposure Prior to teaching  After teaching
39 39.03 (10.56) 30.87 (8.51) 8.21 .001 1.39
After teaching At follow-up
25 31.08 (9.33) 35.80 (11.21) 3.19 .004 -.66
Prior to teaching At follow-up
24 39.08 (10.34) 35.5 (11.34) 242 .02 .50
Distraction Prior to teaching After teaching
29 4517 (8.42) 4234 (1055) 253 .017 .50
After teaching At follow-up
17 40.0 (10.47) 44.88 (9.75) 3.32 .004 -81
Prior to teaching At follow-up
16 4556 (6.78) 45.88 (9.14) 21 .843 -
Intention Exposure Prior to teaching After teaching
to treat
39 39.03 (10.57) 30.87 (8.51) 8.21 .001 1.39
After teaching At follow-up
40 30.78 (8.43) 36.98 (11.20) 5.08 .001 -85
Prior to teaching At follow-up
42 39.19 (10.25) 37.78 (11.0) 2.31 .026 .36
Distraction Prior to teaching After teaching
29 45.17 (8.43) 4234 (10.55) 252 .017 .50
After teaching At follow-up
30 41.73 (10.89) 4480 (9.85) 3.17 .004 -.59
Prior to teaching At follow-up
36 45.00 (9.18) 45.14 10.03 21 .838 -
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Two ANCOVAs were performed, to see determine whether there was a
difference in post-group TBES scores when controlling for pre-existing attitudes.
In the completer analysis, there was a significant difference in attitudes between
the two groups after receiving the teaching (F = 20.6, p < .001, partial eta
squared = .241), even when controlling for a significant covariant effect of the
difference in attitudes prior to teaching (F = 112.1 p < .001). A similar pattern
was found when performing intention to treat analysis (F = 22.2, p = <.001,
partial eta squared = .228), controlling for the significant difference in pre-
treatment TBES scores (F = 146.4, p <.001). In both cases, the effect size was
very large, indicating that receiving exposure teaching has a much stronger
effect on attitudes towards exposure therapy than receiving unrelated teaching.

However, as part of the K-A-P model (outlined above), it is important to
determine whether such attitudinal change result in any change in behaviour
(reported implementation of exposure therapy, as measured by the FOE) or
level of clinician anxiety (IUS scores). Table 4 shows that the changes in
attitude from beginning to follow-up were not mirrored by changes in behaviours
or levels of clinician anxiety in either condition (active vs control), whether using

intention to treat or completer analyses.
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Table 4 — Mean Frequency of Exposure (FOE) scores, Intolerance of
Uncertainly — Prospective (IUSP) scores and Intolerance of Uncertainty —

Inhibitory (IUSI) scores for prior to teaching and at follow-up.

Analysis  Teaching Prior to Follow-up
teaching
M (SD) M (Sb) T p d
Completer Exposure FOE 3.84 (.60) 3.91 (.60) .95 .35 -
IUSP 15.17 (4.63) 14.96  (5.15) .31 76 -
IUSI 7.63 (2.29) 7.59 (2.58) .09 93 -

Distraction FOE 327  (83) 3.38 (82) 101 .33 -

IUSP 1520 (3.59) 1620 (5.51) 106 .31 -

IUSI 8.82 (3.57) 9.47 (2.90) 1.04 .32 -
Intention Exposure FOE 3.90 (.60) 3.94 (.59) .96 .35 -
fo treat

IUSP 15.16  (4.56) 15.05 (4.86) .30 .76 -

IUSI 4.43 (2.35) 7.41 (2.52) .10 .96 -

Distraction FOE 348 (85 351 (83) 101 .32 -
IUSP  14.18 (3.87) 1458 (4.76) 106 .30 -

lUSI 8.07  (3.14) 8.33 (2.94) 104 31 -

Hypothesis 2: clinicians with higher intolerance of uncertainty will

hold more negative beliefs regarding exposure therapy.

The start of intervention IUS and TBES scores were used to test this
hypothesis. Both Pearson’s and Spearman’s correlation coefficients were
performed, as the results of the IUS-Inhibitory scale are not normally distributed.
Table 5 shows that there were no significant correlations the IUS scales and the
TBES for either group, demonstrating that there was no evidence that levels of

anxiety/intolerance of uncertainty are associated with beliefs about exposure.
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Table 5 — Relationship between anxiety/intolerance of uncertainty and beliefs

about exposure therapy prior to teaching

Teaching Intolerance of Intolerance of
Uncertainty — Uncertainty —
Prospective Inhibitory
Exposure Therapist Pearson .305 .068
Beliefs about ~ Correlation
Exposure
Sig. (2 tailed) .059 .667
N 39 42
Spearman’s rho .267 .020
correlation
Sig. (2 tailed) .100 .900
N 39 42
Distraction Pearson .002 .004
Correlation
Sig. (2 tailed) 991 .982
N 34 36
Spearman’s rho .023 .063
correlation
Sig. (2 tailed) .897 714
N 34 36

Hypothesis 3: clinicians’ own anxiety levels will influence the
impact of the training session on clinician beliefs, with more anxious
clinicians being less likely to change their beliefs.

There are different methods of testing this hypothesis. The most direct
way is to use ANCOVA. An ANCOVA was performed to examine whether
covariance with anxiety (IUS scores) influences the impact of a teaching

session on beliefs about exposure. The levels of TBES scores at each point are
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given in Table 1. Table 6 shows the results of a two-way ANCOVA (Time X
Group) on the dependent variable of TBES scores from the beginning to the
end of training, using the two IUS scores as covariates. This analysis was
carried out for the completer sample only, as the findings for the intention to

treat sample were near identical.

Table 6 — ANCOVA results from the pre-post training comparison of beliefs

regarding exposure (TBES), controlling for anxiety levels (1US).

Source Type 1l Sum Mean
of Squares df Square F Sig.
Time (Pre — Post)
1.30 1 1.30 0.07 795
Group (exposure teaching vs
distraction teaching)
3174.5 1 3174.5 20.8 .001
Covariate effect of prospective
10.5 1 10.5 0.55 461
intolerance of uncertainty
Covariate effect of inhibitory
10.8 1 10.8 0.57 .455
intolerance of uncertainty
205.1 1 205.1 10.8 .002
Time x Group interaction
Error(PrePost) 1124.462 59 19.1

Table 6 demonstrates that there was a significant difference in TBES
scores across the two groups, and a significant interaction of Time x Group.
Both are as would be expected, given the pattern of t-tests in Table 1. However,
there was no covariate effect of either IUS score, indicating that anxiety levels

did not influence the outcome of the teaching sessions.
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Hypothesis 4: clinicians’ own anxiety levels will impact on clinician
behaviour, with more anxious clinicians being less likely to use exposure
therapies than their less anxious colleagues.

Both Pearson’s and Spearman’s correlations were used, given the earlier
evidence that one IUS scale was not normally distributed. These correlations
were used to determine whether clinician anxiety (IUS scores) and frequency of
use of exposure therapy (FOE scale) are associated prior to teaching. Table 7

demonstrates that there were no such associations.

Hypothesis 5: clinicians who have received teaching about
exposure therapy will report greater use of exposure therapy at follow-up.

The Exposure teaching group reported a mean FOE score of 3.84 (SD =
0.60) at the start of the teaching and 3.91 (SD = 0.60) at the follow-up point.
The Distraction group reported a mean score of 3.27 (SD = 0.83) at the start of
the teaching and 3.38 (SD = 0.82) at follow-up. A two-way ANOVA
demonstrated a significant effect of group (F (1,38) = 6.28; p = .017), but there
was no significant effect of time point (F (1,38) = 1.80; p =.188) and there was
no significant interaction of time x group (F (1,38) = 0.05; p = .822). Therefore,
while the groups differed in their reported use of exposure therapy throughout,
there was no impact of the teaching on their use of exposure work regardless of

what group they were in.



Table 7 — Relationship between anxiety and use of exposure therapy prior to

teaching

Teaching

Exposure Frequency of
exposure

Distraction

Pearson
Correlation

Sig. (2 tailed)
N

Spearman’s rho
correlation

Sig. (2 tailed)
N

Pearson
Correlation

Sig. (2 tailed)
N

Spearman’s rho
correlation

Sig. (2 tailed)

N

85

Intolerance of Intolerance of
Uncertainty — Uncertainty -
Prospective Inhibitory
-.091 -.116
561 441
43 46
-.015 -.099
.925 513
43 46
-.165 -.059
.360 734
33 36
-.154 -0.79
.393 .649
33 36

Hypothesis 6: clinicians’ own anxiety levels and beliefs about

exposure therapy prior to training will influence the impact of the training

session on clinician behaviour.

This hypothesis was tested by repeating the ANOVA above with the two

IUS scores and the TBES score as covariates. On this occasion, the previously

significant effect of group was rendered non-significant (F (1,29) = 3.71; p

.064), and there remained no significant effect of time point (F (1,29) = 0.92; p

.344) or interaction of time x group (F (1,29) = 0.43; p = .519). Central to this
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hypothesis, there were no significant covariate effects of the IUS Prospective
Anxiety scale (F (1,29) = 0.44; p = .512), the IUS Inhibitory Anxiety scale (F
(1,29) = 0.41; p =.527), or the TBES score (F (1,29) = 1.49; p = .231).
Therefore, it can be concluded that the participants’ levels of anxiety and
negative attitudes to exposure did not impact on the behavioural effects of the

different forms of training.

Discussion

This study aimed to examine whether clinicians’ attitudes towards
exposure therapy improve after attending an exposure-specific training session
compared to a more general training session, and if so, whether those changes
are maintained long term. It also intended to examine whether an attitude
change resulted in a corresponding behavioural change (i.e., an increase in use
of exposure therapy). Participants were eating disorder clinicians who were
recruited from two different types of training sessions - training with a specific
exposure therapy focus, and more general training about cognitive behavioural
therapy within the eating disorders. They completed measures that examined
their intolerance of uncertainty, their beliefs about exposure therapy, and how
frequently they use exposure-based methods. This study had an adequate
sample size to reach reliable conclusions about the impact of a teaching
session on the attitudes and behaviour of eating disorder clinicians.

This discussion will summarise the main findings related to the
hypotheses outlined earlier, and consider how the findings fit with the existing
literature. The limitations of the study will also be discussed. Potential directions
for future research and the clinical implications of these findings will be

provided.
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Summary of main findings

Both groups’ attitudes towards exposure therapy improved following
training, but there was a larger effect size for the group who had attended the
exposure teaching compared to the distraction teaching. The participants in the
exposure teaching showed a significant improvement in their attitudes from prior
to teaching to follow-up. In the distraction teaching group, there was a non-
significant deterioration in attitudes towards exposure therapy detected at
follow-up. This specific exposure-related teaching was therefore successful in
improving clinicians’ attitudes towards exposure. Although a change in attitude
was found, the attitudinal change did not result in either a change in behaviour
(i.e., utilisation of exposure therapy) or a change in emotion (i.e., change in
prospective or inhibitory anxiety) for either group.
Clinicians’ anxiety was not found to be related to pre-existing beliefs about
exposure therapy, or related to how often they used exposure therapy in clinical
practice. Clinicians’ anxiety did not influence the effectiveness of the teaching
sessions on improving either attitudes or exposure therapy utilisation. It must be
noted that the groups differed at baseline in terms of their experience in working
within the field of eating disorders, their attitudes about exposure therapy, and
their frequency of use of exposure, and therefore these findings should be

viewed with caution.

Main findings in relation to existing literature
When compared to the participants in previous research by Deacon,

Farrell, et al (2013) and Waller et al. (2016) the characteristics of the present


http://www.ncbi.nlm.nih.gov/pubmed?term=Deacon%20BJ%5BAuthor%5D&cauthor=true&cauthor_uid=23816349
http://www.ncbi.nlm.nih.gov/pubmed?term=Deacon%20BJ%5BAuthor%5D&cauthor=true&cauthor_uid=23816349
http://www.ncbi.nlm.nih.gov/pubmed?term=Farrell%20NR%5BAuthor%5D&cauthor=true&cauthor_uid=23816349
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sample were comparable, for example, in being mainly women. The participants
in the Waller et al. (2016) study were a very similar age and spent a similar
amount of time in face-to-face contact with clients each week. They also had
similar anxiety levels prior to teaching, on both the Intolerance of Uncertainty —
Prospective Scale and Intolerance of Uncertainty — Inhibitory Scale.

The finding that attending a teaching session improves attitudes in the
short term supports the findings of both Deacon, Farrell, et al. (2013) and
Waller, et al. (2016). Crucially, this study extends the work of Deacon, Farrell, et
al. (2013) and Waller, et al. (2016) as it includes a follow-up. In the current
study, the effects of the teaching are maintained long term, but only if the
teaching attended has a specific focus on eating disorders. This study also
addressed some of the limitations highlighted by Waller et al. (2016). Use of a
control group (the ‘distraction teaching’ group) and using the cautious intention
to treat analysis here has made it less likely that the attitudinal change observed
in our participants simply represented a regression to the mean or a response
to generic teaching.

Clinician anxiety and beliefs about exposure therapy prior to receiving
teaching did not influence the impact of the training session on clinician beliefs
or behaviour. It was hypothesised that those with heightened anxious and pre-
existing negative beliefs would be more ‘stuck in their ways’ and less likely to
shift in attitude. In fact, previous research by Waller et al. (2016) and Arch et al.
(2015) found the opposite to what we had hypothesised; namely, that a more
negative attitude towards exposure therapy prior to teaching was in fact related
to a greater degree of change in attitude and perceived credibility.

Finally, the findings indicated that although the exposure teaching

session had an important impact on clinician’s attitudes towards exposure


http://www.ncbi.nlm.nih.gov/pubmed?term=Deacon%20BJ%5BAuthor%5D&cauthor=true&cauthor_uid=23816349
http://www.ncbi.nlm.nih.gov/pubmed?term=Deacon%20BJ%5BAuthor%5D&cauthor=true&cauthor_uid=23816349
http://www.ncbi.nlm.nih.gov/pubmed?term=Deacon%20BJ%5BAuthor%5D&cauthor=true&cauthor_uid=23816349
http://www.ncbi.nlm.nih.gov/pubmed?term=Deacon%20BJ%5BAuthor%5D&cauthor=true&cauthor_uid=23816349
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therapy long-term, it did not have a corresponding impact on the behaviour of
clinicians. The knowledge-attitudes-practice process (K-A-P; Rogers 2003)
predicts that sufficient knowledge and favourable attitudes towards an
innovation should influence whether it is adopted into practice. The findings in
this study provide support for the knowledge-attitudes link within this model, but
not for the attitudes-practice link. This is a key finding, which will be commented

on further in the ‘recommendations for future research’ section.

Limitations of this study

There are a number of limitations in this study which must be
acknowledged. First, this study relied on self-report measures in order to
measure attitudes. Asking participants about their attitudes via methods such as
Likert scales is potentially prone to social desirability bias (Cross, 2005). In this
study, factors such as a belief about what the researchers were expecting to
find and the fact that many practitioners were completing the first two sets of
guestionnaires adjacent to their colleagues might have biased the participants’
responses. Despite the fact that the participants all opted to attend the training,
there may also have been a ‘self-selection’ bias involved. It is possible that the
clinicians who sought out the exposure therapy based training did so because
they were more motivated to challenge their pre-existing attitudes towards
exposure therapy.

Second, both types of training sessions (exposure and distraction) were
delivered by the supervisor of this study. It would be helpful to know whether the
findings here are replicated by another trainer, or whether there are potential

‘trainer effects’ involved.
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Finally, it must be noted that the clinicians who took part in this study had
poorer attitudes about exposure therapy to begin with (scoring a mean of 41.9
on the Therapist Beliefs about Exposure Scale prior to receiving teaching)
compared to those in the Waller et al. (2016) study (who scored 27.5 prior to
teaching). This difference needs to be borne in mind when comparing the two
studies. Due to all of the above limitations, caution must be heeded when

interpreting the results of this study.

Recommendations for future research

There are a number of recommendations for future research that have
arisen from this study. Extensions of the present study will be offered initially,
before more general recommendations for future research in this area.

It would be useful for us to know about what interventions would result in
clinicians’ increasing their use of exposure therapy. The follow-up of this study
was three months after the teaching. It is possible that it actually takes longer
than this time period for clinicians to implement behaviour change into practice,
or it is possible that there was an early behavioural change in the clinicians but
that this had faded by the three-month follow-up. It would be helpful for future
research to extend this study by including follow-up questionnaires at earlier
and later points. Further studies could also examine the efficacy of short ‘top-up’
interventions (potentially delivered via video-clips emailed to participants) on
eliciting change in clinician behaviour.

It is also possible that an additional intervention alongside the teaching
session could result in a behaviour change. A previous study by Varra, Hayes,
Roget, and Fisher (2008) was designed to improve the dissemination of

evidence-based practice by increasing the psychological flexibility of clinicians
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prior to training. They found that the addition of an Acceptance and
Commitment Therapy (ACT) intervention prior to a teaching intervention was
found to significantly increase clinicians’ use of evidence-based
pharmacotherapy methods, compared to clinicians who had only received the
teaching intervention. A possible extension of this study could include a
targeted session on ACT prior to delivering the exposure-based teaching, in
order to target the clinicians’ avoidance of difficult feelings, and absence of
‘values-based action’. Alternatively, a simpler implementation intention
approach could be used.

Considering the findings more broadly, further research could consider
what factors increase or decrease the likelihood of clinicians using exposure-
based methods. Meyer et al. (2014) found that clinicians feel they are justified in
excluding patients from exposure-therapy when the patient has certain specific
characteristics (e.g., emotional fragility). It is therefore a possibility that it is
clinicians’ beliefs about ‘patient fragility’ rather than clinicians own anxiety or
attitudes towards exposure therapy that are at play when we attempt to
understand poor utilisation of exposure therapy (Waller et al., 2016). Further
research into clinicians’ perceptions of their patients, and how this impacts on
their decision to include or exclude exposure-based methods in therapy, would
be helpful.

The internal reliability of our Frequency of Exposure Scale (Cronbach’s
Alpha of .896) indicates the robustness of this scale. We therefore endorse its
use in future studies intending to measure how frequently clinicians use
exposure therapy, but caution that further analysis into its psychometric
properties would be desirable. If the Frequency of Exposure Scale was used in

further research, further analysis into which specific methods of exposure are
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more or less well used would be useful. This analysis could lead to additional
examination of the mechanisms behind the reluctance to employ rarely used
exposure-based interventions.

In any future studies aiming to examine clinician attitudes towards
evidence-based therapies, it would be helpful to include a social desirability
scale. For example, the Marlowe-Crowne Social Desirability Scale (Crowne, &
Marlowe, 1960) would help assess whether clinicians are responding truthfully
or are misrepresenting themselves in order to manage their self-presentation
about their practice. Such an approach would help to address one of the
limitations of bias highlighted in this study.

Finally, this type of study could also be replicated in other areas where
there is a strong evidence-base for exposure-based therapy, for example,
PTSD. Such an extension would help us to understand whether the lack of
behavioural change following a teaching intervention is consistent across
different contexts, or whether there is something unique to eating disorder

practice that creates a barrier to use of exposure therapy.

Clinical implications

The main findings of this study are that treatment-specific teaching
session interventions have been successful in improving clinician attitude
towards exposure therapy, both in the short and long term. It is therefore of
importance to highlight to clinicians the benefits of using exposure therapy in
eating disorders.

However, this attitudinal shift does not result in a corresponding increase
in use of exposure therapy with patients. It is possible that increased exposure

to exposure therapy itself is a key aspect of increasing utilisation of this
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important therapy (e.g., Meyer et al., 2014). Such an approach could be
implemented in various ways, such as: changes in team policy about how to
treat certain disorders (e.g., the clinician must use the strongest evidence-
based therapy); encouraging observation and role play with peers who are more
experienced in implementing exposure therapies; increased monitoring of
clinical sessions; and supervisors encouraging the use of exposure-based
therapies and challenging supervisees who avoid such methods. Supervisors
could also employ methods used in ACT to target their supervisees’ avoidance
of difficult feelings, and absence of ‘values-based action’, or could encourage

the use of implementation intentions around the use of key clinical methods.

Conclusions

This study has examined whether clinicians’ attitudes and use of
exposure therapy for eating disorders improve following attendance at a specific
teaching session. Compared to a control group, clinicians’ attitudes significantly
improved following such a teaching session, both in the short and long term.
However, this change did not result in a corresponding greater utilisation of
exposure therapy. Further research is needed into what type of interventions
would successfully increase clinicians’ utilisation of exposure therapy in treating

eating disorders, as well as other disorders.
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Appendix D — Ethics approval confirmation

Forwarded message ----------

From: Psychology Research Ethics Application Management System
<no_reply@psychologyresearchethicsapplicationmanagementsystem>
Date: 15 April 2015 at 20:58

Subject: Approval of your research proposal

To: G.Waller@sheffield.ac.uk

Your submission to the Department of Psychology Ethics Sub-Committee (DESC) entitled "Clinicians’ attitudes
to exposure therapy for eating disorders" has now been reviewed. The committee believed that your methods
and procedures conformed to University and BPS Guidelines.

| am therefore pleased to inform you that the ethics of your research are approved. You may now commence
the empirical work.

Yours sincerely,
Prof Paul Norman

Acting Chair, DESC
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Appendix E — Information sheet

Department Of Psychology.
The Clinical Psychology Unit.
University
Of
Sheffield.
Charlotte Wright Telephone: 0114 22 26568
Trainee Clinical Psychologist Email: cwright3@sheffield.ac.uk
Department of Psychology g.waller@sheffield.ac.uk

University of Sheffield
Western Bank
Sheffield S10 2TP UK

Clinicians’ attitudes to exposure therapy for eating disorders

Today’s teaching session is about the use of exposure therapy in treating eating disorders.
Clinicians have a range of attitudes to eating disorders and to the use of different treatment
methods, making us more or less likely to use those methods. We would like to know what
your attitudes are to using exposure therapy techniques in particular. We would also like to
understand who is likely to have more or less positive attitudes to exposure therapy, and to
determine whether or not teaching sessions (such as this one) have any impact on those
attitudes in the short- and long-term.

Therefore, we would be grateful if you would:
o complete the first part of this questionnaire (the consent form and the first two
pages) now
e complete the final page at the end of the teaching session
e give your email address so that | can write to you in a few months, to ask you to
complete a short questionnaire at that time

The questions ask for a few details about you, how comfortable you are with uncertainty,
how much you use exposure in your clinical work at present, and your beliefs about
exposure therapy in treating eating disorders. If you do not feel comfortable answering
some of the questions, please omit them.

All answers are confidential. Your email address will be used to contact you for the second
part of the study, but will not be stored electronically and will be destroyed once your
answers have been collected. It will not be used for any other purpose.

If you would like a copy of a brief report on the outcome, then please email Charlotte Wright
on: cwright3@sheffield.ac.uk.

If you have any questions or concerns, please contact Charlotte Wright or Glenn Waller
(details provided above). If you have any further concerns, please contact the University of
Sheffield’s Office of the Registrar and Secretary at +44-114 222 1101. Obviously, if completing
the measures makes you consider your clinical practice, we advise that you discuss the matter
with your supervisor.

This research has been authorised by the Research Ethics Committee of the

Department of Psychology, University of Sheffield, UK (equivalent to a US IRB).
This sheet is for you to keep.


mailto:cwright3@sheffield.ac.uk
mailto:cwright3@sheffield.ac.uk
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Appendix F — Consent form

Department Of Psychology.
The Clinical Psychology Unit.
University
Of
Sheffield.
Charlotte Wright Telephone: 0114 22 26568
Trainee Clinical Psychologist Email: cwright3@sheffield.ac.uk
Department of Psychology g.waller@sheffield.ac.uk

University of Sheffield
Western Bank
Sheffield S10 2TP UK

Title of project: Clinicians’ attitudes to exposure therapy for eating
disorders

Consent Form

Thank you for your interest in taking part in this study. We aim to understand
attitudes towards exposure-based therapy among clinicians who work with
eating disorders. To take part, you will need to:

e complete a brief measure about yourself, your attitude to uncertainty,

your use of exposure-based techniques, and your attitudes to exposure
therapy

e repeat one measure later in the session

e provide your email address so that we can ask you to complete a brief
measure in three months

All answers are confidential and no identifying information will be retained in
connection with your answers. Your email address will be used for this purpose
only. You may withdraw from this study at any point.

By signing this form you agree that you have read the information sheet, you
understand it, and you are happy to participate.

Signed

Date

Email address

(this will not be used for any other purpose)
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Appendix G - follow up consent form (online)

A few months ago you attended a conference where you completed some questionnaires. You also
provided your email address so that we could contact you to complete a follow up study. We would be very
grateful if you would fill in the follow up questionnaires now.

The questions ask about how comfortable you are with uncertainty, how much you use exposure in your
clinical work at present, and your beliefs about exposure therapy in treating eating disorders. If you do not
feel comfortable answering some of the questions, please omit them.

All answers are confidential. Your email address will not be stored electronically and will be destroyed
once your answers have been collected. It will not be used for any other purpose.

If you would like a copy of a brief report on the outcome, then please email Charlotte Wright

on: cwright3@sheffield.ac.uk.

If you have any questions or concerns, please contact Charlotte Wright or Glenn Waller
(g.waller@sheffield.ac.uk). If you have any further concerns, please contact the University of Sheffield’s
Office of the Registrar and Secretary at +44-114 222 1101. Obviously, if completing the measures makes
you consider your clinical practice, we advise that you discuss the matter with your supervisor.

Please confirm below that you consent to taking part in this study.

| confirm that | have read the relevant information in the email sent, and | consent to taking part.

| do not give my consent to take part in the study.
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Appendix H — questions relating to demographics
A few questions about you

What is your age: years

Gender: Male [ ] Female []

Ethnicity: Caucasian|[ ] Asian[ ]  African-American [ |
Hispanic/Latin [ ]

Mixed Ethnicity[ ]  Other (Please specify:
)]

How long have you been working as a psychological practitioner?
years

How long have you been working specifically with eating

disorders? : years

How many hours per week do you spend in face-to-face contact

with clients: __ hours

How experienced in delivering CBT techniques with clients do you

perceive yourself to be? (please circle)

Very inexperienced  Inexperienced  Neither experienced
Experienced  Very experienced
nor inexperienced

Do you currently use exposure-based methods with your eating
disorder patients?  YES / NO

- If*YES’, what percentage of your patient do you use these
measures with? %
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Appendix | - Intolerance of Uncertainty Scale — Short Form (Carlton et al,
2007).

(Measure removed)
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Appendix J - Therapist Beliefs about Exposure Scale (Deacon et al, 2013).

(Measure removed)
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Appendix K — Frequency of use of exposure techniques questionnaire
#(Measure removed)
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Appendix L —email inviting participants to take part in follow-up

Department Of Psychology.
The Clinical Psychology Unit.
University
Of
Sheffield.
Charlotte Wright Telephone: 0114 22 26568
Trainee Clinical Psychologist Email: cwright3@sheffield.ac.uk
Department of Psychology g.waller@sheffield.ac.uk

University of Sheffield
Western Bank
Sheffield S10 2TP UK

Title of project: Clinicians’ attitudes to exposure therapy for eating
disorders

Information email for follow up

Three months ago, you took part in a study of clinicians’ attitudes towards
exposure-based therapy for patients with eating disorders. This is the promised
follow-up to that study (see the original information sheet that you were given —
attached to this email as a reminder).

We would be grateful if you would complete these final measures by clicking
this link
<link to Qualtrics survey, containing questionnaires in Appendices |, J & K>.

In the survey, you will be asked to give consent, to complete three short
guestionnaires, and to provide your email address again so that we can link
your responses this time to the originals.

Again, all answers are confidential and no identifying information will be
retained in connection with your answers. Your email address will be used for
this purpose only. You may withdraw from this study at any point.

Finally, if you would like a copy of a brief report on the outcome, then please
email me on: cwright3@sheffield.ac.uk.

Charlotte Wright

Trainee Clinical Psychologist
Supervised by Glenn Waller, DPhil, FAED


mailto:cwright3@sheffield.ac.uk
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= ., imaginal exposune for PTSD

gt - Bl 30U "

The basics: Methods to reduce anxisty

+ Syslematis desensitization

= a5 graded exposarg, bug with rethods 5 mdue
Bnely

- relaxation, biofesdbac:
= mindulrEaidi R cEcnT ([ed's o ek I thal ora)

» Floading
= Imrgrsban in i Saand ilualion imeesialely
= o of tao sosslons of wary high arodaly
= can Teel dosphy ungleasart 1o delker, toa
= Hhis Espeirnaed an igimd robaticg bo body image...

Fapimea m - Eantion 3214

The basics: How doas exposura work?

= The paltern of changs (hat you can exgpect 10 528
ot fimi g Erials

y B
; N\
14 5

LD s

+ A dinlcal ralnee wrote to me once alter &
beaching sessi...

Epiii - b bmih RL]
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Exposure within evidence-based practice

+ Wery slrong evidenca basa with the whala ranga
of arsdelye-based disoidars
— phobins, soclal armlety, BTS20, OCO, genamlized
arcilaty, panic discrder, soparalian ansdely, ais.

Crasskn [2008) suggesls an inhibileey lasrming
epproach 1o undersianding biw effactive
ExDOEURE Work |5

= mdranabre mighl be peaded L oo

— & loewer amaunt ol Tear during Ta s6a800 [s nod e
Bexal ineclisalo Of wWhafhar g work 15 alleci

P Miada'y X408 1]

Exposure within evidence-based practics

+ Femamber Ihal he ealing dsorders have a
sirong anxiety componant

+ (3ping 1o demorstrate o rany aspecls of
wihal we sraady doowilh our patenls s besed on

BXPOSLE
« Again, look et Slelnglsss et al (2011)

Epmiie - Dsmaimn s =

Beware of distraction methods

Mindiulness wark - cabms tha petient ai tha time,
bt leassas them more ansiods than para
pgaiLne b food

— Mfiarnk o Al (2013)

Sirnllar findings for guidad vs pure seposena 1o
ey irnage
= Aoreno-Domrgues gl al. {2013)

+ Danger that distractien mathods reduce tha
aniolylic affects of exposurs
= feals nicer to do (L that way, but...

Crpom - Dl B4 0 =

Response pravention:
Stopping the safety behaviours

Poprmars - Botes 308 -

Anxiety as a motivator to action

= Andaly 8 8n sMersive siele

— certical actvation os wa Iny 1o evah=be threat and
rEsOUTES

+ Two peswcholooical eomeanls lo congider
+ Wulnesahibty

= *1 mighl ba gilicizad tar baing ovareaighl™
+ Uncariainky

=1 de ik Kridowy B olars s my Body”

= Arsiaty (g8 molivetor

— aimi |5 fa reduce unceriaingy and vu'recablity, o
reduce lhe avamsyo stabs
apmasn s Maders AN E+ ]

Motirvated action: safiety behaviours

= Safety bahaviours reducs our andety inthe
ghor barm

= proviging carainty and reducing vulnsmbfity
= ke o conmdiloesd Cil-tan’) bafiats

= Sama examples of underlying beliets
= “H - don't aat, | might ot gain weight®
= "H'| hida my by, no-ore car cilidas me”

= "H 1 dan'l go oul, than no-ore can sea how ugly | hava
b iiria”

= “Hf | threew up, | mighe gain lass weight™

= I D din't el taday, P | might make up toe he
Bingeing kel night”

[ELEE U ] ol




The problam with safety behaviours...

« Safety behaiours
INGIeass our anxiefy | e selsmsstey
and oiher nagstive F
amoilons in the lang ety bt
tatrn |
— adding o ey —r
unoarainly F
- h:m:mg it v
vuinerabiity "
Dot st ora’s
]
et - dhddan FoE F 1
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The imporance of response prevention

= Htha individual uses he safaly behadour. .
= fhay do not learn that Lhair fear is ungroundod

= Try laarn B use mdme sally Dahaicurs
+ SCEPE and deodlones 20nd Boning

+ And thei happens whan dinldans afow 4
— OF Brcourags i

» Key alamenl - response prevention

= Which means kesping our palienls anxious
= son tho problem with baing a 'nica’ tharaplst?

Crpcimes - Baoa i L

YWhat does response pravention ook like?

= Ewamples frem culside of aeting disorders..,

= Komping a paniciing patiant from fegwing when
sxparisnciy fear of @ heant alfack

+ Kaeping tha socisly aodaus pafiant from
deinking

+ Kagping ihe revmansad patan fDeuss an he
frawma

* Always important b toach the patant the skil

Fsrrsn - Harsdr. 201§ ]

What does response prevention look like?

= T E.Hﬁr'lg digaroars. .
you might do this aready, withaul havicg a label for il
— i ey, wau mighl have the Eos but ot da il

+ Kagping the peliend from e bathroom aftsr a
mas!, fo pressl woriling

= Focueing e patien] on axanining far body

+ Trpingg mow foods

+ Eafing breaiifsst...

= Always arring foe M-40 minutes of arxiely

gl - i T 15 i

Maximising the effects of exposure
= Craske el ol (204 propose several waya of
enhancing nhibitory leaming, Including:
1. Mesirmumn expeciancy vidalion

— slart with nigh fear, and keop golng unlil fesr i dovn
1 0 vy [ leval

2. Despen axtiinckion

— acidress Fa difanent lears separalaty, thon logether
(a4, indhidual faode Bafore food combinatians)

3 Remds the sense of safaly

— o safialy babalauraiaalhly signale
4. Blimuug and cordesd veriabiity

— braad ona day, ﬂ'ﬁ& 1 Feel, ele.

- Do i 8 t, |

Should we use exposure for eating
disorders {and do we)?

2 s < Bepvor W 1H £




Should we use exposura?

+ Glvan the evidance for exposure-basad
Iherapies, hen of course we should

= assuming that we want our palienis o do wal, of
GOUES...

= For example, in body Image work, cognitivel
etlucationa apgroaches on heir awn are far lass
effeclive than if ene adds tgasung-bised work
= Koy ol &, (202}

Eyman 1 Baios 7318 El

Do clinicians use exposura appropriately?

= Usaof exposura is rare and of dubicus quaity
+ Higol & D CE0M1Y Speang of ol (2006

= ey few clinlcans know abowt ar feel
comfarlalie wsng exposure
+ o Bl ol (2005

= A0 af clinicgans warking will the mililary uga
nione of the recommended tharapies for PTSD
+ Forised & Shwir {2005

= Most elinicians use unesdencad methods
+ Ehinre gl 2, (30080 Moalapvay ol ol (014
it - Cdon Ted 2

Do clinicians use exposure appropriately?

= Usa of emposure is rare and of dubicus qualiy
v Higod & Dz (201 3 Syt el ol (20063

= Wery few clinlclans kol
cambartable wsing e«

= Most elimzians usa unevidanced methods
v Ehlers il al (IO Mz iy o wl, (20A4)

Lspoawss - [omoa 206 I

In case it makes us all feel better...

= The same azplies W thareglats desling with a
whola rarge of daardars
+ o4, Modleavay etal. (2014]; Szkodny o Al (2014
Waoll & Goldfred (2014}

+ For oxample, if you had PTED, wou mighl wanl
1he best treaimeant. ..
« Batkar et al, [2004)
+ and good |uck wiih dnatl. .

Proewrn Finsbe H1H £

But sursly we do in the eating disorders?
(aller ol ., 2012)

(L
Hil

H

iz peman B
v

Scared clinicians: Why we don't use
exposure as we could and should

EVERYTHING
TYOU WANT
I3 OH THE =

OTHEE 3I1DE
OF FEAR.

Fypmemym s Parglem 7318 Ed
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o who avoids using exposure therapy?
* Ealing disordars

= Moare arcious cinicians use lass axposune work
v Walkar gl ol [2042); Kosmedd p ot ol (20145 Turre: al i, [2114)

= Daoes cur anxiety mattar o our patlands?

- associalad with kewor roperad koals of walght ganin
ancradn NEreean R o o, 51

= prgicse ciricame focus mane on thae & llancs o
produss chards, duspibs e evddanca Downetal, 5015

(=L R w

So who aveids using exposura therapy?

* TN,

+ Sindlar petlarns

= More anxigus cinicians avold using ceposune
4 Wi ot ol G0 S); Cdlabaanil {20125

= “Therapisls wha atbampl 1o profect themselves
fram emotlonal disfress during exposuns run tha
rigk of degriving dients Troon Tully ovarcaming
thair paihological amdaly” (Do & Fava, 2043 pan

o - Dodden 308 ]

Why don't we use exposure?

* Exposure “has & public relalions problem gees i)

— bul mara among cinlcans than amerg patents
+ SLED ol wad Tidsd o Teed & i, o cooren

+ Whan clinicians heve negative balisds shod
axposuna, wa are mana likely o corduct it poody
= wary about going far in the hinrarchy

— damp dosen the palenl's arelaly
+ Coindrian 1 il [201E Piral e al. 2012}

+ Orwa just don't do it
— how o wn justily hal by cursslvas?

Evpraarn < Bevios {13 ]

Common clinician baliefs ahout exposurs

1. Expagsurs will wersan fhae galiont's syrrplkams
+Foa et al. (2002) have tesied this in FTSD
— el patinnls shovesd no exacechation in srmpleing

= atyw had somn lnmporan warsaning, bus scon
raleved

— ol e et cldaire or drep-aul

=Chagss the sama apply in tha ealing disordars T
— by i e SEpeaua
= aaling diferentty

ity - Wiy JOTL iz

Common clinlzian beliefs about exposure

2. Petients will drop oul af thetapy
*Hesrbree gl al, {2003 considerad this, intherapy
far PTSD
— egimgared drsg-Gut rales sooss fowr difforend
paychofharapias FTSD

SEpOSUND, DROSLTR + BT, EMDR. ansigly
mansgement

Mo difference in drog-oul rales
— &l arcund 201%
— Al kraar Than Tef anedical o (Henbsa & Cahll 2007)

ot - e T dl

Commaon clinician beliefs about exposure

3. Balients will ool like expasure therapy
Falients are pagilive abaul the expefiancs
= anfy a lemporany axacerhalian af symotams, iF at all
+ Aecaral gl [F00B) Broen ol pl (OO Morisned o (73820

sThey sea it as alfeclive and valueble, thowgh not
Al Frabile al fh fime e eia, 1004

Crpomrs - Bovca 3018 FH
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Common clinician beliefs about exposure

4, Tt Suetd or @ oormplamb il | s expnngine
+5urvays of clinicians have not revealed a single
casza of thiz sart

v Pk & Slontar (20017)

“Famemnbar that sur palients Bve with this level of
andaly 168 haur @ wok, 2nd their fear is reguiarly
trigipired in resl life

= yab wa wary thal tha changs resdad tor reoovery Wil
somiaho braak tha patianl? b=

— “Bpun ghass theory of the mind” fes, 1003 ',

Blspainarn - Biiind TN

Why don’t we use exposure properly?

= Mona aof our beliefs seams 1o be socurate, yat
we adill Tail 1o uge expasure progedy

= A Turlher issoe & aur e Tesr

= f being disdiked, bing upsol gursehies, of not being
BEEn 85 niga’..

— ared ek persrRlag aur own safsty bahavioun

= Therapisis ermphasise the reations elermant of
trestment over ihe technique elamand, while
palienis frest hem as equivalent
= Daacen el al. {urder conzideration)

Eoabbi - Kl T 00 L]

Clinician safety behaviours

REPLACE
FEARIOF]TEIE]
URICH O\ b
el ITH]CHRIOSITY

OSELIG

Foprgrs . Lankors 30 B I

Chur safety behaviours

+ What happens whan we are anxious

= gianed of UpesTing palianis by aaking thaem M changa
= [eel worsa about ourselves as clinclans

+ WWewanl our patients o ke us
= prigritizs e rataticnshlo with e patiert over recavery

- A geed relalignstipwith A therspis! 5 not the sara 2s
a lherap=utio ralatkoniship

— wrlfrg for [ palian b be mady 1 kop i scien
- 5o 'nica” thal our padents novar stap balng ll...
— planirg Bk wilhs Bwir aalaly bahavicire

Do - Brcn J W 4

Interactiva anxlaty in the clinic

L
o e
R

el
s, pir |

T

Padiil iy
s riry

ol e
-}

P « ooy 2P0 ar

Interactive anxlaty in the clinic

= Ag clinlclans, we have our own safety
hehaviours, which stop us pushing for change

P
Cirdy i aigy
o ‘“.:'_3 BN B2 TR L
e, pie ] alerr |
| | |
L -
) I
d e e Etiem T e
P =) -.I-.u ....I-u it )
rassil v iy
l_ il ,.:zm.J
vkl b
s
S . L
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Interactive anxiaty In the clinic

+ Firally, our own sefedy babawiours inlarasct with
these of cur patienls fEecammedalion)

i RPN LYy
[ M
Ly iws st ram, H.-! [
e s o ma Jhole=r
I - | ._J_
il LTy [
[ [ T
. ]
L M3 ki
(L] TemH

Loarr -Desisn b8

And what is the result of cur safety
behaviours as therapists®?

* Mesahl {1988} pubs it bost,..

« Walreda “feats bellar, warmar and cudkdlies” Tor
it wiaris halter and costs less'
- "h shabby axzysn s

Eoprnarn = Baiea Jril L 1]

So ask yourself the critical questions...

« Do ke iy patients encugh b make fheir
Ewag harder in o shorl-tarm, it makes tham
Bealier in the long-tenm

+ “am | prepared 1o belersbe my own ey
wihile therapy warks?

ard ta admit b L In supansiion, wharng ofang &an
aupper ma?

+ aJust imagine the ulility of 3 surgecn who
enswerad no’ o thage questions, .

s + B FI1N &

Examples of when to use exposure
in eating disorders

CRanging asing
Wlkghing fhe patiant
Delaying bukmic behaviours
Eody fmaga auposure

Dopmrs - Dorca 3015 i

Remember those two kay elamants

= Each of these is assenlial

1. Elavalion of ansiety

= cannal lsami if thers is no anxiety
— finding tha Bite’ pein

2. Avoidance of safety baheviaurns

- b reduce ascapaiavtidanco condiianing
— ard trig lakag ing.,

Cepoamrd - Do B2

Bafore doing anything. .. minimize risk

+ Fnow whal wou are doing
+ Uae superdsion 1o keep on track
= lage anxious abonrt the aulcoms
— digbebal poE-EaEaiong
+ Megaliabe wformed consent
— axplain ina mlianaks and precaduna 10 the palianl
= Make sure thal the sk is not inasproorisio
— o, bady Imsags wark with & sevanaly Ahused patiant

= Make surg thal lhere i o B G {he wiork
— na oany andings
= Darrzs {HI1E

Fupuirs i Mesnbers 40 [ 1]
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Changing esting

+ Siar with struglure, then move on o conlent
~ ‘forbidden’ foods, st

+ Horweeear, itis clegrly not THAT sfmale, ..
— petianka tenilied A1 tha theughl el ealing dit%amanlly

= dasmire: "Bul il aa) like pou say | nesd o,
Ihesy iy waight will 9o up and up and up, and
|l gat fal... | can't do that”,

« How dowe respond B0 this

= productivaly? [reducing uncorainly, =)
= harmfuly? {our safely bahaviours - FHow fo..

Fopinrn - B 2B L]

Weighing tha patient

» Gelting the palient enloe [he acalas

¢ anny =50h ni, | ean be waighed, 1wl make
me binga'starvedkill mysal

+ How to respond o ihis ot of stetemant

— praductvakyd
— harmduly?

Epwy - Doy 15 L]

Weighing the patiznt
sefiing the patiard off the scales (bady chacking)
Mol vgang the befavielr
Toleraling the andaly

Learning that welght is unaffected, byt that mood
Imprcvas In time

Emidy <% just HAVE b waigh mysalf boforn |
come ko tha session”

— aeplaring how sl ahar-lans aredsly redadicn sorems
uip P Sanacily B0 laam

Comprg - Oketan Dia 8 [

Delaying bulimic bahaviours
¢+ Dhalay Inonder o giva the ensdety Ume o dacdine

— mating the bulmic behavicurs less recessary e
auppress emolanal slales

+ Mary wanis 1o binge every evening at round Tpm

+ Janna gels the unge b vormil 2-3 limes a day

= Whad l:.ar-dyuu suggast that will halp Mary amd
Jam&rau:u_ elay their bahaviours unbil thair ansiety
has daclined subsiantislly?

K e » LHALC T 28 E

-

-

Body image exposure

The patiard stands i frent of a full largth miror
for abawl 30-40 minutes, mantalnng geze

- flzeding mihar than systemafic drsonsization

The paliani nesds continuel encouragernant o
stay thera ard 1o maintaln focus

Fregidd distractian, mindidness exercisas, alc,

Lisa: *wiau wani m&tﬂﬁ[ my pallent o do
suleak?l Ed el will reake Bor run assay”

= hay shaidd veu rasgored 0 Wi, AR SUREiEnrT
— ard ramamber hat supandsces can bo anxieis foa..,

Eporp.re < Byl 3K Lo

Body image exposure

+ Banilor arsiety throwghout
— BEy M patiant Lo rata and nabe andaly keal asary
T mrinilas far an hedr drem ks alak
w (=100 scaka

+ Anxiehy rises and reducas over the lime irmohed
— waim B paland abaoul Fia
— probably wil risa (a.g., "5 to B0 wilhi s, bt
lakes abolf 20-30 mirvdas to slar to fall
— {han can fal quils fozt, s the pabanl rues aul of
anely

+ This provess will get shorter afler a fow frials

Cwromrn - Bavdca 10 L]
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Body image exposura
Body image improvas aver & lew aeasions
Bul, mush bettar if the patien] praclicas al kome
So il is imporant b lesch the necessary skills
Can e wsaful 1o ask the patient 1o recond

se=slons

— o to listen back I the recordings before coming to
WIAT A88E0N

s - e T b Ell

Handling patient and clinician anxiety

+ Talk ta tha palient about what is nvolvag
= Tneiding live shoel- ard lGng-tanmm pros and core
= qoplain the rafienala fer Accding
= giva fasdback from provicus palkents

+ Talk b ihe patient theawghout
= calm bul firm {o.g., Leck &f al's moammandadons
aoout b loemign palkenis]

« Clinksian angiety
— e FUpardsiin 1 support this par of trealment
— ¥ gata angkr wih rapealad axpadance, .

oy - Borca el L]

What are we going to do differently
next waak?

Fapinars - Bamden 3115 &1

This depends on a number of things. ..

= A gal using exgasute work alrgdy?
= ard arn you doing it Aght?
— Lalk ta your supendsar

Arg Yo wWorking in @ gatting thal nesds
callataration between clincians?

D you like your pedients araugh b push them
Lo recovar?

* b5 yaur cem eniedy making you think: “That
dogsn't epphy o my pathanis. Y

B - Reda =n [

What to do differently

¢ Mew pedients
= Uge aexposure Tor all the anxicty-based alemanls
of ealing disorders, as oullined today

= Exisling patisnts

= Decide whedher you are baave enough {o say o
yaur pastiont; 1 heve bean mizsing ow on giving
pou tha bagt chance of gaiting wel, 2a how
Al making & sarows changs it whal wo arp
P
~ NO-ord Said thal this was going 1 be aaay..,

Dot - Boaio Sex1 8 -

And finally...just remamber

Youa rrighd Ba scved of pushing your patienls o
chenge. ..

_.But your patients sre terrilled of (hal same
chAmgE

I iz far easlar to ba ‘nlee’ and calm things dewn
I e shor e, bl yeu wil B Reeping the
patient shsck

Iti= kingar i b2 firm In tha shor tarm, end halp
wour patient b leave their aating disondar bahind

*

Eperpory - Do BF -
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Cuestions and discussion time

Passible issues

1. Ar8 we gaimg somne o ail of this
already?

2 VWhat will slop us making sxposure
a rowling pavt of our praclice ?

3. How cowld we solve thaf problem?

AND PLEASE REMEMBER THAT
QUESTIONNAIRE...
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