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Abstract 
 

 
In recent years public policy and research has placed unemployment at the 

forefront of designing and evaluating mental health services, which led to 

support for development of the service model, Increasing Access to 

Psychological Therapies (IAPT). Most of the research that has informed this 

shift has explored the relationship between mental health and unemployment 

from a positivist framework, which has provided a focus on describing the 

psychological symptoms that people experience as a result of unemployment. 

However, this research has been criticised for its limitation in ignoring the 

causes and the context of unemployment. The aim of the study was to explore 

the impact of the change in emphasis on unemployment for therapists practice, 

the ideas they draw on to inform their work, and how therapists manage any 

potential conflicts. A critical realist approach was used to explore these aims 

with seven therapists working in IAPT services. In drawing on a critical realist 

approach, the study was interested in exploring the relationship between a 

number of phenomena: materiality (e.g. the reality of the nature of available 

employment), institutional practices (e.g. government policies) and social 

discourses (e.g. therapists understanding of the causes of unemployment). The 

data from the interviews were analysed using thematic analysis. The first theme 

indicated that the service context raised a number of challenges for therapists; 

theme two described therapists opposition to the employment agenda; theme 

three explained how therapists managed conflicts between their personal and 

professional perspectives by using the employment agenda minimally and 

complying with the demands on an administrative level; and, finally, theme four 

described the approaches that therapists drew on to formulate client’s 

difficulties with employment and its implications. The data was interpreted using 

psychoanalytic and critical ideas in order understanding how therapists’ 

experienced and responded to the unemployment agenda of IAPT service 

(Layton, 2009). The data was analysed by drawing on mechanisms of splitting, 

denial and repression to explain societies and mental health services, 

compliance, acceptance and support for political discourses that disadvantage 

the most vulnerable within society (Layton, 2009). The implications of the 

findings are discussed for practice, research, training and policy. 
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1.0 INTRODUCTION 
 

 

The aim of the current chapter will be to critically examine some of the 

assumptions that underpin the unemployment literature, which in turn has 

informed mental health policies and therapeutic interventions (Blustein, 

Medvide & Wan, 2011). The chapter will start with an analysis of a definition 

that is widely used to describe unemployment, which will then be followed by a 

review of the current research that has explored the relationship between 

unemployment and mental health. An overview of the historical factors that 

have been pertinent to the construction of the current definition of 

unemployment and the direction of research will be provided, followed by an 

exploration of important political changes that have influenced the ‘psy’ 

discipline and mental health services to become involved with supporting 

people who experience difficulties with employment. The chapter will go on to 

examine current mental health policies and an analysis will be provided of the 

service model called Increasing Access to Psychological Therapies (IAPT), 

which partly gained support due to the argument put forward that increasing the 

availability of psychological therapies would either support people to seek 

employment or go back to work. The chapter concludes with an explanation of 

the rationale for the study and the research questions. 

 

 

1.2 Literature review 
  

A review of the literature was undertaken with the following aims: 

• To clarify what is currently known about the relationship between 

unemployment and mental health.  

• To examine the historical, social and political context that has influenced 

the positioning of people who experience difficulties with employment in 

the mental health literature.  

• To understand the concepts and language that is commonly used in 

relation to this topic. 

• To define the points of contention in the area. 
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A literature search was conducted using the databases PsychInfo, 

PsychArticles and CINAHL. Combinations of various search terms were used, 

including; unemployment, jobless, return to work, psychology, policies, 

psychological therapies and mental health. The searches identified thousands 

of articles, which were scanned based on the titles and abstracts. Searches 

using the above terms were also made on Google and Google Scholar in order 

to cross reference articles and to check for literature that may not have been 

generated during the database searches. The references that were provided in 

the literature were also used to find additional publications that were not 

identified during the online searches. Articles that focused on the physical 

health effects of unemployment were excluded, as this was not a focus for the 

current study. The literature search mainly focused on articles that were 

published within the last two decades as much of this literature reviewed the 

earlier work; however, earlier publications have been cited where relevant in 

order to set the context (for further information on the literature review, see 

appendix 1, for information about the experience of carrying out the literature 

review, see appendix 3, A, reflexive diary).  

 

 

1.3 Defining unemployment  
 
Before proceeding to explore the research that has examined the relationship 

between unemployment and mental health, it will be important to analyse the 

definition that has been offered for unemployment and to consider its 

implications for research. Throughout history, the definition of unemployment 

has gone through numerous changes and has been influenced by various 

social and political advances. Although there is currently no absolute 

agreement, the most widely used definition is taken from the International 

Labour Organization (ILO) website and defines unemployment as follows:  

 

i) "without work", i.e. “are not in paid employment or self-employment”  

ii)"currently available for work", i.e. “are available for paid employment or self-

employment during the reference period”  

iii) "seeking work", i.e. “are taking specific steps in a specified reference period 

to seek paid employment or self-employment. The specific steps may include 
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registration at a public or private employment exchange; application to 

employers ... looking for land, building, machinery or equipment to establish 

own enterprise; arranging for financial resources; applying for permits and 

licences”. 

 

This definition of unemployment follows the convention of offering statistics 

and measurement in order to define unemployment (Sugita & Kase, 2006), 

however, the definition presents a number of limitations. Firstly, it has led 

national statistics to severely underestimate the number of people who are 

unemployed, as this definition only includes people who are currently 

available to work and who have actively sought employment in the previous 

four weeks (Fryer & Stambe, 2014). By defining unemployment in this way, 

the implicit assumption being made is that, if people are not available or 

seeking work then they are demotivated to work. This definition constructs 

unemployment in a particular way. For example, by constructing 

unemployment as a lack of personal motivation it works to conceal the 

more recent changes that are increasingly being made to employment 

contracts, which has led to the traditional lines in defining the distinction 

between employment and unemployment becoming blurred (Reich, 2010). 

In recent years employment contracts have become progressively 

unstable, with more people facing the prospect of being employed on zero 

contract hours and seasonal or fixed term work, which has been linked to 

the outsourcing of jobs within the wider global community (Burchell, 1992; 

Daniel, 1990; Schalk, Heinen & Freese, 2001; Winefield et al., 2002). It is 

predicted that there will be a steady increase in the number of people 

working on non-traditional employment contracts and, by 2020, it is 

estimated that a quarter of the workforce will be affected by such changes 

(Judy & D’Amico, 1997). The consequences of which can be extremely 

stressful for people, leading to financial problems and unstable 

environments (Burchell, 1992; Murali & Oyebode, 2004), and is associated 

with an increased risk of mental health problems (Shaw & Taplin, 2007).  
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The current definition and construction of unemployment has lent itself to the 

discourse of personal motivation and individual choice, therefore working to 

locate the causes of mental health problems within the individual rather than 

understanding and addressing the socio-political causes that have given rise to 

unemployment and the consequential distress that people experience. 

Therefore, research is often interested in explaining why people experience 

mental health problems as a result of unemployment and what can be done to 

help change the individual. The following sections go on to review these 

findings. 

 

 

1.4 The relationship between mental health and unemployment  
 

A joint survey that was carried out by the mental health charity Mind and The 

College of Social Work (2014) reported an increase in the number of people 

accessing mental health services over recent years. Their study revealed that 

the main reason for this was a rise in the number of people who were struggling 

with multiple social problems such as poor housing, unemployment and 

changes in benefits. Research that has examined the relationship between 

unemployment and mental health is vast and has led to the focus on specific 

components within the field (Eisenberg & Lazarsfeld, 1938; Taylor, 1909), with 

the area having gained new interest within the last 50 years (Maynard & 

Feldman, 2011).  

 

 

1.4.1 Effects of unemployment on mental health  
 

Research has linked the experiences of unemployment to over a hundred 

different psychological effects (Leana & Feldman, 1994), with most research 

drawing on psychiatric diagnoses to categorise this distress, which includes: 

functional psychoses, phobia, depression, generalised anxiety disorder, 

obsessive compulsive disorder (Meltzer et al., 1995), low self-esteem (Waters & 

Moore, 2002), higher suicide rates (Paul & Moser, 2009), increased medical 

consultations and medication consumption (Cullen & Hodgetts, 2001; Waddell 

& Burton, 2006), and the engagement with risky coping strategies to provide 
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relief from the daily stresses of life, such as alcohol and substance misuse 

(Dooley, Catalano & Hough, 1992; Murali & Oyebode, 2004). Research has 

also indicated differences in the experience of unemployment based on factors 

such as gender (Robalino et al., 2013), ethnicity and finances (Woodward & 

Kawachi, 2000). Unemployment has also been linked to the breakdown of 

whole communities, such as the disintegration of family structures, which can 

then lead to an increase in rates of criminal activities, health problems and 

violence (Elder et al., 1995; Wilson 1996; Paul & Moser, 2009; Wilkinson, 

1996). 

 

 

1.4.2. Bi-directional relationship between mental health and 
unemployment  
 

The benefits of employment for mental health have been widely researched and 

promoted in clinical research and health policies (Reine, Novo & Hammarström, 

2008; Twamley, Jeste & Lehman, 2003). These benefits include material gains, 

such as income, and access to resources for example social roles, status and a 

sense of purpose (Dooley, Fielding & Levi, 1996; Fryer, 1986; Olesen et al., 

2013).  

 

There is much research that also highlights the effect of mental health on 

peoples’ prospects of gaining and maintaining employment (Bartley, 1994; 

Dooley, Prause & Ham-Rowbottom, 2000; Heponiemi et al., 2007). Studies 

examining the long-term effects of mental health on employment have shown a 

relationship between diagnosed emotional states and higher levels of 

unemployment (Kokko, Pulkkinen & Puustinen, 2000; Montgomery et al., 1996; 

Whooley et al., 2002). The research indicates that the physical and social 

consequences of mental health difficulties can affect attendance and 

productivity at work and so lead to job loss (Kokko, Pulkkinen & Puustinen, 

2000; Mastekassa, 1996; Price, Choi & Amiram, 2002). Therefore, people with 

mental health problems are often trapped in a cycle of unemployment (Perkins 

& Rinaldi, 2002).  
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1.4.3 Inequalities and mental health  
 

A large body of research has explored the impact of social structural effects on 

people’s experiences of psychological distress. The World Health Organisation 

(2004) reviewed the available evidence and found that the causes of mental health 

problems are linked to social, environmental and economic factors, such as lack of 

access to adequate food, shelter, education, employment and health. The unequal 

distribution of mental health problems is particularly evident in societies where 

there is an uneven access to resources, consequently, people who have less 

access to financial and social resources are more likely to experience multiple 

stressors leading to poorer mental health (Wilkinson & Pickett, 2007). Furthermore 

epidemiological evidence suggests that, in order to reduce the distress experienced 

by people from socially disadvantaged backgrounds, a focus is required on 

addressing socio-political factors such as poor housing, employment and family 

relationships (Foresight Mental Capital and Wellbeing Project, 2008). 

 

The marked impact of the current recession has had a further effect on social 

inequalities, with youth unemployment being affected the most. A study carried out 

by The Prince's Trust Macquarie (2014, p.8) found that as a direct result of 

unemployment “… more than three quarters of a million young people believe they 

have nothing to live for…long-term unemployed young people are more than twice 

as likely as their peers to have been prescribed anti-depressants. One in three 

have contemplated suicide, while one in four have self-harmed”. Research also 

indicates that youth unemployment has a long-term impact on people’s lives, for 

example a higher likelihood of being unemployed throughout life and working in 

comparatively lower paid jobs (Bell & Blanchflower, 2011; Clark, Georgellis & 

Sanfeym, 2001; Gregg & Tominey, 2003; Lucas et al., 2004). Taking up short-term 

jobs can also affect young people's overall satisfaction with life (Baert, Cockx, 

Verhaest, 2013; Cockx & Picchio, 2013).  
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1.4.4. Employment conditions and its impact on mental health 
 

Although involuntary job loss remains the most commonly studied area within 

the mental health field, over recent years, researchers have increasingly 

become interested in the impact of working conditions. The findings indicate 

that transitions to inadequate employment (Dooley, Prause & Ham-Rowbottom, 

2000), insecure or temporary employment (Ferrie et al., 2001; Thomas, 

Benzeval & Stansfeld, 2005), perceived job insecurity (Ferrie et al., 2002) and 

income loss (Prause, Dooley & Huh, 2009), all increase the likelihood of people 

experiencing symptoms of emotional distress, particularly in relation to the 

psychiatric diagnoses of depression and anxiety. 

 

 

1.5 The use of ecological perspectives to explain how psychology has 
theorised the relationship between unemployment and mental health 
 
In order to understand the different approaches that research has drawn upon 

to make sense of the difficulties that people experience with employment, the 

following section will draw on Bronfenbrenner's (1979, 1986) human ecological 

approach. Kagan and Burton (2001) explain that ecological explanations have 

been used in the field of mental health in an attempt to look beyond the 

individual and to understand the social experiences that influence people's 

experiences. Kagan and Burton (2001) suggest that the use and application of 

ecological perspectives can enable the development of new and progressive 

insights into psychological distress and is useful in guiding action within 

therapy. This approach is rooted in the view that people have agency and thus 

have the ability to make an impact and modify their situation. It considers the 

context within which people live and operate and sees such contexts as multi-

level, with each level providing an opportunity for inquiry and change. Each 

system is viewed as a social environment that can act as both supportive and 

oppressive of human action, and therefore as fluid and subject to change rather 

than stable and uninfluenced. Within this approach, there are five layers of 

systems: the first layer is seen as having the greatest influence on a person, 

while subsequent systems are seen as having a less direct impact. The most 

direct level of influence on people’s experiences and views is the microsystem, 
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such as family, friends and employment (Bronfenbrenner, 1994). The next 

levels are the mesosystem, which is the link between direct impacts from family 

and friends, and the exosystem, which represents the indirect influences from 

an environment in which the person does not have direct involvement, such as 

a partner’s workplace. An example of the link between the mesosystem and the 

exosystem is the consideration that the recession may not have affected a 

person directly in terms of their finances or life experiences, but their 

development will have changed as a result of shifts in the broader economic 

and societal influences.  The last two levels are the macrosystem and the 

chronosystem.  The macrosystem comprises of broad groupings, such as the 

cultural, economic and political spheres, while the chronosystem is both an 

individual’s passage through time and their position within history. The present 

section will focus on understanding how people’s experiences of employment 

have been theorised, predominantly within the microsystem and the 

macrosystem.  

 

 

1.5.1 Microsystem: Theories to describe how employment difficulties can 
impact on emotional distress 
 
Literature that has attempted to explain why unemployment can affect a 

person’s emotional well-being has mainly focused on explaining the direct 

influences of employment on people’s psychological experiences. Jahoda’s 

Deprivation Theory (Jahoda, 1981) is one of the most widely cited models in the 

literature.   The theory is based on Freud’s work, which describes employment 

as representing our strongest link to reality. It explains that employment not only 

provides financial income, but also serves a number of other functions that play 

an important role for well-being: Jahoda called these the latent benefits of work. 

Through unemployment, these links are lost and are seen as the primary 

causes of distress. The model suggests that employment provides the following 

five latent benefits: “First, employment imposes a time structure on the waking 

day; second, employment implies regularly shared experiences and contacts 

with people outside the nuclear family; third, employment links individuals to 

goals and purposes that transcend their own; fourth, employment defines 

aspects of personal status and identity; and finally, employment enforces 
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activity” (Jahoda, 1981, p.188). These latent functions are thought to define the 

needs of humans, therefore, the greater the loss of access to the latent 

functions, the greater the impact it will have on a person’s well-being. Jahoda 

proposes that it is not the financial loss of unemployment that causes 

psychological distress, as lack of access to financial resources can also affect 

the employed, but the experience of losing the latent benefits of being part of an 

institution. 

 

Jahoda’s (1981) model has attracted much critical debate amongst scholars 

who have argued that focus on the psychological impact of unemployment work 

to blame the person by locating problems within them rather than in systemic, 

social and economic inequalities, therefore working to also depoliticise the 

causes of unemployment (Miles, 1987). This has led to the description of the 

medicalisation of research into unemployment, which has resulted in health 

professionals seeking out individual characteristics that make the person prone 

to illness (Miles, 1987).  Fryer (1986) also questions Jahoda’s focus on cost 

rather than benefits. Fryer proposed the Agency Restriction Theory as an 

alternative. This theory proposes that people are proactive and independent, in 

contrast to the deprivation model, which sees people as passive, reactive and 

dependent. In other words, “…agency theory tries to focus upon what people 

bring with them to a situation which is unfamiliar and problematical rather than 

upon what is taken away from them” (Fryer, 1986, p. 16). The model proposes 

that unemployment can restrict agency due to material poverty, diminished 

social power and stigma, and this can lead to mental health problems. 

Therefore, the model suggests that people work for the actual benefits of 

employment rather than the latent benefits, as suggested by Jahoda. 
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1.5.2 The Macrosystem: the understanding of employment difficulties 
from multiple contexts  
 

The macrosystem is the basic framework that makes up a society at a particular 

point in history.  This framework constitutes various routines, such as cultural and 

social expectations and economic and political ideologies (Bronfenbrenner, 1979). 

The patterns within the macrosystem are seen to have an influence on the person’s 

values, experiences and views, such as experiences of employment, access to 

resources and experiences of coping on a day-to-day basis. The assumptions of 

the macrosystem will be explored in the current section by describing the impact of 

the broader social, political and economic environments on people’s experiences of 

employment difficulties and how therapeutic interventions have been developed to 

support people to act on this system. Authors who broadly describe an analysis of 

emotional distress at the level of the macrosystem propose that, in order to address 

psychological distress, a shift is required from seeing mental health as individual 

pathology to engaging and addressing the socio-economic processes that maintain 

inequality (Stockdale et al., 2007). By working solely on the person, the alleviation 

of distress may be achieved, but only on a temporary basis, as it does not address 

the context that maintains persistent feelings of self-blame, sadness and 

hopelessness (Blustein, 2006; Waldegrave, 1990). Some also argue that in most 

Western countries, even if all people who experience difficulties with employment 

were highly motivated, there still would not be enough jobs available for those 

wanting them:  “…since mass unemployment is intentionally produced, or at least 

maintained, by neoliberal administrations, mass unemployment could be said to be 

an inevitable consequence of neoliberal economic policies: there is a well-used 

acronym (NAIRU: Non Accelerating Inflation Rate of Unemployment) which refers 

to the level of unemployment (4-6 per cent) required to prevent inflation. When 

unemployment goes far below the NAIRU or stays there for long, the stock 

exchange tends to get the jitters” (Fryer & Stambe, 2014, p. 247). However, 

arguments that have centred on NAIRU have had little impact on influencing public 

policy: instead, the research that has been carried out from a positivist framework 

has been highly influential in persuading the government to invest in services to 

support people to find employment (Nel, 2010). Consequently, economic and public 

policies have been criticised for working to further marginalise and exacerbate the 

mental health of people who are already affected by social inequalities (World 
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Health Organisation, 2001). 

 

Social structural explanations have particularly focused on the operation of 

power and oppression, which has resulted in unequal access to material 

resources (Prilliltensky, 2003). Whilst power itself has been defined in a number 

of ways and numerous attempts have been made to theorise it, Foucault’s post-

structuralist ideas have been particularly influential. Foucault’s (1977) ideas of 

power developed in response to traditional essentialist models that saw power 

as something that is obtained by groups or individuals and is typically 

repressive of people. Foucault proposed that power is more pervasive and 

insidiously exercised and that it operates through social relationships and 

practices. Social practices are defined by various systems, such as political and 

economic relationships, which together have shaped and created certain 

discourses in order to privilege them to the status of ‘truths’. Therefore, Foucault 

saw a close relationship between the production of discourses and the practice 

of social regulation. In capitalist societies, institutions such as the educational 

systems and mental health services define how people live their daily lives. 

They work in ways that “offer us position and status” (Burr, 2003, p. 75). Such 

labels are maintained through particular discourses, such as successful careers 

as “survival of the fittest” (Burr, 2003, p. 75), which go on to legitimise the 

opportunities and wealth of the more powerful by representing capitalism as an 

unbiased institution. This process also works to render alternative discourses 

less available, such as those that point to capitalistic systems as working to 

socially control and exploit people (Burr, 2003). Consequently, unemployment is 

often thought of as a result of personal weakness rather than one of larger 

socioeconomic forces (Goetz & Schmiege, 1996; Nel, 2010).  

 

Brown et al., (2011) note that over the last few years, discursive frames of therapy 

have attempted to recognise the role of power in human distress. For example, 

narrative therapy (White & Epston, 1990) attempts to help people unravel and 

challenge the dominant discourses regarding issues such as race, gender and 

class in order to understand how they impact on people’s experiences of 

psychological distress. This may also involve deconstructing assumptions held by 

psychological therapies: for example, ideas of personal responsibility and choices, 

which can lead people internalising their difficulties. Like Waldegrave (1990), Brown 
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et al. (2011) also argue that the deconstruction of dominant discourses can lead to 

temporary relief but is not likely to cause lasting outcomes due to the ongoing 

impact of social causes in maintaining people’s distress; this can only be addressed 

by taking action on the social context. 

 

Fouad and Bynner (2008) offer a model of how social action can be achieved by 

enabling therapists to encourage critical consciousness in their clinical work. Their 

model is based on a concept called critical consciousness, which incorporates 

Freire’s ideas (1993)1 of working with marginalised and oppressed communities 

and individuals to create social change that is enacted by and with people, rather 

than for them. It is the capacity to critically reflect upon the socio-political realities 

within which people live and which contribute to a person’s oppressed condition: 

this is then understood and reacted to by the process of being internalised, both 

intellectually and emotionally, so that people can become free of self-blame 

(Diemer & Blustein, 2006).  A critically conscious stance can go on to open up 

possibilities for people “…to develop advocacy groups, political action committees 

and other social justice-oriented organizations designed to change the structures 

that sustain pervasive unemployment” (Blustein et al., 2011, p. 7). 

 

In drawing on Bronfenbrenner’s (1979, 1986) ecological perspective to understand 

how psychological theories have theorised the relationship between unemployment 

and emotional well-being, the consideration of how the theories have focused on 

different ecological ‘systems’ has been brought into focus. 

 

 

 

 

 

 

 

 
																																																													
1 Friere was a Brazilian educator, philosopher and a leading theorist in critical pedagogy and is 
popularly known for his influential writings in Pedagogy of the Oppressed (2000). 
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1.6 The consideration of historical factors and its influence on the current 
context of unemployment 
 

Before taking a look at how psychology has theorised the relationship between 

mental health and unemployment, it will be important to provide a brief outline of 

the key historical factors that have influenced the emergence of current theories, 

interventions, the ‘psy’ discipline and mental health service models. 

The work of locating and tracing the history of unemployment is a large and broad 

area (see Marx & Engels, 1975; Foucault, 1965; Parker, 2007). The focus of the 

current analysis will be to draw the reader’s attention to how these historical 

changes have been influential in rendering certain discourses about unemployment 

more visible, and so taking on the status of ‘truth’ (Foucault, 1977), in doing so this 

section will start by drawing heavily on the work of Foucault (1965).  

 

Foucault (1965) documents that during the seventeenth century the British 

government dealt with people who were unemployed through methods of 

segregation, control, punishment and incarceration by either placing them in 

correction houses or general hospitals. Foucault also noted that during this time 

there was no distinction between people who experienced psychological distress 

and those who were unemployed, instead they were all deemed to be lazy and 

unwilling to work. During each economic recession the number of people living in 

poverty increased and “… the houses of confinement regained, at least for a time, 

their initial economic significance” (Foucault, 1965, p.50). Therefore, during periods 

of unemployment, society was preserved from rebellion, as there was fear that the 

unrest from the lower classes may influence and disrupt the employed and wealthy 

in their contributions to economic productivity. In work houses, people were made 

to work and to contribute to the economy.  However, Foucault goes on to state that 

the relationship between confinement and mandatory work was not a consequence 

of the economic conditions but a moral stance. At the time, people who were facing 

the consequences of unemployment and poverty were seen as those who had 

broken the moral codes of religion, and, therefore the hospitals and workhouses 

had the role of  “…not only the aspect of a forced labor camp, but also that of a 

moral institution responsible for punishing, for correcting a certain moral "abeyance" 

which does not merit the tribunal of men, but cannot be corrected by the severity of 
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penance alone” (Foucault, 1965, p.59). However, the production by people in the 

workhouses created cheap production and competition for prices, which created 

unemployment and poverty outside the workhouses. The beginning of the 

nineteenth century saw the eventual closure of workhouses, however, these were 

replaced with prisons, where people were not made to work or to contribute to the 

economy instead the prisons functioned to keep people who were unemployed 

separate from the rest of society.  

 

The nineteenth century brought a number of political and social changes, which 

further influenced how unemployment was viewed. At this time there was a growth 

of capitalism in Europe, which led to the rise of large privately owned businesses 

that replaced the agricultural industries that were previously organised locally 

(Parker, 2007). According to Marx (1990), this led to labour itself becoming a 

commodity, as people living in poverty were now free to sell their own capacity to 

work but were also required to do so, as people had sold their land to the 

industries. In other words, people were no longer selling the product of their labour 

but their capacity to work. Alongside this, the private owners of the new industries 

were increasingly focused on generating income to maintain their own businesses 

and employ workers. Consequently, competition in the marketplace grew, and this 

led people to become more convinced that to prosper was within the individual 

when, previously, productivity had been seen as a collective process that was 

achieved by members of the community. The implication of this was that the person 

was now regarded less as a member of a collective body, with power obtained from 

this membership, but more as an individual who had personal choices and who 

must take responsibility for decisions they made and be accountable for this 

(Parker, 2007). Along with this view of rationality came an expectation for personal 

choices to fall in line with societal norms, which included choices in how people 

lived their life and conducted themselves on a daily basis. Therefore, the 

characteristics of the individual could now be delineated from the choices they 

made and the motives behind this. Although these ideas had been around for a 

long time before this, the economic changes led to a greater focus on the individual 

and the emphasis that the individual was where productivity flourished (Rose, 

1989). 
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Around this time, similar to Foucault’s documentation of the seventeenth century, 

the government started to become increasingly concerned about people who may 

be unwilling or unable to work and the influence on others (Parker, 2007). This now 

paved an interest to understand people’s characteristics and to predict behaviours 

in more defined ways. Parker (2007) goes on to state that the fear of individual 

defiance influencing and creating collective resistance led to the development of 

the field of mental health, the psychology profession, and it made the study of 

individual psychology possible. Therapeutic interventions now involved talking 

about individual choices and feelings and, in doing so, they rendered structural 

inequalities less important. In other words, psychology lent itself to support the 

capitalist ideology “…. to give up on social change, and accept that the aim of 

changing the world was itself the product of psychological motivations like envy and 

resentment at the success of others” (Parker, 2007, p.4). Throughout the years the 

field of psychology has developed and expanded to include a number of different 

types of therapies and techniques, language and evaluation methods and in 

expanding the areas for therapeutic interventions. New problems have been 

constructed and interventions have been developed to address areas such as the 

work environment, identity and satisfaction with life (Rose, 1989). This led to the 

construction of new discourses around “…success and failure in jobs and careers, 

upon the costs and benefits of employment and unemployment conducted in the 

therapeutic rather than economic terms and the correlative extension of the 

therapist into the organisation of work, and the problems of work into the field of 

concerns of all therapeutic activity” (Rose, 1989, p. 247). The functions of these 

discourses were to produce compliance in people, which is required by employers 

and the government within the current labour market  (Fryer & Stambe, 2014). 

However, Rose (1989) also notes that such discourses have been used in the field 

of psychology despite the lack of theory to inform the practice.  

 

Further changes in the economy over the last 30 years have resulted in 

productivity no longer being regulated by the state but let to run itself. 

Consequently, the wealthy were able to accumulate a large amount of income 

with the expectation that everyone would benefit from this, including the less 

wealthy; this was not the case, instead it further created levels of inequality 

between the rich and the poor. However, studies that revealed a rise in the level 
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of income inequality caused by public policy went largely unrecognised and, 

instead of addressing the increasing gap between the rich and the poor, the 

government reacted by investing in services to support people into employment 

(Nel, 2010)2.  

 

 

1.7 Why unemployment has become a focus for mental health policies 
 

The focus of this section will shift to briefly outlining some of the key 

historical events that have led professionals working within the mental health 

field to become involved with supporting people who experience difficulties 

with employment. The aim here will be to draw the reader's attention to how 

the unfolding of the government’s interest in happiness and economic 

growth, particularly since the seventeenth century, has led the 'psy' 

profession to support and develop political agendas. 

 

Furedi (2006) suggests that society’s pursuit for happiness has been a key 

driving force for the integration of an unemployment agenda with mental health 

policies and therapeutic interventions. Although the pursuit of happiness is a 

concept which has been debated, redefined and sought after for decades, the 

nineteenth century saw the disintegration of the connection between people in 

communities and the increased focus on self-fulfilment, which resulted in people 

feeling a new sense of discontentment with life (Parker, 2007). Lasch (1979) 

explains that historically, religious doctrines and communities provided people 

with a sense of meaning and purpose, which informed the individual’s moral 

grounding. However, as people became more disengaged from the notion of 

social integration, it diminished their experiences of belonging to a group and 

opportunities for intimate relationships, which provide people with the conditions 

necessary to feel secure and happy (Rogers & Pilgrim, 2014). 

 

As the enthusiasm for religion diminished, people looked towards politics to 

provide them with a sense of purpose. However, Lasch (1979) proposes that 

despite their attempts, politicians have been unable to give meaning to public 
																																																													
2 In critique of this point, there are some economists who see a small percentage of 
unemployment as a natural and to some degree a positive effect of having a free capitalist 
market (for a review and critique of these views, see Friedman, 2005; Spring, 1998). 
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life or moral guidance: therefore, in the pursuit of happiness and seeking ‘peace 

of mind’, people turned to psychological understandings to fill this void. Lasch 

(1979) suggests that finding happiness in a society that demands submission to 

social conventions, which are not grounded in moral conduct, encourages what 

he calls a form of ‘self-absorption’ to fulfil immediate needs or 

‘narcissism’. Politics has gone on to transform this collective grievance into 

personal problems, and in so doing, its focus has been on understanding this 

personal problem of unhappiness and explaining why personal growth and 

development have become so hard to accomplish (Furedi, 2006). The notion of 

cultivating people’s happiness has been used by Layard (2006), who is a strong 

advocate of the idea that public policy should focus on making people within 

society happier, particularly because unhappy people make unproductive 

workers, which affects socio-economic efficiency (Rogers & Pilgrim, 2014). As 

interest in the happiness of societies grew, by focusing on modifying what 

people think, within the political field and subsequently the public spheres, it led 

to support for the development of the service model called Increasing Access to 

Psychological Therapies (IAPT) programme (Shaw & Taplin, 2007: see section 

1.10 for more information about IAPT).  

 

Shaw & Taplin's (2007) analysis of Layard’s report (2006) indicated that one of 

its central arguments was that in order for the government to address the rising 

cost of mental health problems on the economy, psychological therapies should 

be made more available rather than tackling social inequalities. Although 

Layard’s report acknowledged studies which indicated that people who have 

less access to material and social resources experience poorer mental health 

compared to those with greater access, it placed more emphasis on studies 

which showed that people’s experiences of happiness is associated with their 

political views and their views of themselves and the world (Shaw & Taplin, 

2007). This lent support to the argument that the increased funding in mental 

health services would provide people with better access to psychological 

therapies thus creating a happier nation. A number of scholars (Marzillier & Hall, 

2009; Rapley, Moncrieff & Dillion, 2011) explain that both mental health 

services and psychological therapies (such as Cognitive Behavioural Therapy) 

have a long tradition of relying on medical models, which also focus on the 

individual’s experience of distress at the expense of understanding the wider 
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political and social influences that can lead to personal experiences. Shaw and 

Taplin (2007) suggest that political support for psychological therapies that draw 

on medical models has led people to increasingly accept that happiness can be 

found within mental health services. However, as many psychological therapies 

do not help people to understand the causes of their distress, people’s identities 

are increasingly being shaped by mental health professionals: consequently, 

people are also becoming more dependent on mental health services. Some 

scholars (Anderson, 2013; Newness, 2011; Shaw & Taplin, 2007) caution that 

psychological therapies are starting to replace and compensate for the lack of 

family and community support within societies, which has resulted from 

contemporary capitalist reforms.  

 

 

1.8 A historical analysis of how the ‘Psy’ disciplines have become 
involved in supporting the government with addressing the nation’s 
unemployment problems  
 

The term ‘Psy’ disciplines was used in the writings and analysis of the lectures 

provided by Foucault (Foucault et al., 2003). In the documentation of his 

lectures, Foucault analysed the roles of various groups of professionals (i.e. 

psychotherapists, psychiatrists, psychiatric nurses and psychologists) in 

contributing to debates about the welfare of the state and the production of 

psychological ‘subjects’ (Rose, 1998). Foucault et al., (2003) noted that in the 

eighteenth and nineteenth centuries, the government looked to family systems 

to play a crucial role in disciplining and correcting people's morals and conduct. 

People who did not abide by the conventions of institutional settings, such as 

schools or places of employment, were sent to the family for rehabilitation in 

order to reintegrate them to the norms of society. If this did not work, they were 

sent to institutions (Foucault et al., 2003). Within these institutions, the discipline 

of psychiatry emerged in an effort to support the rehabilitative function of the 

family to curing ‘madness’. Eventually, the task of rehabilitating people spread 

to a range of professional settings, including schools and the workplace 

(Binkley, 2011). The role of these institutions in reforming people was key to the 

government’s goal of cultivating discipline into each person (Foucault, 1977; 

Rose, 1993) and it was also key to the birth of the ‘psy’ disciplines (Binkley, 
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2011). Rose (1985) suggested that governing people not only involves 

prescribing acceptable conduct but also requires the acceptance and 

adherence of the individual or subjects to these notions.  Throughout the 20th 

century, in the 'psy' disciplines’ attempts to support the government in its quest 

to regulate people’s compliance to government reforms, the ‘psy’ complex 

started to form links with other institutional branches, such as pharmaceutical 

companies, businesses and economists  (Rose, 1985). Their role was to act as 

the mediator between government networks and the public in order to shape 

people’s characteristics through what they positioned as the truth, rationality 

and effectiveness.  

 

During the First World War, the ‘psy’ disciplines went on to expand their sites of 

expertise by applying their knowledge to areas such as the treatment of shell 

shock and supporting school children and housewives in developing good moral 

behaviours (Rose, 1999). Following this, a large number of governmental 

programmes were developed to assess and rehabilitate the capacities of people 

as citizens, with the ‘psy’ disciplines playing a key role in elaborating arguments 

about the management of personal characteristics in order to achieve socially 

desirable goals. In other words, the ‘psy’ disciplines took an interest in resolving 

political concerns by developing services, programmes, theories and 

techniques and so making the suggestion that not only did the discipline have 

the capacity to aid the government in solving its problems, it also had the 

capacity to achieve benefits. Rose (1985) went on to state that in the twentieth 

century, during the rise of capitalism, the working person also became an 

interest for the government in order to increase production by labourers and to 

align this with the workers’ desires, motivations and worries, and thus recruited 

the ‘psy’ profession to support them with the aims of regulating the workers and 

guarding against social unrest.  

 

Following World War Two, further changes were made to the understanding of 

workers due to the government’s interest in managing the problems of the war 

and optimising people’s mental health in relation to their productivity. New 

relationships were developed between managers, industrialists, psychologists 

and politicians to promote the positive mental health of the worker. Production 

by the worker now came to be understood in terms of values, motivations and 
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relationships with colleagues and other people (Rose, 1985). Rose (1985) 

suggests that through this process, the 'psy' profession aligned themsleves with 

the government by aiding them in transforming concerns about economic 

productivity, social unrest, law and order into the language of psychology, 

biology and leadership. The coordination of powerful institutions and the 

knowledge they produced now played an important role in establishing the 

legitimacy of the government’s interests. This was established by the ‘psy’ 

disciplines describing the knowledge that they produced as holding the notion of 

'truth' and so convincing the public that the regulation of people was not a 

political aim but lay within the field of knowledge and 'truth' (Rose, 1989). In 

doing so, they also positioned themselves as supporters of the public by 

depicting people’s daily worries and offering to teach them techniques to help 

them to manage better on a daily basis (Rose, 1989). 

 
Towards the end of the twentieth century, the government’s plans for the 

management of public life were gradually replaced by new ideologies and 

strategies to advance capitalist ventures further, at the centre of which were 

economic policies. Neo-liberalism reinvented the ‘psy’ disciplines as the site of 

opportunities and self-governance, which centred on individualism (Binkley, 

2011). This led the neo-liberal government to engage in a process of 

fragmenting the cohesion and social trust of society to one of individuality and 

dependency, in the hope of cultivating a spirit of competition (Binkley, 2011). 

Rose (1985) argues that the ‘psy’ profession has played a part in moulding 

people's more recent understanding of what constitutes liberty, autonomy, and 

choice. The notion of freedom today is intricately bound by the idea that people 

have the opportunities to make choices but that they are also required to make 

these decisions about their lives; however, this is within a system that also limits 

people’s ability to make choices (Binkley, 2011). For example, in the 

government’s policies and programs, it is suggested that every person has the 

freedom to make choices to gain employment; however, this takes the focus 

away from the limits placed on people’s choices through the context of the 

recession, changes in the job market and the requirement of capitalism to 

maintain a certain percentage of unemployment (Waldegrave, 1990).  
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The ‘psy’ disciplines’ involvement in supporting the government with regulating 

people’s inner views in the interest of productivity enabled a particular 

construction of the difficulties that people experience with employment (Fryer & 

Stambe, 2014), which went on to provide fertile grounds for the government to 

lend support to the more recent IAPT programme, a service model that was put 

forward through the joint work of psychologists and economists. One of the 

main arguments put forward in order to secure government funding for the 

service model was the idea that therapy would support people with either 

gaining employment or going back to work by addressing people’s intra-psychic 

deficits (Nel, 2010; Pilgrim & Carey, 2012) through cognitive behavioural 

therapy (Proudfoot et al., 1997; Wanberg et al., 2011). These key events 

between the ‘psy’ profession and the government have also been influential in 

enabling the government to regulate social security benefits on conditions such 

as an extensive range of job searches, training and work preparation in which 

people must engage. More crucially, these activities serve the aim of modifying 

people’s attitudes, beliefs and personality through positive psychology (Friedli & 

Stearn, 2015). Friedli and Stearn (2015) went on to question the ethics and 

professional accountability of the use of psychology in supporting political 

interests regarding employment, particularly in relation to gaining people's 

consent to formulate their difficulties in a way that advantages neoliberal 

welfare reforms.  
 

 

1.9 A further exploration of why psychology is not value free 
 

The following section takes a further look at some of the arguments that have 

been put forward about why psychology is not free of values and its implication 

for therapeutic interventions.  

 

Positivist traditions that have isolated knowledge into facts have typically not 

engaged in discussions about values and morals due to the problem of 

delineating such ideas from positivist data (Kendler, 1999). On the other hand, 

some authors state that psychologist are in an important position to use their 

clinical experience and academic knowledge to inform the government of the 

impact of their policies, particularly for those for whom these policies have a 
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negative effect and who are often from the least powerful positions in society 

(Kendler, 1993; Nel, 2010). Therefore, suggesting that positivist ideas are not 

compatible with the field of emotional distress. Rose (1989) takes this argument 

further by stating that how we understand ourselves is not neutral or inherent, 

but influenced by particular discourses that are aimed at managing people’s 

views and experiences. In the past religion, the legal system, family and the 

community have been influential in how people understand themselves. In 

recent years, therapy has played a part in analysing thoughts, feelings and 

actions to unveil the inner functioning of the person, however, this in itself is 

organised in particular ways and managed by political discourses. For example, 

the government develops policies, which determine how people should conduct 

themselves. So, “When ministers, civil servants, official reports and the like ... 

construe industrial productivity in terms of the motivations and satisfactions of 

the worker … the 'soul' of the citizen has entered directly into political discourse 

and the practice of government.” (Rose, 1989, p. 2). In this way, the 

management of people is now an aim for all institutions, including psychological 

interventions. 

 

In response to such arguments, over the last few years, psychologists have 

increasingly started to comment on and investigate the impact of various social 

policies, particularly those that have a negative impact on people who have less 

access to financial and social resources (Kendler, 1993). Waldegrave (2009) goes 

on to point out that those who work in the caring profession have an ethical 

responsibility to understand and make available the wealth of information they 

obtain from working with clients and this should be done in an inclusive and 

informed way. Waldegrave (2009, p.96) suggests that this could be achieved by: 

  

“Therapists, researchers, and policy makers could work closely 

together...Therapists, for example, could write up the sorts of 

stories they see and hear in therapy for popular media outlets, and 

advocate for social change that will address the causes of problems 

they identify. They could also identify the failure of certain social 

and economic policies as the prime cause of pain and ill health to 

many low-income families, rather than ascribing cause to the failure 

of individuals and families, as many in society do. Researchers 
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could investigate the evidence, and policy makers could help 

construct policy responses to address problems in a sustainable 

way.” 

 

The argument being put forward is that the field of psychological interventions 

and research is not value free but rather influenced by political and social 

discourses and also the personal values of the practitioner or researcher. 

Therefore, therapists who take up a positivist stance to their therapeutic work 

risk enduring the suffering of people and society by not contributing to debates 

about important social issues. Therapists could work with service users to 

encourage social action (Diemer & Blustein, 2006; Fouad & Bynner, 2008) and 

contribute to making various types of knowledge available to the public about 

the consequences of social policies (Kendler, 2002). 

 

 

1.10 The development of Increasing Access to Psychological Therapies 
(IAPT)  
 

As unemployment increasingly became a focus for the government, it placed the 

question of how to manage this cost at the centre of public policy and research 

(Meyers & Houssemand 2011; Silver & Miller, 2003). In response to this demand, 

policy makers and researchers specifically focused on the positive changes in the 

mental health of people who returned to work (Burchell, 1992; Prause & Dooley, 

2001; Thomas, Benzeval & Stansfeld, 2005). Furthermore, through public policy, 

the government increased its focus on configuring and measuring the effectiveness 

of mental health services based on employment targets (IAPT NHS, 2011), which 

partly led to the support for the development of the landmark initiative, IAPT. 

 

The IAPT program gained funding based on a number of arguments that were 

advanced. Two were of particular importance: the first concerned the joint work by 

economists and mental health researchers, who argued that the financial cost of 

increasing the access to psychological therapies would be covered through two 

central means: reducing absenteeism and returning people to work (Layard et al., 

2007). There was also a proposal that financial savings would be made through 

other avenues, such as a reduced attendance to other NHS services, a decrease in 
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benefit claims and an increase in productivity. This argument was put forward in 

research articles (e.g., Layard et al., 2007) and also pamphlets, such as the 

Depression Report (Layard, 2006), which were made available to the public and 

politicians.  

 

The economic argument was also bolstered by the current demand for therapy and 

the limited availability of it. Historically the lack of access to psychological therapies 

meant that there was a greater emphasis on severe and enduring mental health 

difficulties, with very few people experiencing common mental health problems 

being able to access psychological interventions. There was also a greater 

emphasis on a medical approach to diagnosing and treating people, as psychiatry 

was considered the norm and most effective. This created a consumer interest and 

a bigger market to access talking therapies. As research developed, policy makers, 

healthcare commissioners, providers and consumers took a greater interest in the 

treatment for common mental health problems (Pilgrim & Carey, 2012). This led to 

the National Institute of Clinical Excellence (NICE) in 2004, to review the available 

evidence base of psychological interventions. Subsequently, a number of clinical 

guidelines were published, which provided support for a small number of 

psychological therapies. Cognitive Behavioural Therapy (CBT) was recommended 

for common mental health difficulties (i.e. ‘depression’ and ‘anxiety’) (Turpin et al., 

2009). Other therapies were also recommended, such as interpersonal 

psychotherapy and brief psychodynamic therapy; however, the evidence base for 

these therapies varied (Clarke & Turpin, 2008). The reviews also indicated that 

some people responded well to interventions called guided self-help and 

computerised CBT, also now known as low-intensity interventions. Consequently, 

NICE recommended a stepped-care approach to the delivery of therapies in IAPT 

services (Bennett-Levy, Richards & Farrand, 2010).  

 

The arguments that were put forward by NICE recommendations and other 

documents such as the Depression Report led to the UK Government to invest 

in short-term, evidence based psychological therapies in 2005. This led to the 

development of two IAPT pilot sites, with both sites agreeing to use session-by-

session outcome monitoring systems: this was to measure whether the 

evidence base could demonstrate similar outcomes in practice (Gillespie et al., 

2002). Detailed monitoring of the clinical and financial activity of the two pilot 
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sites was integral to the programme.  The figures produced went on to secure 

funding for the national roll out of IAPT. As IAPT developed, standardised 

outcome measures were introduced in 2009, this was to monitor recovery rates 

based on symptom reduction (McPherson, Evans & Richardson, 2009). The 

package of measures included the Work and Social Adjustment Scale, which 

was used to collect information about employment (IAPT NHS, 2011), and was 

imperative to the development of an evidence base within the unemployment 

literature (Clark et al., 2009), particularly, as NICE (2009) pointed out a current 

lack of evidence indicating the success of psychological interventions in 

supporting people with employment (Hashtroudi & Paterson, 2009). 

 

The IAPT initiative has received much praise since the start, amongst its merits it 

has increased funding and, consequently, made some psychological therapies 

more available to many who previously could not access it or had to wait long 

periods of time on waiting lists (Mind, 2013; Richards & Suckling, 2008). IAPT has 

also provided an alternative to medical treatments, shifting the emphasis of service 

provision away from pharmacotherapy (Clarke & Turpin, 2008; Hague, 2008). 

However, the IAPT model has also faced much criticism since its inception, for 

example, Nel (2010) argues that psychologists who have aligned themselves with 

the political agenda of IAPT have accepted that the cause of unemployment is to 

do with the person rather than a result of economic and political policies. In doing 

so, psychologists are working to benefit the more powerful people in society to 

exploit the less powerful. CBT itself has been met with much critique over the 

years: for example, it has been criticised for being Eurocentric and oblivious to 

addressing issues of power, culture, social and political contexts (Boyle, 2011; 

Moloney & Kelly, 2004; Patel, 2003; Smail, 2001). This has led to the reemphasis 

on the need to provide the right psychological intervention not only for better 

outcomes but also to address the demand for cost-efficiency (Mind, 2013). 
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1.11 Changes in the economic context and its impact on the IAPT 
employment agenda 

 
An analysis of the political context by Pilgrim and Carey (2012) indicated that as the 

interest in the IAPT program developed in 2006, it also gained strong support from 

the Labour government. Subsequent to this came the global financial crisis, which 

impacted on the UK economy in 2009. This created a different political economy, 

which had implications for the NHS. By 2010, there was pressure on the NHS to 

make financial savings set by the Government’s austerity measures. During this 

time, the overt drive by IAPT to bring people back into employment started to 

disappear, particularly in areas where unemployment was rising (Pilgrim & Carey, 

2012). Despite this, unemployment remains an influential agenda for the IAPT 

service model and mental health public policy. In addition, given that 

unemployment is a consistent concern and affects many people, even during 

economic prosperity (Blustein, Medvide & Wan, 2011), it is proposed that the 

current research will remain useful to those who are affected by unemployment 

beyond the current economic recession. 

 

 

1.12 Research carried out on IAPT services 
 

There is some emerging research evaluating and exploring different elements of 

IAPT services, which has drawn on various qualitative and quantitative methods, 

however, the literature search conducted for the current study revealed very few 

published research. The studies will be briefly outlined in order to delineate the 

areas that have been explored, the findings and gaps in research.  

 

Once the initial IAPT pilot sites were implemented, the focus of research was 

on the evaluation of cost effectiveness in order to inform public policies. The 

literature search revealed one study that analysed data collected by the pilot 

sites, the results indicated that 55% of clients who attended at least three 

sessions, including an assessment session, reached what they defined as 

recovery; in addition, 5% embarked on either part- or full-time employment 

(Clark et al., 2009). These findings were instrumental in encouraging policy 

makers to spend further money on investing in IAPT services. 
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Radhakrishnan et al., (2013) calculated the actual cost of psychological 

interventions and compared it to the estimations made by the NICE 

guidelines. Overall, they found that the actual costs were in support of those 

originally proposed by the IAPT reports. Also using the available statistics 

obtained from IAPT sites, Turpin et al., (2009) made the case that clients 

should be offered more choice of interventions, and the New Ways of 

Working guidance (The British Psychological Society, 2010) was used to 

argue that a more flexible approach to service provision should be offered by 

IAPT services. One study focused on exploring the evidence-base claims 

made by the IAPT reports. McPherson, Evans and Richardson (2009) 

carried out a systematic review to re-examine the evidence base proposed 

by the NICE Depression guidelines, to delineate whether the studies used in 

these reports had an effect on recovery rates that were based on measures 

of quality of life and functioning rather than symptom reduction. Their 

findings revealed that a small number of studies included quality of life and 

functioning measures, the scores of which indicated that when recovery was 

measured based on the concepts of quality of life and functioning compared 

to symptom reduction, recovery rates were lower. They concluded that the 

IAPT reports were not consistent with the recovery evidence base. 

 

Research in the field then developed into areas of service provision and 

therapists’ experiences. Cairns (2014) also analysed the routine data 

collected from an IAPT site in order to understand why some client’s were 

more likely to re-refer to the service. The results indicated that clients who 

had experienced difficult pasts, presented with multiple difficulties and were 

struggling with a number of social problems tended to re-refer to the service. 

The implication being that the IAPT service model of offering routine, 

structured and one-to-one sessions was not effective for all clients. Mander 

(2014) used a longitudinal observation design to measure the statistical 

outcomes of offering clients face-to-face assessment sessions, as opposed 

to telephone assessments, in order to explore whether this would have an 

impact on increasing clients’ engagement with IAPT services. Their results 

indicated that the offer of an initial face-to-face session increased rates of 

attendance to at least one therapy session, and to more people completing a 

course of therapeutic intervention. 
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There is some qualitative research that has explored therapist’s experiences 

of delivering therapy. Bassey and Melluish (2012) used template analysis in 

their research to explore therapists’ views of whether their CBT practice met 

the needs of Black and Minority Ethnic (BME) communities and how their 

IAPT training contributed to this. Their results indicated that therapists did 

not see their training to have contributed to them developing cultural 

competencies, instead they drew on personal and professional experiences 

to inform their practice. In addition, Shepherd (2014) used interpretative 

phenomenological analysis to explore therapists’ views on using family 

therapy in IAPT services. The findings revealed that some therapists 

integrated family therapy techniques when working within their main 

therapeutic model, while others questioned whether it would be useful to use 

such techniques; other barriers included issues related to supervision and 

training. 

 

A few studies have explored service users experiences of IAPT services, all of 

which have been carried out by mental health charities. An evaluation of service 

user experiences of engaging in London IAPT services was carried out by the 

mental health charity Rethink (2011), using a mixed methods design including 

thematic analysis of focus group data and descriptive quantitative data from 

surveys, the results indicated a high level of satisfaction with IAPT services in 

the following areas; person-centred therapy, a welcoming service, positive 

endings to therapy and opportunities for service user involvement. However, in 

contrast to these findings, a survey carried out by the mental health charity Mind 

(2013) revealed dissatisfaction with waiting times, choice of treatments and a 

lack of offer for the referral to psychological therapies by GPs. 

 

Since the inception of IAPT, a small number of studies have been carried out 

to explore different elements of IAPT services with the hope of contributing 

to policy and service development.  
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1.13 Rationale of the study and research questions 
 

As IAPT partly gained support due to its proposition of supporting people with 

employment, apart from the focus on statistical evaluation (Clarke et al., 2009), 

currently no research has explored therapists’ views and experiences of the 

integration of an employment agenda to their therapeutic work. It has been 

proposed within the current chapter that political and economic interests have 

been influential in shaping mental health services, psychological therapies and 

how people who experience difficulties with employment are viewed by society. 

Consequently, this will have an impact on how therapists view and understand 

the difficulties that people experience with employment and the unemployment 

agenda of the service. Therefore, it is arguably important to understand how 

therapists working in IAPT draw on available discourses and the impact of the 

IAPT service policies, on their understanding of the difficulties that people 

experience with employment and the impact of this for their practice. Given that 

there may be differences between therapists’ own views and ideas about 

employment difficulties compared to the ideologies and policies of IAPT 

services, it will be important to understand how therapists manage any potential 

disparities between their personal views and the approach of IAPT services (for 

further information about the process of arriving at the study’s research 

questions, see Appendix 3 A).  

 

In undertaking a Critical Realist Analysis of the ideas that therapists draw on 

when talking about the employment difficulties with clients, a wider range of 

data can be made available in the mental health field, which may inform the 

profession and mental health services on how to further support the 

increasing number of people who face difficulties with employment (Nel, 

2010). Furthermore, therapists working in IAPT services have been subject 

to criticism for not speaking up about whether the employment agenda 

raises any potential conflicts for their therapeutic work (Barrett, 2009). There 

are also widely documented debates and concerns about the approach that 

the IAPT initiative has taken to addressing the difficulties that people 

experience with employment (Batty & Cole, 2010; Boyle, 2011; Marzillier & 

Hall, 2009; Nel, 2010; Shaw & Taplin, 2007). Therefore the current research 

study provides an opportunity for therapist’s views to be captured, 
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understood and to influence mental health policy and practice.  

 

The current study aims to contribute to the existing body of literature that 

broadly explores the relationship between unemployment and mental health. 

More specifically, the present study aims to contribute to current knowledge 

by attempting to address the following questions: 

 

1) What ideas do therapists draw on when working with clients who are 

experiencing difficulties with employment?   

2) How does the service context influence therapists’ views about unemployment?  

3) How do therapists manage any potential conflicts that may arise between their 

personal views and the priorities of the service within which they work? 

 
 
1.14 Summary 
 
The chapter started with a critical appraisal of the widely used definition of 

unemployment within psychological literature. This critical appraisal has been 

expanded throughout the rest of the chapter by exploring how mental health 

interventions and policies have predominantly drawn on research that has 

focused on the direct influence of unemployment on people’s psychological 

experiences. The central premise of the argument is that by focusing on the 

psychological impact of unemployment, it allows attention to be drawn to 

constructs such as personal responsibility and personal choice. However, the 

focus on modifying people’s sense of personal responsibility, may work to 

reduce experiences of distress but this is likely to be temporary, as it does not 

address the context that maintains persistent feelings of despair and 

hopelessness (Blustein, 2006; Waldegrave, 1990). Despite such arguments, 

this work has remained largely neglected in the development of psychological 

practice instead mental health services have continued to place an increased 

emphasis on supporting the individual back into employment (Nel, 2010). The 

support and funding for the IAPT initiative extended this argument further, as 

the service model partially gained funding due to the proposition that therapy 

could support people either back into employment or to find work (Layard, 

2006). The picture that has emerged about IAPT services is one of contrasting 
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ideas with some praising the initiative for having made therapy more accessible 

to a larger number of people (Clarke, 2008; Hague, 2008, Mind, 2013; Richards 

& Suckling, 2008). Alongside such accounts, clinicians and researchers have 

also criticised the IAPT model, arguing that it has led to a greater value being 

placed on therapeutic models that de-contextualise the understanding of 

distress (Boyle, 2011; Moloney & Kelly, 2004; Patel, 2003; Smail, 2001). Due to 

there being multiple ways in which the difficulties that people experience with 

employment can be understood, there is currently no research that has 

explored the ideas that mental health professionals draw on in their work. In 

addition, no research to date has explored therapists’ views of working with the 

employment agenda and how therapists might manage conflicts that arise as a 

result of this service agenda. The current study aims to explore this issue with 

the hope that the findings can further contribute to ongoing debates in the field. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



	 39	

2.0 METHODOLOGY 
 
 

The current chapter starts by outlining the approach used in the present study, 

the epistemological position utilised and reflexive discussions relative to the 

epistemological position of the research.  This is followed by an explanation of 

what decisions were made in order to select a method for data analysis and 

data collection procedures. The chapter concludes with an exploration of ethical 

issues and a description of the approached used to analyse data and the 

transcription process.  

 

 

2.1 Qualitative approach 
 

Choosing a method for data collection is delineated from the type of research 

questions being asked in the study and the consideration of how these can best be 

answered (Braun & Clarke, 2012; Marshall, 1996). Qualitative research is interested 

in meaning and so attempts to explore, understand, and provide an explanation for 

the experiences and actions of participants (Willig, 2008). This is achieved by 

paying attention to the perspectives of the people being studied (Elliott et al., 1999). 

A qualitative approach was considered appropriate to use in the current study for a 

number of reasons, as outlined in the following sections. 

 

 

2.1.1 Appropriate in exploring the research questions 
 

The current research is interested in understanding therapists’ views of providing 

therapy in the context of an employment agenda. In addition, the literature review 

indicates two main approaches to understanding unemployment: the first is focused 

on the influence of unemployment on people’s psychological experiences and the 

second is geared towards exploring the causes and wider socio-economic contexts 

that give rise to unemployment. In response to the competing ways of 

understanding unemployment, the current research also aims to explore the ideas 

that therapists draw upon when working with clients and the implications of this on 

their therapeutic work. Due to the lack of previous research exploring these areas, 
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qualitative methods seemed more appropriate in addressing the study’s discovery-

orientated research questions (Barker, Pistrang & Elliott, 2002). In contrast a 

quantitative methodology would require the construction of specific research 

questions in order to test clearly defined hypothesis. Due to the lack of previous 

research in the area, the proposition of a defined hypothesis would risk it being 

meaningless at this stage and constrain the early investigation into the field (Barker, 

Pistrang & Elliott, 2002). 

 

 

2.1.2. Providing greater complexity  
 

A qualitative method allows for data to be analysed on a richer, deeper and 

more complex level, therefore lending itself for a greater appreciation of 

people’s experiences (Hakim, 1987). In contrast, quantitative methods can 

provide an oversimplification of phenomena, which can reduce people and their 

experiences to numbers in order for findings to be replicated and generalised 

across broad groups of people (Paul & Moser, 2009; Pernice, 1996). It has 

been argued that such research is limited in discounting the context that can 

give rise to phenomena, therefore restricting the type of knowledge that can be 

made available (Waldegrave, 1990), which is also the main premise of the 

argument being made in this study about the dominant understandings of 

unemployment. Therefore, making the case for the current research to be 

carried out from the philosophical perspective of qualitative methods. 

Furthermore, therapists’ views about the difficulties that people experience with 

employment are likely to be influenced by a range of personal, professional and 

societal views, and in order to capture this complexity, qualitative methods, 

which acknowledge the importance of multiple and subjective truths, rather than 

suggesting one ultimate truth regarding a phenomenon, are more appropriate 

(Berger & Luckermann, 1967). 
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2.2 Epistemology 
 

The central tenet of the argument that has been proposed in the Introduction 

chapter of this study is that research and psychological theories that have focused 

on exploring the direct impact of unemployment on people’s psychological 

experiences have been the most influential in the field of mental health. This is 

aligned with the positivist tradition of research and brings us to question the 

assumptions that are made when taking up certain epistemological positions. 

Epistemology is concerned with answering questions about the nature of 

knowledge and is commonly located as a branch of philosophy. Willig (2013, p. 2) 

defines epistemology as a process which  “... attempts to provide answers to the 

questions, ‘How, and what, can we know?’ This involves thinking about the nature 

of knowledge itself, about its scope and about the validity and reliability of claims to 

knowledge”. Positivism is one epistemological position: it emerged amid the rise of 

capitalism, when the focus on the individual flourished. This enabled the study of 

personal characteristics based on the choices people made and the motives behind 

them (Rose, 1989).  

 

Nesbitt-Larking and Kinnvall (2012) provide a brief review of the emergence of 

positivism, which evolved in the work of Comte and Durkheim in the nineteenth 

century. The basis of positivism is in the natural sciences and it is underpinned by 

rationalist ideologies, which are designed to reveal and explain the phenomena that 

can be observed. This is grounded in the theory that society holds certain 

regularities, which can be measured through scientific means and so facts can be 

separated from the personal values or vested interests of the researcher and are 

impartial and value-free (Alvesson & Sköldberg, 2009; Morrow, 1994; Nesbitt-

Larking & Kinnvall, 2012). However others argue that research can never be value-

free (Fryer, 1992) 3. Quantitative approaches, such as Randomised Controlled 

Trials (RCTs) enable findings to be replicated and generalised, but this is at the 

cost of understanding the contextual causes of people’s experiences. However, 

Willig (2013) notes that positivism has moved on from its original roots and now 

most positivists accept the view that observations and descriptions of people are 

selective and partial. The point of contention is the extent to which objective 

knowledge or the truth about the world can be gained. 
																																																													
3	For further critique of the positivist tradition see Willig (2013, p. 4-7).	



	 42	

 

Qualitative methods of research developed at the same time as the positivist 

tradition and were also interested in understanding the changing context of the 

industrial world. Qualitative methods were a response to the criticism being made 

of positivist methodologies and today the field has developed into areas such as 

“…constructionism and critical theory, and structuralism” (Nesbitt-Larking & 

Kinnvall, 2012). One of the central distinctions between positivism and interpretism 

is the difference between explaining behaviour and understanding it. Therefore, 

qualitative research is less interested in identifying the relationship between causes 

and effects but is interested in how people understand and experience events 

(Willig, 2013).  Situating knowledge in this way determines the limitations of the 

course of action that can be taken in research (Nesbitt-Larking & Kinnvall, 2012).  

 

 

2.3 Epistemological Position 
 

Critical realism assumes that language can reflect the meaning of a person’s 

views of the world; however, “these constructions are theorised as being 

constrained by the possibilities and limitations inherent in the material world”, 

and thus do not reflect reality (Sims-Schouten, Riley & Willig, 2008, p. 101). 

Furthermore, critical realists argue that the relativist position may lead to a 

political and moral relativism, from which social action is precluded. Therefore, a 

failure to go beyond what people speak about might mean that important issues 

like power and institutional practices cannot be fully researched (Nightingale & 

Cromby, 1999). Therefore, critical realists argue for the importance of going 

beyond the participant’s language (Harper, 2012). This is achieved by 

acknowledging the broader context that an individual might not necessarily be 

aware of but that will have an influence on their views, such as political and 

historical influences, which frame and maintain people’s views (Harper, 2012).  

 

An exploration of the multiple contexts can also enable the researcher to 

acknowledge how they might influence research and can be drawn upon to 

support the ontological claims being made about a phenomenon. Ontology is 

concerned with what there is to know or the nature of the world. Ontological 

positions have been divided into ‘realist’ and ‘relativist’ understandings. A realist 
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ontology proposes that the world is made up of underlying, relatively enduring 

structures such as biochemical, economic or social structures that have a 

relationship with one another. For example, materialism makes the assumption 

that events take place due to underlying structures such as socio-economic 

relations. Consequently, material practices and power are seen as both 

separate but also dependent on discourses. Hook (2001) suggests that within 

this relationship, material power is negotiated and aided by discourses, these 

discourses then go on to defend the relationship of material powers. “Similarly, 

material arrangements of power enable certain speaking rights and privileges, 

just as they lend material substantiation to what is spoken in discourse” (Hook, 

2001, p. 33). On the other hand, relativists reject this view of there being 

concrete structures which inform how the world is made up, but propose that 

there are many interpretations that can be made of it (Willig, 2008). The 

relativist position (Edwards, Ashmore & Potter, 1995) considers material 

practices to be produced by discourses and thereby to be secondary to 

discursive practices (Sims-Schouten, Riley & Willig, 2007). 

 

A critical realist epistemological approach that is informed by a material realist 

ontology will be drawn upon in the current research.  The assumption being 

made by adopting the material realist ontology is that powerful underlying 

structures exist, such as economic and political institutions, which can be 

observed and analysed. Critical epistemology acknowledges that the 

discourses produced by these institutions are culturally mediated and will have 

an effect on the language used by therapists in their work with clients. 

Furthermore, therapists’ use of language will go on to either support or 

challenge and ultimately to shape clients’ experiences of talking about 

unemployment in therapy. It will also have an impact in supporting or 

challenging the wider social discourses that clients draw on (for further 

information about my experience of choosing an epistemological position, see 

Appendix 3 B).  

 

In drawing on a critical realist approach within the current study, I am informed 

by a number of writers who have proposed a range of material or ‘extra-

discursive’ practices that act in relationship with discursive practices, such as 

Parker (1992), Willig (1999) and Rose (1999).  Therefore, for an analysis of the 
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ideas upon which therapists draw upon when talking about employment with 

clients, I am concerned with materiality (e.g. the reality of the nature of available 

employment, a job or work, financial status), the power of institutional practices 

(e.g. government procedures and policies) and practices, such as a speaker’s 

adherence to and understanding of dominant social accounts (e.g. therapists’ 

understanding of the causes and site of intervention for employment difficulties). 

 

 

2.4 Reflexivity  
 

Qualitative researchers contribute to making the limitations of their research 

transparent through delineating how their own personal values and motivations 

influence the research being carried out (Nightingale & Cromby, 1999). Willig 

(2008) describes three types of reflexivity: personal reflexivity, epistemological 

reflexivity and critical language awareness. 

 

Personal reflexivity is the researchers ability to reflect on the ways in which their 

own ideas, experiences, motivations and social identities may have influenced the 

research and its findings. Epistemological reflexivity requires a consideration of how 

the research questions may have limited what was found, it is also a process of 

reflecting on the assumptions that were made during the course of the study and 

the implications of these for the research and its findings. Critical language 

awareness refers to the influence of the language used by the researcher on 

participants’ responses. Therefore, questions that construct reality in a particular 

way will influence to some degree the answers that will be given, as the participant 

will respond in relation to the constructions. 

 

The idea of researcher reflexivity has been critiqued by Rose (1997) who explains 

that it can be difficult for researchers to fully identify and understand aspects of 

themselves which can influence the decisions that are made when carrying out 

research. Following on from this, I have found that being aware of the values and 

assumptions I hold, and understanding their influence on this study, has been more 

difficult at particular points of this research journey. However, I have attempted to 

maintain reflexivity throughout the research by keeping a reflective diary and by 

including reflexive sections throughout the report. 
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2.4.1 Personal Reflexivity  
 
My interest in the integration of an employment agenda to mental health 

services developed while working in IAPT services prior to my current training. 

During this time, I started to increasingly question the political context of my 

clinical work and how personal values can influence the type of stance and 

interventions carried out by individual therapists. My curiosity developed further 

when clients themselves initiated sometimes very heated discussions about 

aspects of the service such as the employment outcome measures and how 

this impacted on their sense of someone accessing a mental health service. 

 

In addition, as a Bangladeshi female, whose parents immigrated to Britain in the 

1980s, I have heard many stories from relatives and friends of the family in 

regards to what it means to come from a minority group and to look for work in a 

different country. Through conversations with people from my own generation 

and based on my own experiences, I am also aware of the struggles that many 

people can face in their employment journey. Therefore, I approached this 

research with particular hopes, values, political and theoretical alignments, 

which undoubtedly will influenced my reading of the literature, decisions about 

what literature to include in this study, my interview schedule, participants 

responses to my questions and how I subsequently interpreted and analysed 

the data.   

 

 

2.4.2 The use of supervision in developing the study's research questions  
 

The aim of the present section is to provide a reflection on the development of 

the current study, the difficulties that were encountered and how they were 

reflected upon and overcome through supervision. There are many 

conversations in supervision that I could discuss; however, the focus of the 

current section will be on reflecting upon the development of the study's 

research questions. Defining my research questions was a crucial step in 

helping me to clarify and decide upon the methodological approach and 

epistemological stance that I wanted to take in the current research.  
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During the initial stages of developing my research, many aspects of the study 

went through numerous developments and changes. This was in response to 

various factors, such as further reading of relevant literature, discussions with 

various professionals and conversations in supervision. The initial research 

questions were developed based on my reading of literature that was consistent 

with my initial choice of epistemological position and research method, all of 

which changed as the research developed, this was in response to an evolving 

understanding of different epistemological positions (see Appendix 3 B for a 

further reflection on my experience of choosing an epistemological position). As 

these aspects of my research changed, it became important to also change the 

research questions in order to make them more relevant to the new positioning 

of the study. In supervision, I discussed and reflected on the literature that I had 

read in the area and its links to my own interest in carrying out the current 

research. This led to conversations about the main aspects that would be 

important for a preliminary study to explore. My interest in carrying out this 

research was to understand how therapists made sense of and worked with the 

employment agenda and the employment targets of IAPT services and how 

they managed any potential conflicts this gave rise to. In discussing these 

areas, conversations in supervision helped me to consider the importance of 

how the service context might play an important role in influencing therapists’ 

views and practice.  Therefore, we agreed that the focus of the current research 

would be on developing an understanding of these areas. Carroll (2007) states 

that within the collaborative space of supervision, the supervisee brings material 

of concern, which is discussed and reflected upon to enable engagement in a 

process of learning. In reflection of this definition, given that I had made many 

changes to the study by this point and had read a large amount of literature, I 

found myself feeling very confused about where to take the research. This 

conversation in supervision and the clarity it provided me with helped me to 

start organising my ideas and to think about how I was going to approach 

structuring my writing of the different chapters in an attempt to allow the 

different areas to flow together in a clear and concise manner.  
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2.4.3 Epistemological Reflexivity: assumptions made by the researcher 
and their implications on the research and its findings 
 

My decision to carry out research in a potentially controversial area, my 

understanding of past literature and my data analysis within the current study 

have been influenced by a number of personal and external factors. Having 

embarked on a training course, which has exposed me to many critical ideas 

and theories, I became interested in approaches that focused on social action. 

My own understanding of social action has been influenced by the works of 

Freire (1993) and Prilletensky and Burchell (1992), who advocate for 

psychologists and therapists to work with clients in order to intervene at the 

level of the material structures that sustain unemployment. Therefore, my 

decision to choose a critical realist epistemological position has also influenced 

the positioning of my research questions, which draws on ideas of material 

realities and discourses rather than purely material realities, as would be 

proposed by a purely realist stance, or discourses, as advanced by a relativist 

stance. Therefore it is reasonable to assume that a different researcher would 

have approached the literature and the research questions with different views 

and perspectives, which would have resulted in the production of alternative 

conclusions.  

 

 

2.5 Method  
 

In selecting a method for data analysis, importance is placed on answering the 

research question and for it to compliment the chosen epistemology (WiIlig, 

2008). Therefore, from a critical realist position, the research was interested in 

the potential implications of the ideas that therapists draw on when talking 

about unemployment with clients, while also acknowledging that such ideas 

would be underpinned by the experiences they have been exposed to, the 

structures within which therapists are operating, and wider social and economic 

discourses that have been made available to them. A number of approaches 

that were consistent with a critical realist epistemological stance were 

considered, including interpretative phenomenological analysis, grounded 

theory and thematic analysis. 
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After reviewing the literature, it was felt that Interpretative Phenomenological 

Analysis (IPA) would not be appropriate in answering the study’s research question 

due to its focus on understanding the lived experiences of participants (Smith & 

Osborn, 2008). The focus of the current study was on investigating the broader 

influences that impacted on therapists work with clients who experienced difficulties 

with unemployment rather than focusing on interpreting how participants made 

sense of their experiences. Grounded Theory (GT) would not have been relevant 

due to its focus on developing a theory of the phenomena being investigated 

(Glaser & Strauss, 1967). The current study did not have a focus on developing a 

theory due to the lack of previous research in the area but was more interested in 

developing preliminary understandings. While most analytic approaches in 

qualitative research are tied to a particular epistemological framework, thematic 

analysis on the other hand can be use with a range of theoretical and 

epistemological positions. The main aim of thematic analysis is to analyse and 

make sense of reoccurring meanings shared by participants across the whole data 

set, in order to identify how a subject area is spoken about rather than focusing on 

meanings made within individual data sets (Braun & Clarke, 2012), this is achieved 

by “...identifying, analysing, and reporting patterns (themes) within data. It minimally 

organises and describes your data set in (rich) detail” (Braun & Clarke, 2006, p.6). 

This flexibility potentially lends itself to providing an in-depth and complex analysis 

of the data (Braun & Clarke, 2006). After reviewing the different methods of 

analysis, thematic analysis was chosen as the analytical method for this research 

as it provided a means to respond to participants’ accounts, without accepting the 

pre-determined goals inherent in methods such as IPA and GT. However, it is 

acknowledged that there is a limitation in the extent to which this can be achieved, 

as the epistemological stance of the current research will inherently impose 

particular assumptions on the data. For example, critical realism assumes that 

powerful, underlying structures do exist, such as governmental systems, which can 

be measured and so the aim of the epistemological position is to understand how 

the discourses produced by these intuitions mediate and shape the language used 

by people (Willig, 2008).  
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There is some debate within the field about whether thematic analysis should 

be considered as a set of tools to be used within other qualitative methods 

rather than being seen as a method in itself, as the core skills of thematic 

analysis underlie all qualitative analytic methods (Boyatzis, 1998). However, 

Ritchie and Spencer (1994) argue that thematic analysis should be considered 

as a distinct approach to data analysis. In addition, it offers advantages when 

used in policy-orientated research, due to the accessibility of the method to 

readers. 

 

 

2.5.1 Data collection: Semi-structured interviews  
 

Interviews are considered as a means for participants to discuss their views 

directly and provide access to information that may not be available through 

other methods such as observations (Barker, Pistrang & Elliott, 2002). It is 

argued that structured interviews provide limited exploratory opportunities, while 

unstructured approaches do not acknowledge the researchers pre-determined 

assumptions that they bring to the research. Semi-structured interviews on the 

other hand provide a focus but also flexibility for participants to respond 

(Banister et al., 1994; Barker, Pistrang & Elliott, 2002). Based on these 

arguments, the decision was made to use semi-structured interviews in the 

current study. However, Willig (2008) cautions that there are a number of 

inherent problems in using semi-structured interviews, which should be kept in 

mind. As the method integrates formal elements of an interview process (e.g. 

the presence of an interview schedule and a predetermined time limit for the 

interview), which are combined with the informal approach to the conversation 

(e.g. the use of open-ended questions and the exploration of stories and 

meaning), which can potentially be misguiding for the interviewee for example, 

resulting in the interviewees revealing more than they would have expected or 

feel comfortable with (see section 2.6 for an explanation of how ethical 

considerations were addressed in the study).   
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2.6 Procedure 
 
 
2.6.1 Participant recruitment  
 
The aim of recruitment was to access participants who would be able to provide 

a rich and diverse range of accounts (Marshall, 1996). Although the content of 

participants’ interviews cannot be predicted, various steps were considered to 

increase the complexity of the data as follows: 

 

(i) Levels of experience: The recruitment approach sought to access 

therapists who had experience of working at various levels of 

seniority within IAPT. It was felt that this would provide a range of 

perspectives and, therefore, increase the depth and complexity of the 

data. 

(ii) Use of a range of therapies: Although CBT is often used as the main 

therapeutic modality by therapists in IAPT, other therapies are offered, 

such as systemic and psychodynamic therapies. Therefore, the aim of 

recruiting participants who drew on therapies other than CBT as their 

main therapeutic modality was to provide inclusivity of a range views from 

different positions.  

 

 

2.6.2 Approach to recruitment  
 
Decisions about what constitutes a reasonable number of participants to interview 

(in other words sample size) for a qualitative research have not been fully defined. 

Some researchers argue that the aim of data collection should be on reaching the 

point of theoretical saturation rather than a focus on the number of participants to 

interview (Fossey et al., 2002), while others argue that saturation can be achieved 

between six to twelve interviews (Guest, Bunce & Johnson, 2006). Recruitment for 

the current study was determined by theoretical considerations and pragmatic 

factors, as described in the following sections.  
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The aim was to recruit participants from London due to the large number of 

IAPT sites in this region and the accessibility of these locations for the 

interviewer. Thirty-one IAPT sites in London were contacted by e-mail and 

invited to take part in the study (see Appendix 2). The e-mail provided 

information about the aims of the study, why it was being conducted, what 

participant involvement would entail, potential benefits, confidentiality, ethical 

issues and the researcher's contact details. Attempts were also made to contact 

the managers of the sites by telephone; however, this proved extremely difficult 

and was abandoned after a number of unsuccessful attempts. Only one IAPT 

site responded to the e-mail communication and agreed to take part in the 

research. Before recruitment could take place, ethical approval was sought from 

the NHS Research and Development (R&D) department of the IAPT service. 

After which, all high intensity therapists working at that IAPT site were contacted 

via e-mail, which had been provided by the research lead of the service. E-

mails contained an information leaflet and consent form (see Appendix 4 & 5). 

Therapists who wanted to find out more about the research or wanted to 

participate were invited to contact the researcher. 

 

Recruitment proved more difficult than anticipated. It was also important to 

maintain the confidentiality of participants and to ensure that individual 

contributions could not be identified in the write-up of the research: therefore, 

there was a need to recruit participants from more than one NHS site. Due to 

the researcher’s own experience of working in IAPT, the researcher had a 

number of existing professional contacts with therapists working in different 

locations. The therapists were contacted by email and were provided with the 

same information as above, which led to the recruitment of three further 

participants. 
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2.6.3 Participants recruited 
 

Five therapists (including the pilot interviewee) were recruited from the NHS 

site, a further three therapists, who worked in two different NHS IAPT sites 

across London, responded to emails that were sent to the researcher’s 

professional contacts. All therapists interviewed in the current study had 

different training backgrounds, four clinical psychologists were recruited, one 

counselling psychologist, one integrative counsellor and three nurses, who all 

had additional training in CBT, see table 1 for participants’ details. Although 

participants had different training backgrounds, which is reflected in their titles, 

all participants referred to themselves as high intensity therapists; 

consequently, instead of referring to participants in relation to their core training 

backgrounds, participants’ description of themselves as therapists will be used 

throughout the write-up of this study.  

 

With the participants’ consent, the data from the first interview was used to pilot 

the interview schedule. The data from the pilot interview was not included in the 

final data analysis. In total, eight participants were recruited from three IAPT 

sites across London. Due to the opportunity sampling method employed for this 

study, there were limitations to the data produced. The aim of the recruitment 

process was to interview therapists who used a range of therapeutic modalities 

and had varying levels of positions in IAPT. However, CBT was cited as the 

main approach of all therapists recruited, with one therapist stating the 

additional use of Interpersonal Therapy (IPT), two therapists had trained in 

psychodynamic therapies in the past and an additional therapist had a past 

qualification in behavioural therapy. Therapists working at a range of seniority 

levels in IAPT were recruited with three participants occupying a managerial 

role. It is possible that the degree of homogeneity of therapists’ theoretical 

orientation could have had the impact of limiting the exploration of different 

views and ideas within the field about the integration of an employment agenda 

with therapeutic work, the impact of the service context on their work and how 

they managed any potential conflicts. Therefore it is acknowledged that the 

recruitment of therapist who used approaches other than CBT as their main 

theoretical approach could have led to a richer analysis of the study’s research 

questions.  
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Table 1: Profile of participants  

 

 
 
 
2.6.4 Inclusion and exclusion criteria  
 

The main inclusion criteria were for participants to have at least a year’s 

experience of working as high intensity therapists in IAPT services. It was felt 

important for therapist to have some experience of working in this new service 

configuration. There were no requirements for therapists to be working in IAPT 

services at the time of recruitment. It was decided that low-intensity therapists 

would not be recruited for the current study due to the comparably different 

service they offer.  
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2.6.5 Data Collection: the interview schedule 
  
Following an initial review of the literature an interview schedule was 

developed. The main aim of the schedule was to explore the ideas that 

therapist drew on when working with clients who experienced difficulties with 

employment and how they managed any potential dilemmas.   It must be noted 

that although all attempts were made to stick to the interview schedule, minor 

additions and changes were made in response to the participants’ answers, and 

to make the conversation flow better. 
 

 

2.6.5.1 Pilot Interview  
 

A draft of the interview schedule was piloted at a London based NHS site with a 

therapist who agreed to be interviewed and provide feedback on the schedule. 

The purpose of the pilot interview was two fold: firstly it was to receive feedback 

on whether the interview questions were clear and whether there were areas or 

questions that were not covered. Secondly, it was to provide an opportunity for 

the researcher to practice carrying out interviews.  

	

	

2.6.5.2 Reflection on the experience of carrying out the pilot interview   
 

Ortlipp (2008) suggests that a reflexive approach to carrying out qualitative 

research provides clarity about the decisions made during different stages. In 

keeping a reflexive diary, researchers are encouraged to acknowledge and 

explore their assumptions, the choices that they have made and the 

experiences of carrying out the research (Ahern, 1999; Morrow, 2005). 

Therefore, I will now go on to describe my experience of carrying out the pilot 

interview, the influence of the feedback in helping me to reflect on the 

assumptions that I was making when developing the interview schedule and 

how I used the feedback in helping me to modify the interview questions. I have 

also provided further extracts from my reflexive diary in Appendix 3. 
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As the interview unfolded, I became aware of the tensions felt by the participant 

as a result of my questions. This led me to think about the extent to which I had 

become immersed in my initial literature review and the influence of this on my 

interview schedule. At the end of the interview, I was eager to find out from the 

participant his experience of the questions. After a brief conversation about the 

research topic, the participant confirmed my own feelings that the questions 

were leading towards a more critical perspective. He mentioned that this had 

the impact of limiting an exploration of his own ideas and views in the area. In 

revisiting my literature search, I became more aware of the importance of 

epistemological stances and their implications for the knowledge made 

available to participants and I started to wonder about ways in which different 

ideas could be shared and discussed during the interviews. The feedback led 

me to change my interview schedule in negotiation with my thesis supervisor 

and I also started to wonder how I could take this feedback forward in my data 

analysis. Feedback from subsequent participants indicated that the research 

schedule enabled them to draw on a range of ideas to discuss their own views 

and ideas regarding unemployment (see Appendix 3 C for a further reflection on 

the revised interview schedule). 

 

Sampson (2004) queries, if feedback from the pilot interview results in changes 

to the research, whether the participant should be interviewed again using the 

amended interview schedule, or alternatively, the data gathered from the pilot 

interview be incorporated into the data analysis of the new research questions 

or whether it should be discarded.  It was not possible to interview the 

participant again, as he mentioned at the end of the interview that he would be 

starting a new job. The decision was made not to include the data from the pilot 

interview in the final data analysis: this was due to the feedback from the 

participant that his answers were constrained by the questions and so did not 

allow for a full exploration of his own accounts. Also, as the interview questions 

were revised, it was felt that the data did not fully answer the questions in the 

new interview schedule.  
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2.6.6 Data Collection: The interview procedure 
 

The time and date of the interviews were arranged with participants after they 

agreed to take part in the study. All interviews were carried out in a quiet clinic room 

at the participant’s place of work. 

 

At the start of the interview, participants were provided with a brief overview of 

the study and an explanation of the structure of the interview. The researcher 

also explained participants rights to confidentiality, consent, withdraw and the 

use of a digital recorder. Participants were given the opportunity to ask 

questions both before and after the interview. Written consent was obtained 

before proceeding with the interview (see appendix 5). 

 

 

2.7 Ethical considerations 
 

Attention was paid to a number of ethical issues prior to interviews being 

conducted.  Ethical approval for the study was first obtained from the University 

of East London Ethics Committee (see appendix 7). NHS R&D ethical approval 

was also sought for the IAPT site that agreed to take part in the study (see 

appendix 8).  

 

All participants were fully informed about the nature and purpose of the study 

and issues of confidentiality and consent were explained both prior to the date 

of the meeting and immediately before the interview. It was also acknowledged 

that during the course of the interview participants might have felt that their 

practice was under scrutiny and feared the potential exposure of poor practice. 

However, literature has also noted that given the complexities and challenges of 

talking about therapists’ own practice, participants may find it a relief to share 

their experiences and have it acknowledged (Koizumi, 1992). 

 

Participants were informed that they could withdraw from the study at anytime. 

Consideration was given to the possibility that participants might experience 

distress as a result of the interviews, due to personal experiences of the issues 

being discussed. In the event of this, participants would be reminded their right 
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to terminate the interview at any time, to take breaks or reschedule. In addition, 

if required, contact details for further support would be provided.  

 

All participants were given an information leaflet at least two weeks before the 

interview took place. The information leaflet explained that there are limits to 

confidentiality and if participants revealed information that may be of concern (for 

example, ethical or legal implications of their practice) confidentiality would be 

broken. The information sheet also made it clear that the final research might be 

made available through publication and shared with the service they work for, and 

so it may be possible that their contributions are identifiable by the service they 

work for. The information leaflet also explained that any names discussed and 

information that might identify participants, other people and services would be 

made anonymous.  

 

 

2.8 Data analysis 
 
2.8.1 Thematic analysis: the approach  
  
Braun and Clark’s (2006) thematic analysis guidelines were chosen to analyse the 

data from the current study. Braun and Clark (2006) highlight the need to be 

transparent about the approach taken when analysing data: therefore, the following 

sections attempts to provide clarity about the choices that were made during each 

stage.  

 
Thematic analysis can differ based on whether it is approached from a deductive or 

inductive perspective. Deductive approaches are led by the researcher’s theoretical 

interests and so are overtly analyst driven, providing in depth analysis of a number 

of expressions within the data and a less detailed analysis of the overall data. It 

examines the ideas and assumptions that inform how participants make sense of a 

subject matter (Braun & Clarke, 2012). Inductive approaches are more driven by the 

data, linking themes strongly to the data itself rather than to a pre-existing 

theoretical frame (Braun & Clarke, 2012). It is recommended that the choice of 

approach should be based on the research questions (Braun & Clarke, 2006). Joffe 

(2012) adds that the use of a dual deductive-inductive approach can enable 



	 58	

researchers to address the data from a position that is open to new ideas and 

concepts and also grounded in an awareness of the existing literature, avoiding the 

replication of previous research and facilitating the generation of new 

understandings of the topic. A deductive-inductive approach was used in the current 

study: deductive at the level of design and deductive-inductive at the level of 

analysis. The design of the study was informed by critical ideas which advocate that 

there are multiple ways of constructing unemployment which will go on to make 

different actions possible. Consequently, the use of critical theories influenced the 

themes generated from the data. However, where there is little or no literature 

available, themes were generated on a deductive basis. 

 

It is also suggested (Boyatzis, 1998) that a researcher must decide the level to 

which they want to analyse their themes, this is at a semantic or also known as 

explicit level, or at a latent or otherwise called interpretative level. At the semantic 

level, themes are identified based on what participants say in an interview, so 

analysis is carried out on the surface meanings. At the latent level, the analysis 

aims to interpret and theorise the meaning of the data by exploring hidden views 

and concepts. The approach to data analysis for the current study aimed at being 

broad and inclusive in order to understand the implications that drawing on certain 

ideas has for therapists in their work with clients, rather than theorising the meaning 

of their accounts: therefore, data was analysed at a semantic level. 

 

 

2.8.2 Thematic analysis: the plan   
 

As with all analytic methods, it is important for the researcher to clearly define how 

they intend to carry out the analysis of the data in order to clarify the assumptions 

being made at this stage (Braun and Clark, 2006). Following on from this, details of 

the procedure used within this study have been provided below, which follows the 

six-phase approach defined by Braun and Clarke (2006): 

 

(i) Familiarisation with the data   

The transcription of all interviews was carried out by the researcher. This also 

provided the opportunity to gain a general sense of what was being discussed 

in each interview (Bird, 2005). During this process, initial notes were made 
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about ideas and themes. The transcripts were then read a number of times, and 

further notes were made each time. 

 

(ii) Generating initial codes  

Segments of the text containing features of interest were highlighted in order to 

start generating initial codes. The analysis was both inductively and deductively 

driven: therefore, the codes that were developed were closely linked to the 

literature review that had been undertaken as well as the content of the text.  

 

Some items were coded a number of times. Coding was conducted on the 

computer program Word, in the margins of the transcripts. Codes and the 

associated data extracts from the transcripts were copied onto an Excel 

database according to the initial codes. 

 

(iii) Searching for themes  

All codes were re-read and organised into potential themes both within and across 

the transcripts. The use of detailed mind maps helped to aid this process. The 

original transcripts were regularly referenced throughout this process to help ensure 

that the codes captured the overall meaning of what participants had 

communicated. An initial thematic map was then generated (Appendix 12). This 

provided a visual representation of the themes across participants’ accounts and 

helped to further develop the final thematic map (Appendix 13). Braun and Clarke 

(2006) comment that there is debate about what constitutes a theme: for example, 

whether this is determined by an issue recurring a number of times across the data 

or how much time is spent talking about the issue during the interviews. They go on 

to say that individual researchers must make their own judgments about the 

approach; however, in developing themes, it is important that attention is paid to 

answering the research questions. The approach that was taken in the current study 

was based on an issue recurring a number of times across the data. This was 

because it was predicted that therapists’ views, when speaking about 

unemployment, would be informed by a number of ideas and so potentially 

generating a diverse number of accounts, therefore, it was felt that reoccurring 

ideas would capture themes across the data and be more representative of the 

whole data set.   
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(iv) Reviewing themes  

The original themes were re-defined, which involved reading all the extracts in 

each theme to decide whether they formed a consistent pattern and whether it 

reflected what participants had communicated. A final thematic map was then 

developed (Appendix 13). 

 

(v) Defining and naming themes  

At this stage, the themes were reviewed and points of interest were identified in 

order to develop a narrative, this informs the process of naming the themes and 

sub-themes.  

 

(vi) Producing the report 

In the write-up of the research, an attempt has been made to explain the story 

that the data analysis tells in relation to the study’s research questions, this has 

been supplemented with data extracts to support the themes that were 

developed by the researcher. 
 

 

2.9 Transcription 
 
There are a number of transcription styles available, some of which were developed 

in order to fulfil the particular requirements of different analytic approaches. Since 

thematic analysis can be used with a number of methods, Braun and Clarke (2013) 

explain that there is no one particular way of transcribing data, although this will be 

informed by the researcher’s methodology. They distinguish between two types of 

transcriptions: orthographic and paralinguistic styles. Orthographic styles involve 

transcribing the spoken words of participants. While the paralinguistic style also has 

a focus on transcribing what participants say, it is also interested in how participants 

communicate, and is more commonly used in analytic methods such as 

conversational analysis. The epistemological position of the current research drew 

on critical realism: therefore, the interest of the researcher was in analysing what 

participants were saying and less on how language was used to construct ideas 

(which may be of more interest to those drawing on a social constructionist 

epistemology). Therefore, the decision was made to use the orthographic style. The 

process of transcribing involves the interpretation of the data, as when spoken 
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words are converted into written language, decisions are made about what 

elements of the conversation to keep and how to produce the data (Willig, 2008). 

Braun and Clark (2013) state that there is no specific way of carrying out 

orthographic transcriptions. They do, however, specify that the transcript should aim 

to retain the information needed for analysis by accurately representing all spoken 

information and all non-verbal material. It should also accurately represent the 

original account in order to preserve the meaning of what participants have said by 

paying attention to how punctuations can change the meaning of a sentence. Based 

on these recommendations, all verbal and non-verbal material (such as pauses and 

laughter) were transcribed by the researcher, as it was felt this was important in 

capturing what participants’ had communicated. While transcribing, attention was 

also paid to the potential problems with using punctuation; however, a decision was 

made to include some punctuations in order to try to retain the original meaning of 

participants’ communication and for the readability of the transcripts (see Appendix 

10 for the transcript notations and Appendix 11 for an extract of a transcript). 
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3. ANALYSIS 
 

This chapter presents a thematic analysis of the interviews that were carried out 

with therapists on their views and experiences of integrating an employment 

agenda with their therapeutic work. A deductive-inductive approach was used to 

analyse the data from the current study. This chapter will provide an 

explanation of each theme and sub-theme that has been derived from the data. 

Each sub-theme has been illustrated with the use of excerpts from the 

transcripts and where possible links are made with the existing literature. It must 

be noted that in the excerpts presented, brief interjections and questions asked 

by the interviewer during the interviews were transcribed for data analysis 

purposes but have been omitted in the write-up of the study in order for the 

extracts to be read clearly.  Some information has been omitted from quotes in 

order to keep the quotes relevant and brief. In addition, information that could 

potentially identify clients has been omitted in order to maintain client 

confidentiality. 

 

Before proceeding to describe the analysis, it is important to draw the reader’s 

attention to a few points. Firstly, readers will note that there is a difference in the 

terminologies used between the participants and the researcher in the writing of 

this report. Almost all participants used the term ‘patient’ and diagnostic 

categories during the interviews: this reflects an alignment to a medicalised 

model of distress (see, for example,  Rapley, Moncrieff & Dillon, 2011; Rogers & 

Pilgrim, 2003; Szasz, 2007), which does not reflect the researcher’s position. In 

addition, although themes and sub-themes have been separated for the 

purpose of reporting the data, it must be noted that each theme and sub-theme 

is inevitably interlinked: for example, theme one, ‘Challenges of the Service 

Context’, had some impact on subsequent themes.  
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3.1 Overview of themes and sub-themes  
 

The researcher’s analysis of the data produced four themes and eleven sub-

themes, as represented in Table 2 (to view the themes and sub-themes as 

illustrated in a thematic map, see Appendix 13). 

 

Table 2: Themes and sub-themes  
 

Themes  Sub-themes  

THEME ONE: Challenges of the 

service context  

A) Loss of ability to make 

decisions 

 B) One model of therapy cannot 

meet the needs of all clients  

 C) Difficulties in sharing ideas 

with the team 

THEME TWO: Therapists’ stance in 

relation to the employment agenda 

A) At odds with therapists’ values 

 B) Employment reports are idealistic  

 

 C) One approach to unemployment 

does not work for everyone  

 D) Unemployment as one part of the 

overall problem  

THEME THREE: Managing conflict 

between personal and professional 

perspectives  

A) Minimal impact 

 B) Complying with the service 

demands on an administrative level 

THEME FOUR: The ideas that are 

drawn upon to formulate clients 

difficulties with employment  

A) The dilemma of exclusively 

focussing on client’s personal 

characteristics and circumstances in 

therapy 

 B) Personal responsibility 
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3.2 THEME ONE: Challenges of the service context  
 

A predominant theme discussed by all participants was the challenges 

associated with working within a service structure that was heavily aimed at 

meeting targets in order to increase efficiency. Participants felt that the service 

targets were prioritised above providing a service to clients that fully met their 

mental health needs. Participants spoke about how the focus on targets raised 

a number of dilemmas for their practice. The challenges have been 

conceptualised into three sub-themes: loss of ability to make decisions in 

therapy, one model of therapy cannot meet the needs of all clients, and 

difficulties in sharing ideas with the team.  

 

 

3.2.1 Sub-themes 
 
A) Loss of ability to make decisions  
 

All participants spoke extensively of how the emphasis on meeting targets led 

to a loss of autonomy in making decisions in therapy. Participants particularly 

felt that they were unable to make theoretically informed decisions to extend the 

number of sessions being offered to clients in order to provide the best care 

they could. This is captured in the following data extracts:   

 

P6: …they’ve been referred to me to help with their PTSD and 

here I am helping them sort out their finance and their housing and 

trying to make them feel safe before we can then start the work on 

the PTSD but the number of sessions I have is limited so I’m 

always aware that that clock's ticking as well … where I think it has 

affected but I think it’s more at a service level rather than an 

individual therapy but obviously it filters down (.) is (pause) as with 

any big initiatives the the focus has has now become on numbers 

and erm (pause) getting (.) patients through therapy and that's led 

to lots of bad practice I think, so we have (.) erm (.) trainees who 

are only allowed to see patients for a certain number of sessions 

when (.) actually it’s indicated that they should be seen for a lot 
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more (.) as soon as their measures go below a certain caseness 

they’re being pressurised to discharge them where again (.) the 

evidence is relapse prevention that they should they should have 

more to to to sort of come back in erm I think there’s a bit of an 

emphasis away from quality onto quantity and I think that’s a 

shame. (70-249).  

 

All participants praised the IAPT initiative for having increased access to 

psychological therapies; however, the reality was that the quality of service 

people were getting less in terms of a good quality service, and this left them, 

as therapists, with a sense of dissatisfaction. In the following extract, Participant 

One describes how the limitations imposed by the service context have 

changed the nature of conversations within therapy: 

 

P1: I think it stopped us from being being able to erm (pause) think 

about (pause) building his life (pause) more deeply, more broadly 

and for me to sort of support him with that so over a longer period 

of time erm he he lived in in (pause) quite a lot of poverty really and 

so I think I didn't really get the chance to talk about (.) building up 

his financial situation to then allow him to do the things he 

desperately wanted to do (269-274). 

 

A number of participants made reference to their feelings of discomfort and 

unhappiness at not being able to offer therapy according to the 

recommendations made by the NICE guidelines: this was due to the guidelines 

and targets of the service in which they worked:  

 

P1: Emotionally I still remain conflicted about (laughs) the fact 

that we're not offering NICE guidelines. I’ve never been happy 

with that (87-88). 
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Participant Two spoke about managing the challenges of meeting targets by 

keeping therapy focused and separating out the different needs that clients 

present with, referring those with social needs to other services: 

 

P2: I think I maybe got caught up more, if that's the right expression, 

in these other areas that ends up being a bit more case 

management and I try to sort out someone's benefits, whereas now 

I think we're much more stricter on what we can and can't do in 

therapy and supporting people to access (pause) places that can 

support them rather than doing it ourselves. I think that's due to the 

targets and the pressures to see more people and have to do more 

focused therapy than to manage big (.) waiting lists and caseloads 

(430-440). 

 

A pervasive theme threaded throughout participants’ accounts was their sense 

of dissatisfaction with their lack of autonomy. The following participant, who had 

a considerable amount of experience in the mental health field, reflected on his 

experience of meeting the demands of a service structure that was heavily 

driven by targets:  

 

P4: at the beginning with the patient work they all became like one 

big patient (.) and it was really difficult to separate out wh which 

each one presented (pause) and erm  (pause) and all the sessions 

seemed to be the same (.) I started to lose erm empathy (.) I 

started to lose concern or (pause) positive regard it was about (.) 

the conveyor belt, it was about throughput, it was about targets, it 

became like a paper exercise (.) each patient became a paper 

exercise (pause) and erm then I started (pause) to go into my own 

internal supervisor (pause) which is to look at what my 

countertransference is and I saw the frustrations that I had which 

also matched (.) in session what the patient was experiencing (.) I 

think sometimes with me their frustrations with me that how I’m not 

delivering sometimes (.) and this (.) this (.) could go on (pause) it 

varies from day to day (clears throat) and it's contrasted with an 
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over-compensation as well, like too much care, too much empathy 

and it's almost like it's come from a a place of guilt (375-390). 

 

 

B) One model of therapy cannot meet the needs of all clients  
 
Most participants spoke about the limitations of working in a service 

structure that promoted the use of protocol-driven work. They particularly 

emphasised that the expectation to strictly adhere to protocols in 

delivering therapy resulted in them not being able to draw on other 

therapeutic models to meet the complex needs of clients. The following 

participants explain how the service structure and administrative 

databases also lend themselves to protocol driven-work, which (related to 

the above sub-theme: targets aimed at efficiency over quality) provides 

therapists with little flexibility to make therapeutic decisions informed by 

their training and clinical judgments: 

 

P3: more often than not I was seeing clients who had relational 

problems or what you might call personality disorder traits ... and I 

tended to see those clients because I found them just much more, 

it suited my style of working which is less (.) you know work sheety 

like yeah formulation everything has to be driven by formulation … 

they don’t fit everyone and also they don’t fit what a lot of people 

bring … they've been assessed (.) I read the assessment and I 

think ‘oh, they've got panic disorder’ … but then you meet them and 

actually that's rubbish and that is not what they want to talk about 

at all and you know they're coming because they are very anxious 

and stressed to do with family problems (pause) erm (pause) which 

is not a (.) you know I can't tick I can’t (.) tick a diagnosis box for 

that  (195-234).  
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P4: I was trained at the (name of training institution) to really just 

follow the protocol rigidly, so even if the patient was to bring in 

something that was (.) outside of their diagnosis (pause) and 

something that was really life, concerning them like their benefits 

or or (pause) or something that happened at home that was 

unrelated to (pause) erm what the next protocol step is, such as in 

(.) PTSD work when we do reliving (pause) the session (pause), 

session three, four we're doing reliving now but they've got 

something very pressing to talk about we (pause) we were training 

not to break away from that, which is to follow the protocol rigidly 

(pause) other (pause) otherwise you’re just reprimanded at 

supervision, so so that bit I did not like and I (pause) I found it in 

conflict with the humanistic part of me, which is being patient-

centred (pause) – patient is the focus rather than the diagnosis is 

the focus (83-97). 

 

In the excerpt below, Participant Six reflects on how mental health policies, 

media coverage and funding for research have all played a part in drumming up 

a great enthusiasm for CBT, which has led to a misperception about the model:  

 

P6: CBT is sort of because it’s become so much in the limelight it's 

now seen as the the the therapy for all and everything and (.) erm 

which sets it up for more criticism as well and I’ve never (.) believed 

that CBT is the is the panacea for all problems (194-198). 

 

 

C) Difficulties in sharing ideas with the team  
 

From participants’ responses, it seemed that the focus on meeting targets 

(related to 3.2 Theme One: Challenges of the Service Context) resulted in their 

work being increasingly regulated, which had the impact of closing down 

opportunities for participants to raise and discuss their concerns with the wider 

team. The following participant describes her worry about raising and discussing 

points of contention or questioning aspects of the service during team meetings, 

for fear that her concerns would not be discussed and thought about but instead 
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that she would be seen as the problem for raising such concerns:  

 

P3: I don’t feel able to be like, yeah don’t you think, cause I'm worried 

they are going to be like, no I really don’t (name of interviewee) and 

the fact you have said that makes me (.) quite concerned about you 

cause that is what I anticipate (1233-1242). 

 

Similar apprehensions had also been noted by the following participant, who 

had extensive experience of working as a senior therapist in the NHS and 

supervising students carrying out the IAPT CBT training:  

 

P7: maybe being a bit more (pause) erm confident in (pause) you know 

(pause) not not whether it’s about speaking out or not being afraid to 

just say well actually that’s you know this is (pause) I’m not going to 

discharge this person because they haven’t come (pause) to (.) an 

appointment because actually they’ve got PTSD and they don’t speak 

English and they’re you know there’s this, this and this (793-798).  

 

Earlier in the interview, the same participant reflected on the privileges that her 

experience and seniority within the service afforded her. The participant also 

noted that as a part-time member of the team, she was less affected by the 

everyday demands and emotional impact of working within the service context, 

which made it easier to speak out:   

 

P7: I would (.) do as a clinician is actually just (.) raise the (pause) 

issue (pause) that actually if I’m seeing somebody with PTSD and 

they’ve got comorbidity (pause) actually (.) you know (.) there's 

there's there's flexibility in the guidance – nobody ever said that 

somebody should be discharged at twelve sessions if they’ve got (.) 

severe PTSD with (.) OCD for example so erm but I suppose that 

comes with experience erm and also because I’m only working part-

time as a clinician so (.) I’m probably not as as erm embedded into 

into services as erm some other people would be (159-167). 
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3.3 THEME TWO: Therapists’ stance in relation to the employment agenda  
 

I noted a wide spread consensus among all participants that the initial emphasis of 

addressing employment with clients in the therapeutic context had changed over 

the years (which is aligned with the findings in my literature review in Chapter One, 

1.11, changes in the economic context and its impact on the IAPT employment 

agenda). In discussing their views and experiences, all participants expressed very 

negative reactions to the initial and also current agenda. These views were 

representative of participants who worked at varying levels of seniority within IAPT 

services, those who worked at different IAPT sites in London and also therapists 

who provided training to the IAPT courses. Participants’ responses have been 

conceptualised into four sub-themes: at odds with therapists’ values, employment 

reports are idealistic, one approach to unemployment does not work for everyone, 

and unemployment as one part of the overall problem.   
 

3.3.1 Sub-themes  
 
A) At odds with therapists’ values  
 

Participants who had experience of working in various mental health services 

explained that their therapy with clients has always been embedded with 

working towards various social targets, as described in the following extract:  

 

P4: the drug service (pause) because it's it's funded it's funded 

there is a a huge criminal justice element  (.) focus to treatment it's 

about reducing crime, reducing crime and  (.) that was the flavour 

of the month but before that it was harm harm reduction, harm 

reduction about reducing hepatitis C and HIV spread (.) and now 

with (.) mental health it's about getting people back into work and 

reducing benefits (596-601). 
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However, most participants felt that the inclusion of an employment agenda to 

their therapeutic work was at opposing ends to the values that informed their 

work with clients. Participant One described her feelings towards the agenda. 

 

P1: I felt there was too much emphasis on getting people into work 

and that's not my culture as a therapist's that’s not my motivation at 

all I'm a bit repulsed (pause) by the idea of of seeing people for 

therapy just to get them back into work (358-361). 

 

Participant Three conveyed her concern that people’s difficulties with 

employment were being conceptualised using a medicalised model of distress, 

leading to unemployment being seen as a symptom that needed to be reduced 

or eliminated, rather than paying attention to the causes of distress (Miles, 

1987):  

 

P3: with the agenda of getting people back into work or stopping 

people from being ill because they’re ill as opposed to (.) actually 

just having a normal response to difficult life events you know (.) I 

think that's (.) totally (.) messed up and and I do think that’s 

something that we are all starting to buy into (.) I've got this 

problem, my doctor prescribed me some CBT so I went and had it 

(claps hands) and it didn’t make my problem better (laughs) 

because actually my problem was more complicated than this (.) 

part needs to be fixed (435- 445). 

 

Participant Four relayed his worry about incorporating an employment agenda 

to his therapeutic work, which carries the risk that clients will feel that there are 

multiple hidden agendas to seeking therapy at the service and this, ultimately, 

does not fit with the therapeutic model he draws on: 

 

P4: I'll be seen as working as an offshoot of the benefits office (.) 

so I wouldn't be seen as a therapist how can I get genuine (.) get a 

genuine conversation with the patient if she thinks I'm working in 

collusion with the benefits office (629-632). 
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B) Employment reports are idealistic  
 

In addition to participant’s personal responses to the employment agenda, they 

felt that on a practical level the agenda had not been fully developed or 

informed by the available research and the reality of what was being offered to 

clients by mental health services. Most participants described the reports as 

being idealistic in their expectation that short-term therapy could fully support 

people with their employment difficulties:  

 

P2: I think that there is slight unrealistic belief that you can (pause) 

get in for treatment for depression, anxiety and then they go back 

to work (.) quite quickly (laughs) I don't think it works quite as 

smoothly as that erm so that's kinda what I hold in mind that maybe 

that's the ideal (pause) but then we're working more with the reality 

and it's trying to (pause) balance the two (278-284). 

 

P5: I think (.) in its original form the whole thing about (.) getting 

people back to work (.) through giving them erm (pause) a brief 

dose of CBT for their depression or anxiety, I think it’s a bit (.) 

idealistic I’m not saying that its intentions aren’t good cause I think 

they are (179-183). 

 

Participant Five later went on to elaborate on this point, noting his scepticism 

about the intentions of the report by expressing that they were less about 

understanding and addressing the complex needs that clients present with, but 

more about portraying a desirable message to the public: 

 

P5: ultimately and I think the thing that bothers me is it’s not 

really about the wellbeing of of the person, it’s about making the 

government look good and that we’ll sort of fall for that and think 

oh yeah they’re doing a wonderful job (.) when actually they’re 

(pause) perhaps not really doing anything for the that person, 

they’re just being used as a statistic so I think that’s what 

bothers me (783-788). 

 



	 73	

C) One approach to unemployment does not work for everyone   
 

Another sub-theme that was delineated from the data was the position 

participants took in their view that the employment reports had taken a 

reductionist perspective towards unemployment. They felt that there were a 

multitude of reasons why people might experience difficulties with employment; 

however, the service structure did not provide the flexibility to allow therapists to 

meet the different concerns that people present with. This was particularly 

relevant in relation to the number of sessions clients were being offered (which 

relates to theme one, sub-theme A, loss of ability to make decisions in therapy). 

The following participants describe the comparatively different needs of people 

who experience multiple social disadvantages, relative to those experiencing 

difficulties in their jobs: 

 

P5: it’s a bit simplistic because … if somebody's a a lawyer and 

they get an anxiety disorder and everything else in their life is fine 

and … they take some time off work because of that and then and 

then they have some CBT and then they get better … that's great 

but if you’ve been (.) if you've never worked and you’re forty and (.) 

you’ve (.) had you know a series of dysfunctional relationships and 

you’re living in (.) you know near poverty or actual poverty (.) erm 

to expect and you're your amongst many other things you might be 

depressed, to expect somebody to have you know (pause) fifteen 

sessions of CBT and then go out and get a job (.) I don’t think it’s 

very realistic (199-210). 

 

Participant One used a case example to describe both her and the client’s 

frustration in trying to manage the dilemma of working with multiple 

difficulties in the context of a limited number of sessions:  

 

P1: he was so resistant to the idea of of finishing and quite rightly 

because he was going through a real journey and it was taking a 

long time and this journey was slowed down by the fact that he 

didn't have employment prospects ready for him to move away 

from beginning in this place of of (pause) erm of sort of financial 
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destitute and social isolation into a work environment which is 

really what he really wants to do that’s his goal and it would … so 

every time I try to (pause) erm talk about the idea of okay why 

don't we stretch out our sessions to try and in my head I’m 

thinking (pause) I can't offer him this many sessions, I need to 

offer the time to someone else, my waiting list is growing erm and 

so maybe if I offer him more spaced out sessions then erm I’ll be 

able to offer him something (pause) erm but with less demand on 

the service (pause) but erm so that but he didn't want to so I’ve 

just ended up (laughs) (pause) it actually caused a bit of a rupture 

in therapy … so I had to repair that erm really and I’m still seeing 

him although he's a lot better now cause he's started to do 

voluntary work …  paradoxically by trying to end it sooner to sort 

of (pause) manage that dilemma of waiting times I've ended up 

having to end up extend it (laughs) to negotiate the rupture yeah 

(177-208).  

 

Participant One went on to describe the dissatisfaction that clients can 

experience in engaging with services that do not meet their specific needs, 

and the impact of this on working against the targets defined by the service.  

 

 

D) Unemployment as one part of the overall problem  
 

A number of participants indicated that their dissatisfaction with the reports was 

further impacted by the way unemployment had been positioned as a 

standalone difficulty, which had been separated and prioritised over the more 

pressing concerns that clients themselves wished to discuss in therapy. 

Participants went on to express that they saw unemployment as only one part 

of a more comprehensive understanding of people’s experiences:  
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P7: I would have always asked those questions anyway in terms of 

(pause) you know if they’re working how many hours are they 

working and stuff but also what their goals are in relation to (pause) 

work, home life (pause) you know family, closeness to family erm 

and seeing whether whether their whether (.) their erm depression or 

anxiety disorder or problem is actually impacting on (pause) those 

domains and then maybe setting some goals from there (526-532). 

 

P3: I always ask people what they do like do you have a job? Oh 

yeah always I wana know like equally equally I always ask people 

you know who do you live with? Do you live on your own what do 

you do what’s an average day? What do you do in your spare time? 

Have you got any friends? Like cause you wana build up a picture of 

(.) their life and and all the aspects of that and (pause) by any major 

omission you’re gonna be asking yourself well why why is that? You 

know do you not work because (.) you don’t want to or you don’t 

need to? Or do you not work because (.) there’s some other barrier 

there (973-984). 

 

Some participants went on to explain that the approach to supporting 

clients with complex needs, including employment difficulties, could not be 

met by therapy alone, but that some clients required more support in terms 

of ongoing support and input from other services:  

 

P2: I mean I think peer support is on the increase and that's 

brilliant peer support groups, there is something when therapy 

ends to help maintain changes … it's about (pause) making their 

life (.) more fulfilling … erm it's not just about the problem, it's 

about (pause) different areas of their life that they want to 

improve, getting ongoing support erm whether it's for socially or 

for work (loud inhale) it's tricky though because there is (.) limited 

funding and it is very idealistic … I think some do have the 

support already in place and can move on and (pause) one 

episode of therapy is enough, I think others (.) need more (.) 

ongoing support (354-368). 
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3.4 THEME THREE: Managing conflict between personal and professional 
perspectives  
 

The previous theme focused on therapists’ views on the employment agenda, 

partly because this was informed by the studies research questions, but also all 

therapists spoke in depth about their thoughts and reactions. Therefore, during 

the interview process, and also during the analysis of the data, I developed a 

deeper curiosity about how therapists responded to such dilemmas. Two sub-

themes were identified: minimal impact and complying with the service 

demands on an administrative level. 

 

 

3.4.1 Sub- themes 
 
A) Minimal impact  

 

Participants described managing conflicts that the IAPT employment 

agenda raised for them by applying the agenda minimally to their 

therapeutic work. The following participant specifically referred to 

discounting the target of supporting a certain number of clients into 

employment. This was due to the mismatch of the agenda with the values 

that she drew on in her therapeutic work: 

 

P6: it hasn’t influenced me in the slightest no I think like I said I 

thought (pause) erm great it gives me more people to refer people 

to… for me personally I haven’t allowed it to be at the forefront of 

my work, I know the percentage the targets to get people off 

benefits and back into employment are there but that's not my 

interest or where my values lie (353-359). 
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Participant One spoke about working with the services employment agenda in 

her therapeutic work by using language and concepts that were more aligned 

with her views of therapy:   

 

P1: I was meant to be having conversations with them about goals 

that included work and (pause) the way I (pause) negotiated that 

with myself was to (pause) just ask them about meaningful 

occupation so for me I don't use the word work really you know, 

talk about daily structure (373-377). 

 

 

B) Complying with the service demands on an administrative level 
 
A number of participants spoke about managing the conflicts raised by the 

expectation to follow protocol-driven work when working with clients who were 

experiencing complicated mental health difficulties (related to theme one, sub-

theme B: one model of therapy cannot meet the needs of all clients) by broadly 

complying with the service demands. Participants described recording 

information on administrative databases according to the service requirements, 

but adapting protocols and what was expected of them in therapeutic sessions 

according to their clinical judgment:  

 

P3: Or is there anything you could try different or anything you could 

do differently? Is there some way you could think differently? I don’t 

really think about it in that way but yeah that is the stuff we would be 

doing erm (.) which you know I I can talk about it like when I write my 

notes I my notes will look (.) very much in line with I think the notes 

of other people er in terms of I I use the right catchphrases (293-

303). 
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All participants communicated that making the decision to adapt protocols was 

not an easy one and, consequently, it raised many dilemmas for them, including 

a lack of supervisory support for their clinical work, as explained in the following 

excerpt:  

 

P4: but because I broke protocol (.) erm (pause) I was unable to 

bring that sort of conversation to supervision because I broke 

protocol: therefore I had to handle it on my own and I used my (.) 

my my colleagues to brainstorm ideas rather than taking to official 

sup er supervision because I could get reprimanded for it (164-

171). 

 

 

3.5 THEME FOUR: The ideas that are drawn upon to formulate clients 
difficulties with employment  
 
The aim of the current research was to explore the various ideas that 

therapists drew on to help them make sense of people’s experiences of 

unemployment, how they used these ideas in their therapeutic work and the 

potential impact of this for clients. Based on the researcher’s interpretation 

of the data, participants answered the questions presented to them by 

discussing the ideas they drew on when formulating the impact of 

employment difficulties on people’s lives. Very few participants discussed 

any broader ideas, beyond their therapeutic work, that informed their 

understanding of why people experience difficulties with employment (see 

Appendix 3 C for a reflection of my experience of this). Before proceeding to 

describe this theme, it must be noted that despite the immense pressure 

under which participants were working and the limitations placed on them, 

as the researcher, I was continuously struck by their commitment and 

enthusiasm in helping their clients to get the most out of therapy and their 

determination in continuously trying to think about ways to better support 

them. Therefore, the following sub-themes are not a criticism of participants 

themselves but a reflection on the historical and contextual issues that have 

influenced their work. The two sub-themes that were identified have been 

called ‘The dilemma of exclusively focussing on client’s personal 
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characteristics and circumstances in therapy’ and ‘personal responsibility’. 

 

 

3.5.1 Sub-themes  
 

A) The dilemma of exclusively focussing on client’s personal 
characteristics and circumstances in therapy  
 

All of the participants who were interviewed were, at the time, using CBT as 

their main model of intervention, however, all participants had experience 

and training in using other frameworks, including various psychodynamic, 

systemic and humanistic models. Although participants talked about using a 

range of ideas to inform their therapeutic work, all models were based on 

models that decontextualised peoples experiences of mental health and 

unemployment. In addition, most participants spoke about predominantly 

using the CBT model to inform their ideas when talking about employment 

with clients. Participant Five described using the idea of pleasure and 

mastery to guide his thinking and conversations in his work with clients:  

 

P5: what they really need to do is is get some (.) pleasure and 

mastery back into their lives and and that could be had through 

doing some (.) meaningful job then I would (.) say that to them but 

it’s (.) erm (pause) I wouldn't I wouldn’t normally kind of force 

people (552-556). 

 

The following participant described using CBT principles to formulate clients’ 

difficulties with employment in the context of the clients’ overarching 

presentation:  

 

P7: I’ve always just thought about it in relation ta (pause) 

formulating it formulating it within the context of their current 

problem and if that’s something that they’re identifying erm then I 

will (pause) work with them on that so you know if that’s about 

somebody with social anxiety who is (pause) erm (pause) unable 

to fill in application forms because they’re worried what other 
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people think about their handwriting then that might be a goal that 

we would have in terms of their treatment erm (pause) and I'm 

trying to think I suppose if people have problems (pause) at work 

yeah no it's it it's more really is more in the more in the context of 

being sort of how I would formulate their problems with them (642- 

655). 

 

Some participants spoke about the difficulty with working with therapeutic 

approaches, which position employment outside of its wider context:  

 

P1: if that's (pause) financial situation is making you (pause) not 

have the opportunities that you'd like to have (pause) that would 

then you know I’ve got people basically saying that they can't 

afford to do BA I can’t I can't go out to see my friends because I 

don't have any money and you're like oh fuck excuse my 

language, shit that's really shit and erm (pause) so in that case 

the reality is is the brutal reality is yep we need to sort out your 

financial situation so it becomes a very explicit conversation 

about that (457-469). 

 

The following participant described the experience of drawing on 

approaches that decontextualised client’s distress on therapists sense 

of not being able to fully support clients with their difficulties or not 

knowing how to do so: 

 

P2: clinicians sometimes get a bit of heart sink from people 

who aren't in work and have been out of work a long time or 

(pause) been looking and not being successful cause its 

particularly if someone is depressed it feeds into that same 

march you're kinda (.) not sure how far you're going to get 

(pause) without them having making some steps in terms of 

getting employment but but they can then make those steps 

while they're still depressed (608-615).  
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When participants were asked whether they drew on any other ideas to 

understand unemployment, a small number of people briefly 

acknowledged a socio-political understanding of unemployment. 

However, on further questioning it seemed that participants did not want 

to elaborate on these points. It also appeared that most participants kept 

these ideas separate from their therapeutic work, while others spoke 

about acknowledging the socio-political causes of unemployment through 

a process of acknowledgement, normalisation and validation. Participant 

Two describes using the process of acknowledgement to enable her to 

have conversations with clients about finding employment during a time of 

economic recession. The participant also makes reference to the difficulty 

in using this idea when it is not supported by the wider service structure: 

 

P2: when (.) we were in the recession and there were less jobs 

erm I think it was very tricky and wasn't (.) acknowledging that 

(.) it was difficult to find work which which it still can be … it 

feels like it's shifted a little bit but we maybe more more about 

acknowledging that it it can be challenging given some of their 

difficulties just to kinda validate that a bit (450-465). 

 

The following participant described using the process of normalisation in the 

context of the recession to enable her to talk about employment with clients 

and to manage the conflicts that working with the employment agenda 

raised for her (see theme two, sub-theme A, at odds with therapists’ values):  

 

P1: it's so normalised by the recession and yeah it's given them 

permission definitely (473-474). 
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B) Personal responsibility 
 

Linked to the above sub-theme, which describes participants’ experiences of 

drawing on therapeutic approaches that focus on the client’s personal 

characteristics, the idea of personal responsibility followed. All participants 

explained that their therapeutic work was based on ideas of enabling clients to 

change their circumstances by taking personal responsibility and choosing to 

change, as described in the following excerpt: 

 

P5: in terms of (pause) sort of motivation I suppose that that’s just 

adapting a kind of (pause) standard (.) CBT (.) kind of skill to you 

know motivation and goals (pause) that sort of thing is all quite 

(pause) CBT so (pause) it’s not that different (340-344). 

 

 The following participant describes not aligning to the medical model of 

psychological distress, which is defined by clients having an inactive role in 

therapy. The participant goes on to conceptualise personal responsibility as an 

active ingredient for therapy: 

 

P3: treatment has this idea that you know you (pause) you know you 

supply it (pause) whereas for a therapy to work the person has to 

engage you know they have to be up for the idea of personal 

responsibility of change (1407-1411).  

 

It is acknowledged that the current theme is limited in its breadth. This was not 

only due to participants’ limited responses to speaking about any broader ideas 

they drew upon to understand the causes of unemployment, but also because 

there was a large degree of homogeneity in participants’ accounts. 
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4.0 DISCUSSION 
 

 

The chapter aims to summarise and critically discuss the findings outlined in 

the previous sections. It will start with a review of the data in relation to 

answering the study's research questions, followed by a discussion of the 

implications of the findings for policy, practice and training. The limitations of 

the study are discussed, the quality of the research is evaluated and 

suggestions are made for further research. Finally, a review of the data 

collection process and data analysis is provided and conclusions are drawn. 

  

4.1 Answering the research questions  
 

The aim of the present study was to contribute to the existing body of literature 

that has explored the ideas that therapists drew upon to understand the 

difficulties that clients experience with employment, the influence of the service 

context on therapists’ views and how therapists managed any potential 

conflicts. Rather than describe each theme and sub-theme, what follows is a 

discussion of the analysis in relation to the research questions.  

 

The introduction chapter explored the historical, social and political context 

of unemployment and its influence on research in the field of mental health. 

Through their work, researchers have supported the idea that unemployment 

is a result of personal weakness. In doing so, they have rendered alternative 

discourses, such as the influence of larger socioeconomic forces less 

available. The chapter also highlighted how this research has been pertinent 

in supporting the development of the IAPT service model. In the following 

section, an attempt will be made to use psychoanalytic ideas to make sense 

of the underlying processes that might have influenced therapists’ responses 

during the interviews. This will be important because the data analysis was 

limited, as there was a degree of homogeneity in participants’ responses 

and, at times, it seemed that therapists were also reluctant to explore some 

of the questions that were presented to them. For example, when therapists 

were asked to talk about the ideas they drew on when working with clients 

who experienced difficulties with employment, they all responded by 
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confining their answers to how they would formulate clients’ difficulties with 

employment. In order to explore these limitations, an attempt will be made to 

understand how therapists experienced and responded to the institutional 

practices that were explored in Chapter One and the impact of this on their 

therapeutic work (Layton, 2009). In addition, Gabriel (2005) argues that 

current theories that explain how organisations function tend to centre on 

ideas of rationality and order; however, the reality of most organisations is 

that they are uncertain and unstable. Psychoanalytic theories can provide an 

understanding of the emotional and symbolic experiences of workers in the 

context of uncertainty and change so that organisations can be supported to 

achieve their aims (Gabriel & Carr, 2002). Therefore, psychoanalytic ideas 

were used in the current study to understand how the unconscious 

processes of social, political and organisational systems can impact on 

therapists’ experiences of working with the employment agenda. 

 

4.1.1 RESEARCH QUESTION ONE: What ideas do therapists draw on 
when working with clients who are experiencing difficulties with 
employment?   
 

As mentioned previously, therapists responded to questions that asked them 

to talk about the ideas that they drew upon to inform their understanding of 

unemployment by restricting their answers to how they would formulate 

clients’ difficulties. In describing their work, therapists focused predominantly 

on the influence of the microsystem, or the most direct level of influence on 

people’s experiences (Bronfenbrenner, 1994). Consistent with previous 

research (see Myhr et al., 2007; Nel, 2010; Pilgrim & Carey, 2012; Proudfoot 

et al., 1997; Safran et al., 1990), therapists’ approaches were broadly based 

on helping clients to reflect on their experiences and their understanding of 

personal responsibility. When working with clients who were experiencing 

difficulties with employment, therapists defined personal responsibility as an 

active element of therapy that was closely associated with the clients’ 

therapeutic goals. It therefore required clients to be willing to engage with 

the concept of personal responsibility in order for therapy to be useful. The 

focus on personal responsibility also appeared to warrant the transformation 

of what could be considered a social, political and economic factor into 
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something tangible and of relevance for therapeutic sessions. To a large 

extent, this was expected, as all therapists who were interviewed described 

using CBT as their main therapeutic approach.  However, the concept of 

personal responsibility in CBT is not simple or linear, as experiences of 

inflated responsibility for adverse consequences are also seen as a 

response that can contribute to symptoms within certain diagnostic 

conditions, such as obsessive-compulsive disorder (Rachman, 2002; 

Salkovskis, Forrester & Richards, 1998). Although there is much debate in 

the field about approaches to working with people who experience difficulties 

with employment (see, Boyle, 2011; Moloney & Kelly, 2004), the current 

study was novel in capturing therapists’ experiences of predominantly 

focusing on the direct impact of employment for clients.  

 

The analysis indicated that therapists found it difficult to exclusively focus on the 

microsystem when discussing people’s experiences of employment. The reality 

of people’s circumstances, such as their financial difficulties or the limited jobs 

available as a result of the recession, could often raise conflicts in the extent to 

which people could engage in therapeutic techniques that focused 

predominantly on intrapsychic elements. Therapists overcame this predicament 

by making subtle reference to the socio-political causes of unemployment, 

which was predominantly achieved through acknowledgement, validation or 

normalisation. These are processes that are widely used in CBT, as well as 

other therapeutic approaches, and are used to enable the attunement to a 

client’s emotions by de-pathologising their experiences or attempts at coping 

(Bennett-Levy et al., 2001; Meichenbaum, 1993; Rector & Beck, 2001). In the 

introduction chapter, it was also argued that the implication of therapists’ 

tendency to focus predominately on the microsystem to talk about people’s 

experiences of employment was that it had the potential to blame clients for 

their difficulties (Diemer & Blustein, 2006; Miles, 1987). It appeared that the shift 

between intrapsychic elements and processes such as acknowledgement also 

enabled therapists to manage this predicament.  

 

The analysis also suggested that therapists were faced with a number of 

dilemmas when drawing on the socio-political context of unemployment in their 

work. Therapists explained that they felt more confident to make reference to 
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socio-political contexts when the wider service was also acknowledging it. This 

was partly in response to concerns that IAPT services were creating less space 

to acknowledge wider socio-political contexts, as people’s difficulties with 

employment were being increasingly viewed in terms of symptoms and illness 

and therefore converted into medicalised language. Concerns about the 

medicalisation of people’s everyday experiences have been raised in previous 

research, for example, Miles (1987) cautions that not only can the 

medicalisation of employment problems serve to normalise people’s distress, 

but it can also diminish the social causes of unemployment. In normalising 

distress, it encourages the view that unemployment is an impending reality for 

many people who are vulnerable to stressors, and therefore creates a 

reluctance to address the socio-political causes of the problems. Other 

therapists explained that despite using various processes to make reference to 

the socio-political context of unemployment, they still struggled to find ways of 

initiating conversations about employment with clients who did not raise this as 

a problem themselves. 

 

Therapists’ experience of the dilemmas they faced when focusing their 

intervention on the level of the microsystem can be understood by exploring the 

unconscious processes of social and political interests. Peltz (2005) explains 

that political changes over the last thirty years have led to a form of free market 

culture, which is partly a consequence of the failure of the government to 

contain the worries and anxieties of the most vulnerable people in society.  To 

succeed in this system requires people to become overly responsible and self-

reliant in order to defend against dependency, which is increasingly viewed as a 

shameful need. In order for politicians and the NHS to promote and encourage 

the public to view unemployment as the result of personal responsibility, there 

has been a need to split the characteristics and capabilities of the clients who 

experience difficulties with employment by identifying the socio-political context 

as the norm and right, whereas people as the location of the problem (Friedli & 

Stearn, 2015; Halton, 1994).  Halton (1994) suggests that people as well as 

whole institutions can engage in defences such as denial and splitting in order 

to manage realities that are too threatening or painful to acknowledge. Although 

some institutional defences can be healthy, as they can enable people to 

develop through such conflicts, others can fragment an institution’s relation to 
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reality. When fragmentation occurs, it can hinder the organisation’s ability to 

achieve its goals, for example to support people with their difficulties with 

employment. However, the data analysis indicated that despite pressure from 

the wider system to confine their work to explanations within the microsystem, 

therapists were continuing to seek ways to integrate wider socio-political ideas 

into their work. The integration of the split-off ideas into a more integrated whole 

was mainly in response to feedback received from clients themselves and 

therapists’ own approaches to their therapeutic interventions. 

 

All therapists spoke in detail about their views and experiences of working 

with the employment agenda, which provided novel insight into the areas of 

the agenda that they found particularly difficult or incompatible with their 

values. In keeping with previous research (Pilgrim & Carey, 2012) therapists 

explained that following the recession, there was now less emphasis on 

meeting the targets of the employment agenda; however, all participants 

continued to express negative views about the agenda in its current form. 

The more experienced therapists described that their therapeutic work has 

always involved working towards social targets. Similar to previous literature 

(Rose, 1985), the social targets have mainly focused on reducing risk and 

harm for clients and the public. They communicated that the IAPT approach 

to employment did not necessarily benefit all clients, and consequently 

therapists were in strong opposition to the employment agenda in its current 

form.  

 

Therapists voiced the opinion that the employment agenda was idealistic in 

its approach, as it had not been fully developed by taking into consideration 

the short-term nature of their work. They also expressed that the agenda did 

not consider the complexity that mental health problems could have in 

unsettling many aspects of people's life, which could often make it difficult for 

people to go straight back into employment after an intervention. They 

explained that clients who presented with complex difficulties often required 

long-term input from services. This is in keeping with previous research, 

which indicates that people who experience multiple stressors are more 

likely to experience poorer mental health (Wilkinson & Pickett, 2007). Some 

therapists also expressed that clients who presented with complex difficulties 
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required social approaches to support, which in the past had been provided 

by the voluntary sector; however, due to financial cuts, such services were 

now less available. Consequently, therapists felt an increased pressure to 

find ways of meeting the needs of this client group in a service context that 

was imposing increasing constraints on the types of models upon which 

therapists could draw on and the number of sessions they could offer.  

 

The analysis was novel in capturing therapists’ disappointment with the 

reductionist approach that the employment agenda had taken. They explained 

that talking about employment had always been an important and routine part of 

their work, even before the introduction of the agenda in IAPT services. 

However, therapists felt that it was important that such concerns were 

discussed in the context of the clients’ therapeutic goals. Therapists did not 

agree with the way unemployment had been positioned as a categorical and 

separate problem, which had been prioritised over the more pressing concerns 

upon which clients themselves often wanted to focus. Contrary to the 

employment agenda, therapists viewed unemployment as one part of a more 

comprehensive understanding of people’s difficulties. 

 

Some therapists were concerned about the impact of the employment 

agenda on the transparency of their therapeutic work, and the impact of this 

in clients feeling misled or coerced into discussing their difficulties with 

employment. Friedli and Stearn (2015) have also questioned the ethics and 

professional accountability of not obtaining clients' consent to formulate their 

difficulties in a way that advantages neoliberal welfare reforms. 

Consequently, therapists felt that the employment agenda did not fit with 

their values in their therapeutic work. 

 

It was previously argued that the increased regulation of therapists’ work has 

been an attempt to recruit and encourage therapists to split the multiple causes 

of unemployment and to jointly reproduce discourses of personal responsibility. 

It is also being argued here that the positivist framework upon which the IAPT 

service model has drawn on, through the development of manualised 

interventions and its approach to working with employment, has lent support to 

political discourses that have a focus on self-reliance and individual 
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responsibility. This has been achieved, for example, by utilising medical 

discourses, which hold the notion of ‘truth’ and therefore provide people with the 

sense that political and therapeutic discourses hold the answer to social 

problems (Shaw & Taplin, 2007). Furthermore, positivist traditions also work to 

convert knowledge into facts, and in doing so, it is argued that the facts can be 

separated from discussions about values and morals (Kendler, 1999). By IAPT 

services drawing on notions such as ‘truth’ and ‘facts’, idealistic and reductionist 

ways of working with clients have been supported. Consequently, therapists as 

well as clients have been further encouraged to split the understanding of 

problems with employment by locating the causes of unemployment within 

people. However, it seemed that in practice, therapists encountered numerous 

problems with predominantly working in such ways (for a discussion of why 

services may continue to engage in tasks despite wide opposition, see section 

4.1.3). Like many authors (i.e. Blustein, 2006; Fouad & Bynner, 2008: 

Prilliltensky, 2003; Stockdal et al., 2007; Waldegrave, 1990), Layton (2009) also 

encourages therapists to be continually aware of situations where they are 

being asked to collude with damaging discourses and to consider how they can 

bring this to the conscious awareness of other people and organisations. 

 

 

4.1.2 RESEARCH QUESTION TWO: How does the service context 
influence therapists’ views about unemployment?  
 

The research question aimed to explore how the wider service context might 

have contributed to therapists’ overall experience of working with the 

employment agenda.  All therapists praised the IAPT initiative for increasing 

the availability of psychological therapies. However, similar to previous 

findings (MIND, 2013), therapists expressed a deep concern about the way 

in which IAPT services were pursuing service targets, which had now 

resulted in clients receiving a poorer quality of service.  

 

The analysis indicated that due to the service’s focus on targets, therapists 

experienced a loss of autonomy in their clinical work. A previous study 

carried out with therapists working in IAPT services (Steel et al., 2015) 

suggested that a high workload and lack of autonomy within their roles led to 
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emotional exhaustion, with implications for their therapeutic work with clients 

and decreased job satisfaction. The study explored the findings based on 

therapists’ coping styles; the current research provides further information 

about what caused therapists to experience a loss of autonomy and their 

experiences of it. The analysis suggested that the protocol-driven nature of 

therapists’ work resulted in them being unable to use their clinical judgment 

to draw on different models in order to meet the complex needs of clients. 

Consistent with previous debates in the field (Hall & Marzillier, 2009; 

Moloney & Kelly, 2004), all therapists felt that CBT itself could not meet the 

needs of all clients. However, there was also a sense that the media and 

political priorities had played a crucial role in promoting CBT as the answer 

to all mental health problems, which was not supported by the evidence 

base. The data analysis also implied that the lack of autonomy to draw on 

different models was further restricted by the service’s administrative 

databases, which drew heavily on diagnostic categories and lent itself to 

ensuring that therapists were delivering protocol-driven work. For example, 

therapists explained that due to the computer databases relying on 

diagnostic categories, there was little space to work with clients whose 

problems could not be categorised in such ways, such as relational 

problems. Therapists’ concern about the challenges of working towards 

numerous targets has been widely documented since the introduction of new 

public management (NPM) initiatives to the NHS in the 1980s, which has 

been criticised for its focus on efficiency, accountability, performance and 

technology over the judgments of public sector professionals (O’Neill, 2002). 

 

Another issue that was emphasised by therapists was that the service’s 

attention to targets had impacted on their inability to offer the number of 

sessions that were recommended in the NICE guidelines. Consequently, 

therapists described that the emphasis on meeting targets had changed 

conversations within therapy. They explained that the short-term nature of 

their work meant that they were no longer able to talk about their clients’ 

difficulties in any particular depth or take a holistic approach to working with 

all the difficulties that clients presented with; instead, there was a focus on 

concentrating their intervention on a particular area of the client’s concern. A 

report published by the Centre for Economic Performance (2012) also 
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indicated that in the UK, the biggest disparity in health inequalities lies within 

mental health services. This was particularly related to ‘under-treatment’ and 

has led to calls for the provision and access of mental health services to 

match those of physical health services.  

 

Therapists in the current study felt that a more flexible approach was 

required in order to meet the needs of all clients. Such findings are 

consistent with the results of a previous study carried out in IAPT services, 

which suggested that clients who experienced more complicated difficulties 

in relation to their past, current psychological presentations and their 

environment tended to refer to IAPT services more often. The findings 

proposed that the weekly therapeutic structure offered by IAPT services was 

not useful to all clients (Cairns, 2014). The analysis from the current study 

expanded on these findings by contributing therapists’ experience of working 

with numerous targets. Therapists explained that the lack of autonomy in 

their work left them with a deep sense of dissatisfaction and some also 

spoke about it having the effect of leaving them feeling alienated from their 

client work. Gabriel (1999) observed that feelings of dissatisfaction and 

alienation are common in the workplace and are experienced by staff 

working at all levels.  However, the analysis from the current study added 

that the lack of autonomy led therapists to lose empathy and concern for 

their clients, which left them with a general sense of guilt. Some therapists 

spoke about trying to find ways of resolving these feelings, while others 

described carrying them around on a daily basis.  

 

Concerns about the impact of the experience of staff working in the NHS on 

patient care have recently become a central focus, particularly in response to 

the Francis Report (2013), a public inquiry into the failings of the Mid 

Staffordshire NHS Foundation Trust. Over the years, psychoanalytic theories 

have played an important role in helping managers and leads to make sense of 

the increasing demands that are placed on the NHS and their impact for staff. 

Psychoanalytic authors (Layton, 2009; Menzies-Lyth, 1960; Risq, 2012) 

describe how institutions such as the health care system play a crucial role not 

only in carrying out the fundamental task of providing the nation’s health care, 

but also in containing fundamental human anxieties (Layton, 2009). People as 
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well as other institutions (such as political systems) can often seek relief from 

their anxieties about issues such as employment by projecting them into the 

NHS to manage. For a service to contain the anxieties projected into it, the 

organisation needs to be in a depressive mode. This encompasses both the 

understanding of the primary task of the service and the ability to maintain an 

awareness of the anxieties that are projected into the container, rather than 

defensively blocking them out of awareness (Obholzer, 2004). In IAPT services, 

this would involve not only supporting people with their mental health problems 

but also openly reflecting on the impact of political reforms on people’s 

wellbeing and on the targets of the service. Obholzer (2004) states that a great 

deal of what goes on in mental health services is not about the dramatic rescue 

of clients and society, but about acknowledging experiences of the relative 

powerlessness of organisations. However, the current position of many health 

services is quite different; the new style of management in the NHS is a top-

down model. This model provides managers with more power, and through the 

repression of therapists’ anxieties and also the real worries about their work, it 

has enabled the role of care to be displaced out of the political and 

management system and left to front-line staff and therapists to manage.  Front-

line workers, therefore, have become more vulnerable than ever to being 

caught up in an unconscious social projective system in which the capacity to 

do heroic things is placed within them and they are expected to perform 

(Obholzer, 2004). Within the current study, this created high levels of anxiety for 

therapists, which led to experiences of loss and displeasure and consequently 

had implications for their work with clients. 

 

The regulation of therapists’ work also had the impact of closing down 

opportunities for therapists to critically reflect on elements of their work with 

management. More specifically, therapists described a sense of fear about 

raising or discussing points of contention or questioning aspects of the service 

during team meetings. This was due to concerns about being seen as 

problematic members of the team for raising concerns about their work. The 

findings are consistent with previous research carried out in IAPT services, 

which has argued that as the focus has turned to an idealised form of ‘cure’ 

rather than ‘care’, it has had a vast impact on therapists’ ability to discuss their 

views with the teams within which they worked (Lewis, 2012). However, within 
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the current study, it seemed that therapists working in more senior roles found 

that their position within the hierarchy allowed them the privilege to voice their 

concerns. Bollas (1992) explains that due to pressure to meet targets, 

individuals and groups can engage in what he calls an unconscious "fascist 

state of mind" where an idea, aim or goal is established and sustained through 

the elimination of all opposition. Consequently, this management style, which 

enables managers and NHS leads to turn a blind eye to the consequences of 

their actions, gives an overall impression that the service is meeting its aims. 

However, in the long term, the consequences can be detrimental for staff and 

for the overall functioning of the organisation (Obholzer, 2004). Therefore, to 

address the growing demand for therapy at a time of ongoing budget cuts, 

services will need to foster a culture in which therapists feel able to contribute to 

discussions about service development. This will also be paramount in 

addressing therapists’ dissatisfaction with their work. 

 

 

4.1.3 RESEARCH QUESTION THREE: How do therapists manage any 
potential conflicts that may arise between their personal views and the 
priorities of the service within which they work? 
 
The data analysis indicated a large degree of homogeneity in therapists’ 

responses to this research question. This may have been due to the combined 

impact of therapists’ experiences of working in IAPT services, as described 

above (i.e. lack of autonomy, inability to discuss their concerns with 

management and the services focus on targets), which might have left them 

feeling that there were limited resources that they could draw on to manage 

conflicts between their personal views and the priorities of the service. Similarly, 

previous research carried out in IAPT services has argued that the 

securitisation of therapists’ work had a vast impact on therapists’ overall morale 

and their ability to manage the dilemmas that arose in response to service 

provision (Lewis, 2012).  

 

In the present study, given their opposition to the employment agenda in its 

current form, therapists responded to the expectation of working with this 

agenda by using it minimally and only when necessary. Some spoke about 
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focusing on more pertinent areas of their therapeutic work, such as working 

towards what the client wanted to focus on in therapy, and paying less 

attention targets, such as getting a certain number of people back into 

employment. Others spoke about using the employment agenda by 

changing the emphasis and talking about ideas that were more aligned with 

their own values, such as meaningful occupation as defined by the client. 

The findings are broadly consistent with previous studies that have explored 

the predicament of managing the expectation to use medical diagnosis and 

providing appropriate care, particularly in the context of the American health 

insurance system. For example, a Canadian study carried out by Strong et 

al., (2012) found that counsellors managed the conflicts raised by using the 

Diagnostic and Statistical Manual (DSM) in their therapeutic work by only 

using diagnosis when it added something useful to the therapeutic 

conversation. This was in an attempt to stay true to their theoretical 

orientation.  

 

Therapists also discussed broadly complying with the service demands 

by recording information on administrative databases according to the 

service requirements, but using their clinical judgment to guide 

conversations in therapy. The data widely correspond to a previous 

study, carried out in America, that suggested a common 

acknowledgement by psychologists to adapt diagnoses on administration 

systems for a number of reasons, such as protection of client 

confidentiality, future employment prospects and medical insurance 

(Murphy, DeBernardo & Shoemaker, 1998). Other research has explored 

the ethical, legal and professional dilemma of intentionally misdiagnosing 

clients for insurance purposes (Braun & Cox, 2005). However, therapists 

in the current study expressed deep apprehension about making such 

adaptations to their work. Due to feeling unable to talk about and 

negotiate their concerns with management (see section 4.1.2), therapists 

also felt a general sense of worry about discussing any work that was not 

aligned with the service’s priorities in supervision. This was due to the 

worry of being reprimanded for the refusal to comply with the service 

demands. However, therapists explained that they were able to receive 

support for their clinical work through peer supervision from their 
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colleagues.  

 

Fotaki and Hyde's (2015) work on ‘organisational blind spots’ can be used 

to explain why organisations may persevere with tasks that are 

unfavourable or unrealistic in their expectation. They explain that defence 

mechanisms such as splitting and idealisation can partly lead organisations 

to develop social defences or ‘blind spots’, which can operate at an 

individual or systemic level and are often maintained by strategies used by 

managers, policies and social discourses. In order for organisations to 

maintain a policy or an agenda as the idealised ‘good object’ within a highly 

pressured environment and opposition from staff, it requires an intrapsychic 

splitting of information that is not consistent with the aims of the 

organisation. Therefore, despite therapists’ opposition to the employment 

agenda in its current form and their active rejection of it in their work, 

managers and NHS leads have engaged in a process of repressing this 

information. Furthermore, organisational members split-off uncomfortable 

emotions that can arise from unsuccessful experiences, which are then 

projected into other people, for example by increasing the regulation and 

scrutiny of the work carried out by front-line staff, as experienced by 

therapists in the current study. This enables organisations to continue their 

commitment to unrealistic routines and agendas. Further feedback and 

responses from staff result in even more splitting and blame (Fotaki & Hyde, 

2015; Gallagher, 2014; Jarrett, 2004).  

 

The process of splitting feelings, experiences and ideas is characteristic of 

what is known as the paranoid-schizoid position, the aim of which is to 

alleviate the distress caused by internal conflicts (Halton, 1994). Klein 

(1946) explains that a healthier position is the integration of the split-off 

experiences, emotions and ideas into a more elaborate reality as a whole; 

this is also known as the depressive position. Brown and Starkey (2000) 

suggest that the depressive position can be achieved by engaging in 

reflexive questioning with staff at every level of the organisation. Within 

IAPT services, this might involve creating a safe and open space within 

team meetings for therapists as well as managers to discuss and reflect on 

their concerns about aspects of the service.  
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4.2 Implications and opportunities for policy and practice  
 

Based on the findings from the current study, a number of recommendations 

are made: 

 

• The IAPT initiative has faced continual criticism for not offering clients a 

choice of interventions (MIND, 2013). The choices of psychological 

therapies that are offered by mental health services are based on 

recommendations made by NICE guidelines. NICE, as an organisation, 

has the responsibility to assess the available evidence base of 

psychological therapies. The debate in the field is underpinned by how to 

measure the evidence base of psychological therapies. Currently NICE 

guidelines use Randomised Controlled Trials (RCTs) to measure the 

effectiveness of therapies, which has been met with wide criticism. 

Turpin et al., (2009) argue that although RCTs are able to contribute to 

the understanding of treatment efficiency and how services are 

configured, they are limited in providing a comprehensive understanding 

on their own. They recommend that more practice-based evidence is 

required in order to improve the quality of services. Therefore, it is 

recommended that along with RCTs, NICE should continue to invest in 

broadening its criteria for its evidence base by including qualitative 

means of measuring the effectiveness of therapies and the support being 

provided to clients who experience difficulties with employment (MIND, 

2013). However, the danger is that whilst this debate continues, the 

needs of many of the recipients of mental health services remain unmet: 

therefore, it is recommended that the research that has been advanced 

in the field should be used to broaden current service provision and the 

evidence base. 

• Therapists in the current study criticised public policy for making the 

suggestion that one approach to unemployment would be suitable to 

meet the different needs of all clients. Therapists explained that people 

who experienced on-going difficulties with finding employment often 

experienced multiple problems (e.g. housing and debt) and therefore 

required more sessions. In order to meet the needs of all clients who 

access IAPT services, importance should be placed on providing 
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therapists with flexibility to extend the number of sessions offered to 

clients. This will require changes across all areas of public policy in order 

to influence funding and service targets.  

• Partnerships between statutory and different voluntary sector 

organisations should be further developed in order to inform and share 

good practice on how to work with people who experience difficulties with 

employment. For example, the future development of the partnership 

between IAPT and employment agencies could include sharing 

information about community projects. They could also work together to 

develop schemes that engage clients in community interventions such as 

social action (Fouad & Bynner, 2008). This could lead to a wider 

approach to supporting clients who experience difficulties with 

employment and the work could also be used to develop further 

evidence-based interventions in the field.  

• Although the current focus of mental health service has shifted to one 

that is underpinned by efficiency, the findings from the current study 

indicate that this has been at the cost of therapists feeling dissatisfied 

with their work, suffering a lack of autonomy and burn-out, therefore 

perpetuating the criticism that mental health services have historically 

faced in excluding clients, particularly people who have less access to 

material resources (Fernando, 2011; Smail, 2011). In order to meet the 

needs of therapists and provide an equitable service to clients, again, 

change would be required at every level of policy in order to support 

managers in IAPT to provide therapists with more autonomy and 

flexibility to meet the complex needs of clients. 

• The increased focus on regulating therapy has led to therapists feeling 

unable to share their views of the service within which they work. An 

independent review that was carried out to inform NHS practice (Francis, 

2015) identified problems with staff speaking out as a pervasive issue in 

the NHS. The report made recommendations to address this problem at 

every level of the NHS and proposed a Freedom to Speak Up Guardian 

in every trust, a National Independent Officer to guide local Guardians 

and support schemes for staff. The current study suggests that such 

principles could be extended and implemented at a service level: for 

example, during team meetings, managers could engage therapists to 
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discuss their concerns. Areas of contention and dilemmas that cannot be 

solved on a service level could possibly be raised at a policy level. 

 

 

4.3 Implications and opportunities for training  
 

• Therapists’ experience of finding it difficult to work with some clients who 

experience multiple levels of inequality should be addressed through 

high intensity training for IAPT to include a wider approach to 

understanding people’s experiences with employment. It is argued in this 

study that this should include a socio-political understanding of 

unemployment.  In addition, policies informing the configuration of IAPT 

services should facilitate the use of different models through the service’s 

administration systems and the management culture. 

• Furthermore, the findings of the studies in the field could be used to 

develop training packages for other courses in mental health, such as 

the clinical psychology training. This may help psychologists to become 

more aware of the influence that different epistemological positions can 

have on research, therapeutic interventions and service models. 
• Research in the field indicates a need to consider and include social 

inequalities when assessing, formulating and working with clients 

(Gilbert, 2009). The current study argues that community psychology 

principles could be used to adapt CBT practice. Developments in this 

field could also be used to contribute to the evidence base of CBT 

(Gilbert, 2009).  

 
 
4.4 Limitations of the study 
 

The limitations of the current study will be discussed in the following sections.  

 

• Chosen method of analysis: the use of thematic analysis involved a 

number of inherent limitations. For example, Joffe and Yardley (2004, 

p.66) argue that this method “abstracts issues from the way that they 

appear in life, organising material according to the researcher’s sense of 
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how it connects, rather than the inter-relationship of themes in the 

participant’s mind or lifeworld”. It also risks diminishing the context which 

the speaker provides (Mishler, 1986). Reflecting on these points, as 

would be expected, therapists’ responses in talking about employment 

were not homogeneous: their ideas were influenced by a range of 

factors, such as their training background and work experiences, their 

own personal experiences and their epistemological position. These 

factors all influenced the stories that the participants were trying to 

communicate in their interviews. However, this information was not 

captured by the themes presented: rather, the commonality amongst the 

data was captured.  

• Sampling strategy: A significant limitation of the sampling strategy was 

that participants working outside of London were not recruited for this 

research. Therefore, it is not known whether the results of the current 

study are representative of the views of therapists working in locations 

outside of London. The sample size for the research could also be 

viewed as limiting the support for the themes identified. However, Guest, 

Bunce and Johnson (2006, p.78) describe the challenges with defining a 

specific number of participants to interview for a study. In their research, 

they documented that after six interviews, they had achieved enough 

data to support “meaningful themes and useful interpretations”. 

• Opportunity sample: It is important to reflect on why participants agree to 

take part in the research project, as this can provide information about 

the therapists’ contexts. Based on the feedback given by participants at 

the end of the interviews, some said they wanted a space to talk about 

their dilemmas and wanted their opinions to be captured, while others 

described the research as being important to the development of IAPT. 

The ways in which these motivations influenced participants’ accounts 

were evident throughout the interviews. For example, all participants 

tended to steer the interviews to talk about their views and opinions 

about the wider IAPT context, despite this not being particularly relevant 

to the questions they were being asked. This highlights the importance of 

querying what the views of therapists who did not agreed to take part in 

the research might have been. 
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• Generalisability: Qualitative research is based on the idea of gaining a 

deeper understanding of a complex phenomenon rather than making 

claims that are generalisable (Willig, 2008). Although the findings of the 

research are specific to those who offered them and claims are not being 

made about the findings reflecting the views and experiences of other 

therapists working in IAPT, there were clear commonalities in 

participants’ responses in the current study, which could be used to 

inform policies and further research. 

 

 

4.5 Reviewing the quality of the research  
 

The criteria to assess the quality of qualitative research encompass much 

debate about the extent to which the method of assessing quantitative research 

can be extended to qualitative research (Ritchie & Lewis, 2003). However, 

some authors (Elliott, Fisher, & Rennie, 1999) argue that the quality of research 

can be delineated from the extent to which it answers the research questions. 

There is also some argument in the field about how to evaluate qualitative 

research. For example, Willig (2008) suggests that different criteria are 

available to evaluate qualitative research and the selection must be consistent 

with the epistemological framework chosen. On the other hand, Spencer and 

Richie (2012, p. 229) propose three guiding principles that can be applied to all 

qualitative research: “the contribution of the research, the credibility it holds and 

the rigour of its conduct”. These principles have been used to assess the quality 

of the current research. 

 

 

4.5.1. Contribution  
 

This describes the extent to which the findings of the study can advance 

knowledge in the area.  

 

The research sought to contribute to the existing body of literature and debates 

in the field that broadly explores the relationship between unemployment and 

mental health. The study has specifically explored therapists’ views and 
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experiences of the integration of an employment agenda to their therapeutic 

work. It is hoped that the analysis of the data will contribute to literature which 

seeks to understand therapists’ experiences of working with an employment 

agenda, how mental health organisations operate under financial and political 

pressure and the impact of this on therapists’ experiences of working in such 

services and on their client work. Furthermore, the research has the intention to 

influence institutional practices and service provision in order to generate 

further debates, specifically in relation to the integration of an employment 

agenda to mental health services and organisational practices which can 

negatively impact on therapists’ experiences of working in mental health 

services, and to enable a wider range of therapies to be made available in order 

to support the growing number of people who experience difficulties with 

employment.   

 

 

4.5.2 Credibility 
 

Credibility is the extent to which the findings of the research are justifiable 

and it refers to the transparency that is offered in order to be able to logically 

trace how conclusions were made. Two main processes are offered to 

assess this: methodological validity refers to the rigour of the research 

process, which involves describing how the data was categorised and 

interpreted in order to arrive at conclusions: interpretive validity concerns the 

conviction to which conclusions can be made. The two criteria were 

addressed by adopting a thorough transcription process (see Chapter Two, 

section 2.8, Transcription) in order to represent the views of therapists as 

closely as possible to what they communicated during their interviews. 

Numerous extracts were presented to describe and support the justification 

of each theme and sub-theme. In addition, the assumptions being made 

during the analysis of the data were clearly defined in the methodology 

chapter (see Section 2.7, Data Analysis). Triangulation has also been 

suggested as a process to validate the findings of a study: this involves a 

number of people reading the analysis in order to come to an agreement 

about the findings. However, given the critical realist approach adopted in 

this study, assessing inter-rater reliability was not relevant, as this position 
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holds the assumption that there are multiple ways of interpreting data. 

However, a draft of the analysis chapter and the relevant appendices were 

shared with the supervisor of this research. 

 

 

4.5.3. Rigour  
 
Rigour or the methodological validity of a study can be assessed in considering 

the following areas:  

 

 

4.5.3.1. Reflexivity  
 
Reflexivity in qualitative research relates to an exploration of how the 

researcher's own values, perspectives, interests and motives influenced the 

research process and the knowledge produced (Nightingale & Cromby, 1999; 

Willig, 2008), which is also central to ethical practice (Darlaston-Jones, 2007). 

In order to provide as much transparency as possible, reflexive sections have 

been included throughout each chapter of the current study. 

 

 

4.5.3.2 Audibility  
 
Audibility is also known as the audit trail and refers to describing how 

decisions were arrived at throughout each stage of the research. Within the 

methodology chapter of this study, an explanation was provided about why a 

qualitative approach was chosen, the epistemological position adopted and 

the approach used to analyse the data.  The discussion chapter provides an 

analysis of the conclusions that were arrived at and the reasons for this.  
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4.5.3.3 Defensibility  
 

This involves offering a clear justification for why a particular sampling 

strategy and method were chosen and how they met the aims of the 

research. This has been outlined in both the methodology and discussion 

sections of this report. In addition, an explanation has been provided as to 

how these areas have been considered from the chosen epistemological 

stance and met ethical guidelines. 

 

 

4.6 Suggestions for further research 
 
A limitation of this study is its focus on therapists’ accounts of what ideas they 

draw on when talking to clients who experience difficulties with employment. 

Future research could focus on recording and transcribing therapeutic 

conversations between therapists and clients. This would enable access to 

information about what happens in actual sessions rather than participants’ 

accounts of them. A conversational analysis (Sacks, 1995) of data may enable 

a detailed elaboration of conversational sequences and strategies (Schegloff, 

1998) used by therapists and clients to talk about employment difficulties. It 

might also be useful to interview therapists and clients to explore their 

experiences of the conversations. This would allow for a more comprehensive 

account, which explores conversations about employment difficulties at different 

levels, the actual interaction, the therapist’s perspective and the client’s 

perspective. Participants in the current study indicated that they predominantly 

drew on therapeutic models that focused on clients’ personal characteristics to 

talk about the difficulties that they experienced with employment. Future 

research could focus on exploring what clients thought of this approach, 

whether it met their needs, what might be adapted to make the conversations 

more helpful to them and their experiences of therapy. It might also be useful to 

examine transcripts from team meetings and supervision sessions to further 

explore the ideas that are drawn on to talk about employment difficulties and 

the function of the ideas. 
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Given that therapists appeared to rely on employment agencies in order to meet 

the practical needs of clients who experience difficulties with employment, it 

might also be useful to undertake research with professionals in these fields. 

Research could investigate what ideas professionals draw on to support clients 

with their employment difficulties, how clients experience these ideas, what they 

make possible or close down in their employment journey, and also what they 

would like to add or change about the interventions. 

 

Participants’ responses indicated that therapists might find it more difficult to 

work with clients who have less access to financial resources. It might be 

beneficial for future research to explore how therapists approach conversations 

with clients from socially deprived backgrounds, what it is about these 

conversations that leads therapists to find it more difficult to support clients, and 

the clients’ experiences and views of these conversations. 

 

 

4.7 Reflexivity 
 
Qualitative research places an importance on the reflexive process of the 

researcher.4 Reflective sections have been added throughout the study, and the 

following section considers further aspects of the three central process of 

reflexive practice: personal reflexivity, epistemological reflexivity and critical 

language awareness, as described by Willig (1999).  

 

 

4.7.1 Personal Reflexivity 
 

• My identity as a UEL researcher: the training I have embarked on in 

undertaking this course has exposed me to many critical ideas and 

theories, possibly more than other clinical psychology training 

courses. During the start of some interviews, participants commented 

on this and engaged me in conversations about my training. A few 

participants also sought my opinions about CBT, given the strong 

debate about the model within the field. I wondered whether the 
																																																													
4 For a definition of reflexivity, please refer to chapter two (2.3 Reflexivity) 
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participants who agreed to take part in this research were those who 

were keener than others to express their views and what the views of 

those who did not agree to take part in the research might have been. 

It is also reasonable to assume that my training would have 

influenced the conversations that took place in the interviews and I 

wondered what stories would have been told if I had drawn on other 

psychological theories and ideas.  

• The influence of drawing on critical ideas: The feedback I received after 

carrying out the initial pilot interview help me to reflect on the impact of 

drawing on critical ideas on the research process. The feedback provided 

made the suggestion that some of my questions were leading towards 

more critical ideas and consequently had the impact of closing down 

conversations that drew on other ideas. The feedback helped me to 

develop the questions further with the aim of getting the most out of the 

interviews and also, as would be expected of all research, for the 

interview to be a useful process for the participants. However, along with 

holding the feedback from the pilot interview in my mind, and my 

awareness of the more positivist approaches that the participants I was 

interviewing drew on, I found myself at times holding back in taking up 

certain opportunities to ask further questions or push participants to talk 

about certain ideas. For example, when participants were asked about 

what ideas they drew on to talk about employment difficulties with clients, 

all therapists responded by exclusively talking about how they would 

formulate a clients difficulties, although I went on to rephrase the 

question to see if I could generate further discussions on this topic, I was 

aware of not asking too many follow-up questions due to my worry of 

leaving participants feeling uncomfortable. Therefore, this could have 

possibly had the impact of limiting the saturation of my data. 

• The influence of the research on me: As a trainee who is attempting to 

develop an identity as a practicing psychologist, my research has helped 

me to think more deeply about the impact of wider social and political 

factors on the everyday experiences of distress. It has also provided me 

with wider knowledge about how such ideas might be incorporated into a 

psychological approach without being transformed into an individual 

problem. In addition, I have developed a better understanding of the 
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dilemmas that might arise in adopting a particular position, and the 

importance of engaging in dialogue with people in order to continually 

question my own professional and personal stance and to understand 

the different positions adopted by other people. 

 
 
4.7.2 Epistemological reflexivity  
 

• My approach to the research: I approached this research from a critical 

stance, which perhaps can be seen as being inconsistent with the 

approach used to develop IAPT services. However, I felt that this position 

would provide opportunities to develop ideas and contribute to the 

debates in the field. 

• My role in the interpretation of the data: Another implication of 

drawing on a critical realist framework was my role in imposing my 

own understanding on participants’ accounts when interpreting the 

data (see section 4.2, Answering the Research Questions). Although 

this process of interpretation is valid to thematic analysis (Willig, 

2008), I wondered whether participants fully understood that a more 

critical framework involved looking for deeper interpretation of their 

communication. I decided not to engage in participant validation due 

to the constraints that were placed on the time in which the research 

had to be completed. However, I explained to participants that a 

summary of the results would be forwarded to them once the 

research had been completed. In addition, the participant information 

sheet communicated the aims of the research and the method that 

would be used in analysing the data. While therapists were aware of 

the nature of my research, I am aware that parts of the study might be 

taken as being quite critical of therapists and, consequently, 

constructing them as part of the problem. However, I tried to address 

this in the research by focusing the analysis on the social structural 

elements of their communication rather than their work as therapists. 
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4.7.3 Critical language awareness 
 
In this section, I have tried to reflect on the impact of the language I drew on in 

shaping participants’ responses.  

• My use of particular language: When analysing the data, I became aware 

of my use of language in positioning people who worked for IAPT 

services, NICE guidelines and the commissioners as a group of people 

working towards the same aims, which might have had both positive and 

negative implications. Similarly, in focusing on people experiencing 

difficulties with employment, I might have contributed to the 

homogenisation of people’s experiences. My interpretation of 

participants’ data and the subsequent presentation of their accounts in 

the writing of this research might also have influenced the responses of 

the reader. 

 

 

4.8 Conclusion 
 
Current mental health guidelines suggest that more research is required to 

understand the relationship between unemployment and mental health in 

order to inform current policies and service provision (Goldie et al., 2013; 

Mclean et al., 2005). There is also a lack of qualitative research that 

explores the deeper relationship between unemployment and mental health 

and considers the impact of inequalities such as poverty (Mclean et al., 

2005). The findings from the current study aimed to contribute to knowledge 

and discussions in these areas. The research was carried out using a 

qualitative approach in order to explore the ideas that therapists drew on to 

inform their work with clients who experienced difficulties with employment, 

their views of working with the employment agenda in IAPT services and 

how they managed any potential conflicts between their personal and 

professional views. The literature review revealed no studies that had 

explored the ideas that therapists drew on in their work with clients and the 

impact of this for their therapeutic work, particularly of therapists who were 

working within services that explicitly integrated monitoring and measuring 

therapeutic outcomes based on employment status. The findings from this 
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research suggest that through its use of protocol-driven therapeutic work 

and the administration system, the IAPT model lends itself almost 

exclusively to therapeutic models that decontextualise the difficulties that 

people experience with employment and, more broadly, mental health 

problems. Such therapeutic models draw on medical discourses, such as 

RCTs and evidenced-based treatments, and consequently have led to 

questions about the effectiveness of treatment and cost-effectiveness at the 

expense of asking about the causes of distress (Banton et al., 1985). This 

has also had an impact on the governance of therapists’ work in order to 

achieve compliance to the organisations’ aims, such as the employment 

agenda (Parker, 2007). The response from therapists is one of 

dissatisfaction and continually seeking ways to gain autonomy in their 

therapeutic work to meet the complex needs of the clients they work with. 

Therapists also largely rejected the request to integrate an employment 

agenda into their therapeutic work, as it did not fit with their own personal, 

theoretical and philosophical views about the aims of engaging clients in 

therapeutic work. They managed the dilemma between the requirement to 

include an employment agenda to their therapeutic work and their personal 

views by using the agenda minimally and adhering to the demands on an 

administrative level. It is clear that the rising cost of mental health problems 

in the UK needs to be addressed, but the focus on addressing the 

consequences of distress rather than the causes places a continuously 

increasing demand on services and the practitioners working within these 

services (WHO, 2004; Offord, 2000). It is suggested in this study that if 

services are to address cost, then a pluralistic approach to interventions 

should be taken and, as community interventions have shown to be effective 

in supporting client's to address the causes of mental health problems 

(Holland, 1988), such approaches should be considered as a treatment 

option, particularly for people who have less access to financial and social 

resources. 

 

 

 

 



	 109	

REFERENCES 
 

Ahern, K. J. (1999). Ten Tips for Reflexive Bracketing. Qualitative Health 

Research, 9 (3), 407-411. 

 

Alvesson, M. (2002). Postmodernism and Social Research. Buckingham: Open 

University. 

 

Alvesson, M., & Skoldberg, K. (2009). Reflexive methodology: New vistas for 

qualitative research. (2nd ed.). London: SAGE. 

 

Anderson, J. (2013). Austerity psychology Are ‘these troubled times’ having an 

impact on how you research, teach or practise psychology? We asked, you 

responded, opening with the Committee of the Society’s Community 

Psychology Section. The British Psychology Society, 26 (9). Available at: 

https://thepsychologist.bps.org.uk/volume-26/edition-9/austerity-psychology 

(Retrieved: June 29 2015) 

 

Atreya, B., & Armstrong, A. (2002). A Review of the Criticisms and the Future of 

New Public Management. Australia: Victoria University of Technology. Available 

at: http://vuir.vu.edu.au/169/1/wp7_2002_atreya_armstrong.pdf (Retrieved: 13 

April 2015). 

 

Baert, S., Cockx, B., Verhaest, D. (2013): Overeducation at the Start of the 

Career: Stepping Stone or Trap? Labour Economics, 25, 123–140. 

 

Banister, P., Burman, E., Parker, I., Taylor, M., & Tindall, C. (1994). Qualitative  

methods in psychology: A research guide. Buckingham: Open University  

Press. 

 

Banton, R., Clifford, P., Frosh, S., Lousada, J., & Rosenthall, J. (1985). The 

Politics of Mental Health. London: Macmillan. 

 

Barker, C., Pistrang, N., & Elliott, R. (2002). Research methods in clinical  

psychology. (2nd ed.). Chichester: Wiley. 



	 110	

Barrett, P. (2009). An uncertain prognosis: helping people to get back into work 

is a key tenet of the Improving Access to Psychological Therapies 

initiative.  But, says Paul Barrett, it has been rushed through without awaiting 

evidence and without fully considering ethical, political and workforce 

dimensions. Mental Health Practice, 12(6), 12- 15. 

 

Bartley, M. (1994). Unemployment and ill health - understanding the 

relationship. Journal of Epidemiology and Community Health, 4, 333–337. 

 

Bassey, S., & Melluish, S. (2012). Cultural competence in the experiences of 

IAPT therapists newly trained to deliver cognitive-behavioural therapy: A 

template analysis focus study. Counselling Psychology Quarterly, 25(3), 223-

238. 

 

Batty, E., & Cole, I. (2010). Resilience and the Recession in Six Deprived 

Communities: Preparing for worse to come? Sheffield: CRESR, Sheffield 

Hallam University. Available at: http://www.jrf.org.uk/sites/files/jrf/recession-

deprivation-communities-full.pdf (Accessed: 02 December 2013).  

 

Bell, D. N. F., & Blanchflower, D. G. (2011). Youth underemployment in the UK 

in the great recession. National Institute Economic Review, No. 215. Available 

at: http://www.dartmouth.edu/~blnchflr/papers/Bell%20and%20Blanchflower.pdf 

(Accessed: 18 April 2015). 

 

Bennett-Levy, J., Richards, D., & Farrand, P. (2010). Low intensity CBT 

interventions: a revolution in mental health care. In Bennett-Levy, J., Richards, 

D., Farrand, P., Christensen, H., Griffiths, K., Kavanagh, D., Klein, B., Lau, M. 

A., Proudfoot, J., Ritterband, L., White, J., & Williams, C. (Eds.). The Oxford 

guide to low intensity CBT interventions, (pp. 3-18). Oxford: Oxford University 

Press. 

 

 

 

 

 



	 111	

Bennett-Levy, J., Turner, F., Beaty, T., Smith, M., Paterson, B., & Farmer, S. 

(2001). The value of self-practice of cognitive therapy techniques and self-

reflection in the training of cognitive therapists. Behavioural and Cognitive 

Psychotherapy, 29(02), 203-220. 

 

Berger, P. L., & Luckmann, T. (1967). The Social Construction of Reality. 

Garden City: Doubleday. 

 

Bhasker, R. (1975). A Realist Theory of Science. Leeds: Leeds Books. 

 

Bhaskar, R. (2013). A realist theory of science. Oxon: Routledge. 

 

Binkley, S. (2011). Happiness, positive psychology and the program of 

neoliberal governmentality. Subjectivity, 4, 371–394. 

 

Bion, W. R. (1967). Second Thoughts, London: William Heinemann. [Reprinted 

(1984). London: Karnac Books]. 

 

Bird, C. M. (2005). How I stopped dreading and learned to love transcription.  

Qualitative Inquiry, 11(2), 226-248. 

 

Blustein, D. L. (2006). The psychology of working: A new perspective for career 

development, counseling, and public policy. New Jersey: Lawrence Erlbaum 

Associates Publishers.  

 

Blustein, D., Medvide. M. B., & Wan, C. M. (2001). A critical perspective of 

contemporary unemployment policy and practice. Journal of Career 

Development, 39, 341-356. 

 

Bollas, C. (1992). Being a Character: Psychoanalysis and Self Experience. 

London, Routledge. 

 

Boyatzis, R. (1998). Transforming qualitative information: Thematic analysis 

and code development. Cleveland: Sage.  

 



	 112	

Boyle, M. (2003). The dangers of vulnerability. Clinical Psychology, 24, 27-30. 

 

Boyle, M. (2011). Making the world go away, & how psychology and psychiatry 

benefit. In  Rapley, M., Moncrieff, J., & Dillon, J. (Ed.), De-medicalizing misery: 

Psychiatry, psychology and the human condition, (pp. 27-43). United Kingdom: 

Palgrave Macmillan.  

 

Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. 

Qualitative research in psychology, 3(2), 77-101. 

 

Braun, V., & Clarke, V. (2012). Thematic analysis. In: Cooper, H., Camic, P. M., 

Long, D. L., Panter, A. T., Rindskopf, D., & Sher, K. J. (Eds). APA handbook of 

research methods in psychology, Vol. 2. Research designs: Quantitative, 

qualitative, neuropsychological, and biological (pp. 57–71). Washington, DC: 

American Psychological Association. 

 

Braun, V., & Clarke, V. (2013). Successful qualitative research: A practical 

guide for beginners. London: Sage. 

 

Braun, S. A., & Cox, J. A. (2005). Managed mental health care: Intentional 

misdiagnosis of mental disorders. Journal of Counseling & Development, 83(4), 

425-433. 

 

British Psychological Society. (2007). New ways of working for applied 

psychologists in health and social care: The end of the beginning. Available at: 

http://www.wiltshirepsychology.co.uk/Working%20Psychologically%20in%20Te

ams.pdf (Accessed: 24 February 2015). 

 

Bronfenbrenner, U. (1979). The Ecology of Human Development: Experiments 

by Nature and Design. Cambridge, Massachusetts: Harvard University Press.  

 

Bronfenbrenner, U. (1986). Recent advances in the ecology of human 

development. In: Silbereisen, R. K., Eyferth, K., Rudinger,G. (Eds.), 

Development as Action in Context: Problem Behavior and Normal Youth 

Development (p. 287- 310). Berlin: Spring-Verlag. 



	 113	

 

Bronfenbrenner, U. (1994). Ecological models of human development. In: 

International Encyclopaedia of Education, Vol. 3, 2nd edition. Oxford: Elsevier. 

Reprinted in Gauvain, M. & Cole, M. (Eds.), Readings on the development of 

children, 2nd Ed. (1993, pp. 37-43). New York: Freeman.   

 

Brown, A. D & Starkey, K. (2000). Organizational Identity and Learning: A 

Psychodynamic Perspective. Academy of Management Review,  25 ( 1), 102-

120. 

 

Brown, S. D., Cromby, J., Harper, M., Johnson, K., & Reavey, P. (2011). 

Researching “experience”: Embodiment, methodology, process. Theory and 

Psychology, 21(4), 493-515.  

 

Burchell, B. (1992). Towards a social psychology of the labour market: or why 

we need to understand the labour market before we can understand 

unemployment. Journal of Occupational and Organizational Psychology, 65(4), 

345-354. 

 

Burchell, D. (1995). Genealogies of the citizen: virtue, manners and the modern 

activities of citizenship. Economy and Society, 24, (4), 540- 558.  

 

Burr, V. (2003). Social constructionism. (2nd ed.). London: Routledge. 

 

Cairns, M. (2014). Patients who come back: Clinical characteristics and service 

outcome for patients re-referred to an IAPT service. Counselling and 

Psychotherapy Research, 14(1), 48-55. 

 

Carroll, M. (2007). Clinical psychology supervision. Clinical Psychology Forum 

174, 35-38. 

 

Carter, S. M., & Little, M. (2007). Justifying knowledge, justifying method, taking 

action: Epistemologies, methodologies, and methods in qualitative 

research. Qualitative Health Research, 17(10), 1316-1328. 

 



	 114	

Clark, A. E., Georgellis, Y., & Sanfeym, P. (2001). ‘Scarring: the psychological 

impact of past unemployment’. Economica, 68(270), 221–241. 

 

Clark, D. M., Layard, R., Smithies, R., Richards, D. A., Suckling, R., & Wright, 

B. (2009). Improving access to psychological therapy: Initial evaluation of two 

UK demonstration sites. Behaviour Research and Therapy, 47, 910 – 920. 

 

Clark, D., & Turpin, G. (2008). Improving opportunities. The Psychologist, 21, 

700–701.  

 

Cockx, B., & Picchio, M. (2013). ‘Scarring effects of remaining unemployed for 

long-term unemployed school-leavers’. The Journal of the Royal Statistical 

Society: Series A (Statistics in Society), 176(4), 951-980. 

 

Cooper, B. (2009). Strange bedfellows: economics, happiness and mental 

disorder. Epidemiologia e psichiatria sociale, 18(03), 208-213. 

 

Cullen, A. M., & Hodgetts, D. J. (2001). Unemployment as illness: an 

exploration of accounts voiced by the unemployed in Aotearoa/New Zealand. 

Analysis of Social Issues and Public Policy, 1 (1) 33–52. 

 

Daniel, W. W. (1990). The unemployed flow. London: Policy Studies Institute.  

 

Darlaston-Jones (2007). Making connections: The relationship between 

epistemology and research methods. The Australian Community Psychologist, 

19(1), 19-27.  

 

Diemer, M. A., & Blustein, D. L.  (2006). Critical consciousness and career 

development among urban youth. Journal of Vocational Behavior, 68, 220–232. 

 

Dooley, D., Catalano, R., & Hough, R. (1992). Unemployment and alcohol 

disorder in 1910 and 1990: drift versus social causation. Journal of occupational 

and organizational psychology, 65(4), 277-290. 

 



	 115	

Dooley, D., Fielding, J., & Levi, L. (1996). Health and unemployment. Annual 

review of public health, 17(1), 449-465. 

 

Dooley, D., Prause, J., & Ham-Rowbottom, K. A. (2000). Underemployment and 

depression: longitudinal relationships. Journal of Health and Social Behavior, 

421-436. 

 

Edwards, D., Ashmore, M., & Potter, J. (1995). Death and Furniture: The 

Rhetoric, Politics, and Theology of Bottom Line Arguments Against Relativism. 

History of the Human Sciences, 8, 25-49. 

 

Eisenberg, P., & Lazarsfeld, P. F. (1938). The psychological effects of 

unemployment. Psychological Bulletin, 35(6), 358. 

 

Elder, G. H., Eccles, J. S., Ardelt, M., & Lord, S. (1995). Inner city parents under 

economic pressure: perspectives on the strategies of parenting. Journal of 

Marriage and the Family, 57, 771-784. 

 

Elliott, R., Fisher, C.T., & Rennie, D.L. (1999). Evolving guidelines for 

publication of qualitative research studies in psychology and related fields. 

British Journal of Clinical Psychology, 38, 215-229. 

 

Erskine, R. G., & Trautmann, R. L. (1997). The process of integrative 

psychotherapy. In Erskine, R., G. (Eds.). Theories and methods of an 

integrative transactional analysis: A volume of selected articles (pp. 79-95). San 

Francisco: Training Associates Press.  

 

Fernando, S. (2011). Cultural diversity & Racism: An historical perspective. In  

Rapley, M., Moncrieff, J., & Dillon, J. (Eds.). De-medicalizing misery: Psychiatry, 

psychology and the human condition, (pp. 44-52). United Kingdom: Palgrave 

Macmillan.  

 

 

 



	 116	

Ferrie, J. E., Martikainen, P., Shipley, M. J., Marmot, M. G., Stansfeld, S. A., & 

Smith, G. D. (2001). Employment status and health after privatisation in white 

collar civil servants: prospective cohort study. British Medical Journal, 

322(7287), 647. 

 

Ferrie, J. E., Shipley, M. J., Stansfeld, S. A., & Marmot, M. G. (2002). Effects of 

chronic job insecurity and change in job security on self reported health, minor 

psychiatric morbidity, physiological measures, and health related behaviours in 

British civil servants: the Whitehall II study. Journal of epidemiology and 

community health, 56(6), 450-454. 

 

Foresight Mental Capital and Wellbeing: Making the most of ourselves in the 

21st century. (2008). London: The Government Office for Science. Available at: 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/2

92450/mental-capital-wellbeing-report.pdf (Accessed: 25 April 2009). 

 

Fossey, E., Harvey, C., McDermott, F., & Davidson, L., (2002). Understanding 

and evaluating qualitative research. Australian and New Zealand Journal of 

Psychiatry 36, 717–32. 

 

Fotaki, M. & Hyde, P. (2015). Organizational blind spots : splitting, blame and 

idealization in the National Health Service. Human relations, 68 (3), 441-462. 

 

Fouad, N. A., & Bynner, J. (2008). Work transitions. American Psychologist, 63, 

241–251. 

 

Foucault, M. (1965). Madness and civilization; a history of insanity in the age of 

reason. New York: Pantheon Books.  

 

Foucault, M. (1977). Discipline and punish: The birth of the prison. London: 

Penguin. 

 

Foucault, M., Bertani, M., Fontana, A., Ewald, F., & Macey, D. (2003). Society 

must be defended: Lectures at the Collège de France, 1975-76. New York: 

Picador. 



	 117	

Francis, R. (2013). Report of the Mid Staffordshire NHS Foundation Trust Public 

Inquiry: Executive Summary. Available at: 

www.midstaffspublicinquiry.com/sites/default/files/report/Executive%20summar

y.pdf (Accessed: 01 May 2015). 

 

Francis, R. (2015). Freedom to speak up: An independent review into creating 

an open and honest reporting culture in the NHS. Available at: 

https://freedomtospeakup.org.uk/wp-content/uploads/2014/07/F2SU_Executive-

summary.pdf (Accessed: 01 May 2015).  

 

Freire, P. (1993). Pedagogy of the City. New York: Continuum Publishing 

Company. 

 

Freire, P. (2000). Pedagogy of the Oppressed. New York: Continuum Press. 

 

Friedli, L. & Stearn, R. (2015). Positive affect as coercive strategy: 

conditionality, activation and the role of psychology in UK government workfare 

programmes. Medical Humanities, 41(1), pp. 40-47. 

 

Friedman, T. (2005). The world is flat: A brief history of the twenty-first century. 

New York: Farrar, Straus and Giroux.  

 

Fryer, D. (1986). Employment deprivation and personal agency during 

unemployment: A critical discussion of Jahoda's explanation of the 

psychological effects of unemployment. Social Behaviour, 1, 3-23. 

 

Fryer, D. (1992) Psychological or Material Deprivation: Why does 

unemployment have mental health consequences? In McLauglin, E. (Ed.). 

Understanding Unemployment: New Perspectives on active labour market 

policies (pp.103-125). London: Routledge. 

 

Fryer, D., & Stambe, R. (2014). Work and the ‘crafting of individual identities’ 

from a critical standpoint. The Australian Community Psychologist, 26(1), 8-17. 

 



	 118	

Furedi, F. (2006). Why the politics of happiness makes me mad. If you’re 

unhappy with state-sponsored happiness programmes, clap your hands. 

Spiked. Available at: http://www.frankfuredi.com/articles/happiness-spiked-

20060523.shtml (Retrieved: 13 August 2015). 

 

Gabriel, Y. (1999). Organizations in depth: The psychoanalysis of organizations. 

London: Sage. 

 

Gabriel, Y. (2005). Organizations and their discontents: miasma, toxicity and 

violation. Critical Management Studies 4 Conference. Available at: 

http://www.mngt.waikato.ac.nz/ejrot/cmsconference/2005/proceedings/psychoa

nalytic/Gabriel.pdf (Retrieved: 13 August 2015). 

 

Gabriel, Y., & Carr, A. (2002). Organizations, management and psychoanalysis: 

An overview. Journal of Managerial Psychology, 17(5), 348-365. 

 

Gallagher, J. (2014). Chopping the world into bits: Africa, the World Bank, and 

the good governance norm. International Theory, 6(2), 332-349. 

 

Georgis, D. (2007). The perils of belonging and cosmopolitan optimism: An 

affective reading of the Israeli/Palestinian conflict. Psychoanalysis, Culture & 

Society, 12(3), 242–259. 

 

Gilbert, P. (2009). Moving beyond cognitive behaviour therapy. The 

Psychologist, 22(5), 400-403.  

 

Gillespie, K., Duffy, M., Hackmann, A., & Clark, D. M. (2002). Community based 

cognitive therapy in the treatment of posttraumatic stress disorder following the 

Omagh bomb. Behaviour Research and Therapy, 40, 345–357.  

 

Glaser, B. G., & Strauss, A. L. (1967). The discovery of grounded theory:  

Strategies for qualitative research. USA: Aldine Transactions. 

 

Goetz, K. W. & Schmeiger. C. J. (1996). From Marginalised to Mainstreamed, 

the Hearts Project Empowers the Homeless. Family Relations, 45(4), 375-380.   



	 119	

 

Goldie, I., Dowds, J., & O’Sullivan, C. Mental health and inequalities. (2013). 

Starting Today – Background Paper 3: Mental Health and Inequalities. United 

Kingdom: Mental health foundation. Available at:  

http://www.mentalhealth.org.uk/content/assets/pdf/publications/starting-

today-background-paper-3.pdf (Accessed: 12 May 2015). 

 

Grant, A. (2009). Evidence‐based practice and the need for paradigmatic 

pluralism in cognitive behavioural psychotherapy. Journal of psychiatric and 

mental health nursing, 16(4), 368-375. 

 

Grater London Authorities; https://www.london.gov.uk/contact-us/public-

services-enquiries/london-borough-links Available at: 

https://www.london.gov.uk/contact-us/public-services-enquiries/london-

borough-links (Accessed: 20 August 2015) 

 

Gregg, P., Tominey, E. (2003). The wage scar from youth unemployment. 

CMPO Working Paper Series No. 04/097. United Kingdom: Center for Market 

and Public Organisations. Available at: http://www.bristol.ac.uk/media-

library/sites/cmpo/migrated/documents/wp97.pdf (Accessed: 15 January 2015). 

 

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are enough? 

An experiment with data saturation and variability. Field methods, 18(1), 59-82. 

 

Hagan, T. & Smail, D. (1997). Power-mapping – I. Background and Basic 

Methodology. Journal of Community & Applied Social Psychology, 7, 257 – 267. 

 

Hague, J. (2008) Improving access to psychological therapies in primary care. 

Primary Health Care. 18(10).  

 

Hakim, C. (1987). Research design: strategies and choices in the design of 

social research. London: Unwin Hyman. 

 



	 120	

Halton, A. (1994). Managing social anxieties in public sector organizations. In 

Obholzer, A, and Zagier Roberts, V. (Eds.), The Unconscious at Work (p. 169-

178). London: Routledge.  

 

Halton, W. (1994). Some unconscious aspects of organizational life: 

contributions from Psychoanalysis. In Obholzer, A, and Zagier Roberts, V. 

(Eds.), The Unconscious at Work (p. 11-18). London: Routledge.  

 
Harper, D.J. (2011). Choosing a Qualitative Research Method. In Harper, D., & 

Thompson, A.R. (eds.). Qualitative Research Methods in Mental Health and 

Psychotherapy: A Guide for Students and Practitioners (pp. 83-97). Chichester: 

Wiley-Blackwell. 

 

Harper, D. J. (2012). Surveying Qualitative Research Teaching on British 

Clinical Psychology Training Programmes 1992–2006: A Changing 

Relationship? Qualitative Research in Psychology, 9(1), 5-12. 

 

Harper, D., & Thompson, A. R. (2012). Introduction. In Harper, D., & Thompson, 

A. R. (Eds.). Qualitative research methods in mental health and psychotherapy: 

A guide for students and practitioners (pp. 3-8). United Kingdom: John Wiley & 

Sons. 

 

Hashtroudi, A., & Paterson, H. (2009). Occupational health advice in NICE 

guidelines. Occupational Medicine 59, 353–356. 

 

Heponiemi, T., Elovainio, M., Manderbacka, K., Aalto, A. M., Kivimäki, M., & 

Keskimäki, I. (2007). Relationship between unemployment and health among 

health care professionals: health selection or health effect? Journal of 

psychosomatic research, 63(4), 425-431. 

 

Hinshelwood, R. D. (1994). The relevance of psychotherapy. Psychoanalytic 

Psychotherapy, 8(3), 283-294. 

 

Hoggett, P. (2006). Conflict, ambivalence, and the contested purpose of public 

organizations. Human Relations, 59(2), 175-194. 



	 121	

Holland, S. (1988). Defining and experimenting with prevention. In Ramon, S., 

& Giannichedda, M. (Eds.). Psychiatry in Transition: the British and Italian 

experiences (pp. 125-137). London: Pluto. 

 

Hook, D. (2001). Discourse, knowledge, materiality, history : Foucault and 

discourse analysis. Theory & Psychology, 11 (4), 521-547. 

 

Howitt, D. (2010). Introduction to qualitative methods in psychology. England: 

Pearson. 

 

IAPT NHS. (2012). The IAPT Data Handbook Guidance on recording and 

monitoring outcomes to support local evidence-based practice, Version 2.0.  

Available at: http://www.iapt.nhs.uk/silo/files/the-iapt-data-handbook.pdf 

(Accessed: 12 December 2014). 

 

International Labour Organisation. Main statistics (annual) - Unemployment. 

Available at: http://laborsta.ilo.org/applv8/data/c3e.html (Accessed: 12 

December 2014).  

 

Jacques, E. (1953). On the dynamics of social structure. Human Relations, 6, 

10-13. 

 

Jahoda, M. (1981). ‘Work, Employment and Unemployment: Values, Theories 

and Approaches in Social Research’. American Psychologist, 36, 184–91.  

 

Jarrett, M. (2004). Tuning into the emotional drama of change: extending the 

consultant’s bandwidth Journal of Change Management, 4 (3), 247–258. 

 

Joffe, H. (2012). Thematic Analysis. In Harper, D., & Thompson, A. R. (Eds.). 

Qualitative research methods in mental health and psychotherapy: A guide for 

students and practitioners (pp. 209-223). Oxford: Wiley-Blackwell. 

 

Joffe, H., & Yardley, L. (2004) Content and thematic analysis. In Marks, D. F., & 

Yardley, L. (Eds.). Research methods for clinical and health psychology (pp. 56-

68). London: Sage. 



	 122	

Judy, R. W. & D’Amico, C. (1997). Workforce 2020: Work and workers in the 

21st century. Indianapolis, Indiana: Hudson Institute. 

 

Kagan, C., & Burton, M. (2001). Critical community psychology praxis for the 

21st century. Manchester Metropolitan University, Interpersonal and 

Organisational Development Research Group. 

 

Kendler, H. H. (1993). Psychology and the ethics of social policy. American 

Psychologist, 48, 1046–1053. 

 

Kendler, H. H. (1999). The role of value in the world of psychology. American 

psychologist, 54(10), 828. 

 

Kendler, H. H. (2002). A personal encounter with psychology (1937–2002). 

History of Psychology, 5, 52–84. 

 

Klein, M. (1946). Notes on some schizoid mechanisms. International Journal of 

Psychoanalysis, 27, 99-110. Reprinted in The Writings of Melanie Klein, vol. 3. 

(1975) (p. 1- 24). London: Hogarth. 

 

Koizumi, S. (1992). Japanese mothers’ responses to the diagnosis of childhood 

diabetes. International Paediatric Nursing ,7(2), 154–160. 

 

Kokko, K., Pulkkinen, L., & Puustinen, M. (2000). Selection into long-term 

unemployment and its psychological consequences. International Journal of 

Behavioral Development, 24(3), 310-320. 

 

Lasch, C. (1979). The culture of narcissism. New york: Warner Books. 

 

Lavigne, J. V., & Faier-Routman, J. (1992). Psychological adjustment to 

pediatric physical disorders: a meta-analytic review. Journal of Paediatric 

Psychology, 17(2), 133-57. 

 

 



	 123	

Layard, R. (2006). The depression report: A new deal for depression and 

anxiety disorders (No. 15). London School for Economics: Centre for Economic 

Performance. Available at: 

http://eprints.lse.ac.uk/818/1/DEPRESSION_REPORT_LAYARD.pdf 

(Accessed: 12 November 2014). 

 

Layard, R., Clark, D. M., Knapp, M., & Mayraz, G. (2007). Cost-benefit analysis 

of psychological therapy. National Institute Economic Review, 202, 90–98.  

 

Layton L. (2009). Who's responsible. Our mutual implication in each other's 

suffering? Psychoanalysis Dialogues, 19, 105–120. 

 

Leana, C. R., & Feldman, D. C. (1994). The psychology of job loss. Research in 

personnel and human resources management, 12(27), 1-302. 

 

Lee, J., Lim, N., Yang, E., & Lee, S. M. (2011). Antecedents and consequences 

of three dimensions of burnout in psychotherapists: A meta-analysis. 

Professional Psychology: Research and Practice, 42(3), 252. 

 

Lee, R. T., & Ashforth, B. E. (1996). A meta-analytic examination of the 

correlates of the three dimensions of job burnout. Journal of applied 

Psychology, 81(2), 123. 

 

Lewis, A. (2012). Organisations adjusting to change: A discussion of the impact 

of an improving access to psychological therapies (IAPT) service on the 

organisational dynamics of an existing psychological therapies department. 

Counselling Psychology Review, 27(1), 22-28. 

 

London School of Economics and Political Science, Centre for Economic 

Performance. (2012), How mental illness loses out in the NHS. Available at: 

http://cep.lse.ac.uk/pubs/download/special/cepsp26.pdf (Accessed: 14 March 

2014). 

 

Lucas, R. E., Clark, A. E., Georgellis, Y., & Diener, E. (2004). Unemployment 

alters the set point for life satisfaction. Psychological Science, 15(1), 8-13.  



	 124	

Mander, H. (2014). The impact of additional initial face-to-face sessions on 

engagement within an Improving Access to Psychological Therapies service. 

The Cognitive Behaviour Therapist, 7,(1), 1-8.  

 

Mark, G. & Smith, A. P. (2012). Effects of occupational stress, job 

characteristics, coping, and attributional style on the mental health and job 

satisfaction of university employees. Anxiety, Stress & Coping, 25(1), 63-78. 

 

Marshall, M. N. (1996). Sampling for qualitative research. Family Practice, 

13(6), 522-526. 

 

Marx, K. (1990). Capital, Volume I. London: Penguin Books. 

 

Marx, K., & Engels, F. (1975). Karl Marx, Frederick Engels: Collected works. 

New York: International.  

 

Mastekaasa, A. (1996). Unemployment and health: Selection effects. Journal 

of Community & Applied Social Psychology, 6, 189–205. 

Maynard, D. C., & Feldman, D. C. (2011). Underemployment: Psychological, 

Economic, and Social Challenges. New York: Springer.  

 

Mclean, C., Carmona, C., Francis, S., Wohlgemuth, C., & Mulvihill, C. (2005). 

Worklessness and health—what do we know about the causal relationship? 

Evidence review. UK: NHS Health Development Agency. Available at:  

http://www.nice.org.uk/proxy/?sourceUrl=http%3A%2F%2Fwww.nice.org.uk%2

Fnicemedia%2Fdocuments%2Fworklessness_health_summary.pdf (Accessed: 

12 May 2015).  

 

McPherson, S., Evans, C., & Richardson, P. (2009). The NICE Depression 

Guidelines and the recovery model: Is there an evidence base for IAPT? 

Journal of Mental Health, 18(5), 405-414. 

 

Meichenbaum, D. (1993). Changing conceptions of cognitive behavior 

modification: Retrospect and prospect. Journal of Consulting and Clinical 

Psychology, 61(2), 202. 



	 125	

Meltzer, H., Gill, B., Petticrew, M., & Hinds, K. (1995) Economic activity and 

social functioning of adults with psychiatric disorders, OPCS surveys of 

psychiatric morbidity in Great Britain. Report No. 3. OPCS, Social Survey 

Division, London: Her Majesty Stationary Office.  

 

Menzie- Lyth, I. E. P. (1960). A Case-Study in the Functioning of Social 

Systems as a Defence against Anxiety: A Report on a Study of the Nursing 

Service of a General Hospital. Human Relations, 95-121. 

 

Menzie- Lyth, I. E. P.  (1989). The dynamics of the social: Selected essays. 

London: Free Association. 

 

Meyers, R., & Houssemand, C. (2011). Teachers’ perceptions of school drop-

out in Luxembourg. Procedia – Social and Behavioral Sciences, 15, 1514-1517.  

 

Miles, I. (1987). Some observations on “unemployment and health” research. 

Social Science Medicine, 25, 223-225. 

 

Mind. (2013). We still need to talk: A report on access to talking therapies. UK: 

Mind. Available at: http://www.mind.org.uk/media/494424/we-still-need-to-

talk_report.pdf (Accessed: 16 May 2015).  

 

Mind and The College of Social Work. (2014). Survey reveals people’s 

worsening mental health as benefit cuts, unemployment and poor housing 

affect communities. Available at: http://www.mind.org.uk/news-

campaigns/news/survey-reveals-people-s-worsening-mental-health-as-benefit-

cuts-unemployment-and-poor-housing-affect-communities/#.VVdVI5NViko 

(Accessed: 12 February 2015). 

 

Mishler, E., G., (1986). Research interviewing: Context and narrative. 

Cambridge: Harvard University Press.  

 

Moloney, P., & Kelly, P. (2004). Beck never lived in Birmingham: Why CBT may 

be a less useful treatment for psychological distress than is often supposed. 

Clinical Psychology, 34, 4-10. 



	 126	

 

Montgomery, S. M., Bartley, M. J., Cook, D. G., & Wadsworth, M. E. (1996). 

Health and social precursors of unemployment in young men in Great Britain. 

Journal of Epidemiology and Community Health, 50(4), 415-422. 

 

Morrow, R., & Brown, D. (1994). Critical theory and methodology. California: 

Sage Publications.  

 

Morrow, S. L. (2005). Quality and trustworthiness in qualitative research in 

counseling psychology. Journal of Counseling Psychology, 52 (2), 250-260.  

 

Murali, V., & Oyebode, F. (2004). Poverty, social inequality and mental health. 

Advances in psychiatric treatment, 10(3), 216-224. 

 

Murphy, M. J., DeBernardo, C. R., & Shoemaker, W. E. (1998). Impact of 

managed care on independent practice and professional ethics: A survey of 

independent practitioners. Professional psychology, research and practice 

29(1), 43-51. 

 

Myhr, G., Talbot, J., Annable, L., & Pinard, G. (2007). Suitability for short-term 

cognitive behavioral therapy. Journal of Cognitive Psychotherapy, 21, 334-345. 

 

Nel, P. W.  (2010). Can IAPT help us fulfil our social duties during a time of 

economic crisis? Clinical Psychology Forum, 207, 11-15. 

 

Nesbitt-Larking, P., & Kinnvall, C. (2012). The discursive frames of political 

psychology. Political Psychology, 33(1), 45-59. 

 

Newnes, C. (2011). Toxic Psychology. In  Rapley, M., Moncrieff, J., & Dillon, J. 

(Eds.), De-medicalizing misery: Psychiatry, psychology and the human 

condition, (pp. 211-225). United Kingdom: Palgrave Macmillan.  

 

NICE. (2004a). Anxiety: Management of anxiety (panic disorder, with and 

without agoraphobia, and generalised anxiety disorder) in adults in primary, 

secondary and community care (Clinical Guidance 22). London, United 



	 127	

Kingdom: National Institute for Clinical Excellence. Available at: 

http://www.nice.org.uk/guidance/cg113/resources/guidance-generalised-

anxiety-disorder-and-panic-disorder-with-or-without-agoraphobia-in-adults-pdf 

(Accessed: 14 February 2015). 

 

NICE. (2004b). Depression: Management of depression in primary and 

secondary care (Clinical Guide 23). London, United Kingdom: National Institute 

for Clinical Excellence. Available at: http://www.nice.org.uk/guidance/cg23 

(Accessed: 14 February 2015). 

 

NICE. (2009). Depression: Treatment and management of depression in adults 

(Clinical Guideline 90). London, United Kingdom: National Institute for Clinical 

Excellence. Available at: 

https://www.nice.org.uk/guidance/cg90/resources/guidance-depression-in-

adults-pdf (Accessed: 14 February 2015). 

 

Nightingale, D. J. & Cromby, J. (Ed.). (1999). Social Constructionist 

Psychology: A Critical Analysis of Theory and Practice. Buckingham: Open 

University Press. 

 

Nightingale, D. J., & Cromby, J. (2002). Social Constructionism as Ontology: 

Exposition and Example. Theory & Psychology, 12(5), 701–713. 

Offord, D. R. (2000). Selection of levels of prevention. Addictive Behaviors, 

25(6), 833-842. 

 

Olesen, S. C., Butterworth, P., Leach, L. S., Kelaher, M., & Pirkis, J. (2013). 

Mental health affects future employment as job loss affects mental health: 

findings from a longitudinal population study. BMC psychiatry, 13(1), 144. 

 

O'Neill, O. (2002). A question of trust: The BBC Reith Lectures 2002. United 

Kingdom: Cambridge University Press. 

 

Ortlipp, M. (2008). Keeping and Using Reflective Journals in the Qualitative. 

The Qualitative Report, 13 (4), 695-705. 

 



	 128	

Parker, I. (1992). Discourse Dynamics: Critical Analysis for Social and Individual 

Psychology. London & New York: Routledge. 

 

Parker, I. (2007). Revolution in Psychology Alienation to Emancipation. London: 

Pluto Press.  

 

Patel, N. (2003). Clinical psychology: reinforcing inequalities or facilitating 

empowerment? The International Journal of Human Rights, 7(1), 16–39. 

 

Paul, K. I., & Moser, K. (2009). Unemployment impairs mental health: Meta-

analyses. Journal of Vocational Behavior, 74, 264–282.  

 

Peltz, R. (2005). The Manic Society. Psychoanalytic Dialogues. The 

International Journal of Relational Perspectives, 15(3), 347-366. 

 

Perkins, R., & Rinaldi, M. (2002).  Unemployment rates among patients with long-

term mental health problems: A decade of rising unemployment. Psychiatric 

Bulletin, 26, 295-298. 

 

Pernice, R. (1996). Methodological issues in unemployment research: 

Quantitative and/or qualitative approaches? Journal of Occupational and 

Organizational Psychology, 69, 339-349.  

 

Pilgrim, D. & Carey, T. A. (2012). Improving access to psychological therapies: 

An account of recent policy aspirations in the UK and Australia. Advances in 

Mental Health: 10(2), 117-126. 

 

Prause, J., & Dooley, D. (2001). Favourable Employment Status Change and 

Psychological Depression: A Two year Follow up Analysis of the National 

Longitudinal Survey of Youth. Applied Psychology, 50(2), 282-304. 

 

Prause, J., Dooley, D., & Huh, J. (2009). Income volatility and psychological 

depression. American Journal of Community Psychology, 43(1-2), 57-70. 

 



	 129	

Price, R. H., Choi, J. N., & Vinokur, A. D. (2002). Links in the chain of adversity 

following job loss: how financial strain and loss of personal control lead to 

depression, impaired functioning, and poor health. Journal of occupational 

health psychology, 7(4), 302. 

 

Prilleltensky, I., & Prilleltensky, O. (2003). Synergies for wellness and liberation 

in counseling psychology. The Counseling Psychologist, 31(3), 273-28.  

 

Proudfoot, J., Guest, D., Carson, J. et al. (1997). Effect of cognitive-behavioural 

training on job-finding among long-term unemployed people. Lancet, 350 

(9071), 96–100. 

 

Rachman, S. (2002). A cognitive theory of compulsive checking. Behaviour 

Research and Therapy,  40(6), 625–639. 

 

Radhakrishnan, M., Hammond, G., Jones, P. B., Watson, A., McMillan-Shields, 

F., & Lafortune, L. (2013). Cost of Improving Access to Psychological Therapies 

(IAPT) programme: An analysis of cost of session, treatment and recovery in 

selected Primary Care Trusts in the East of England region. Behaviour research 

and therapy, 51(1), 37-45. 

 

Rapley, M., Moncrieff, J., & Dillon, J. (2011). De-medicalizing misery: 

Psychiatry, psychology and the human condition. United Kingdom: Palgrave 

Macmillan.  

 

Rector, N. A., & Beck, A. T. (2001). Cognitive behavioral therapy for 

schizophrenia: an empirical review. The Journal of nervous and mental disease, 

189(5), 278-287. 

 

Redding, R. E. (2001). Sociopolitical diversity in psychology: The case for 

pluralism. American Psychologist, 56(3), 205. 

 

Reich, R. (2010). Aftershock: The Next Economy and America’s Future. New 

York: Random House. 

 



	 130	

Reine, I., Novo, M., & Hammarström, A. (2008). Does transition from an 

unstable labour market position to permanent employment protect mental 

health? Results from a 14-year follow-up of school-leavers. BMC Public Health, 

8(1),159. 

 

Rethink. (2011). A user-focused evaluation of IAPT services in London: Report 

for Commissioning Support for London. Available at: 

http://www.rethink.org/resources/a (Accessed: 29 April 2015). 

 

Richards, D. A., & Suckling, R. (2008). Improving access to psychological 

therapies: The Doncaster demonstration site organisational model. Clinical 

Psychology Forum 181, 9–18. 

 

Ritchie, J. and Lewis, J. (2003). Qualitative Research Practice: A Guide for 

Social Science Students and Researchers. London: Sage.  

 

Ritchie, J. and Spencer, L. (1994). Qualitative data analysis for applied policy 

research. In A. Bryman and R.G. Burgess. (Eds.). Analyzing Qualitative Data 

(pp 173-194). London: Routledge. 

 

Rizq, R. (2011). IAPT, Anxiety and Envy: A Psychoanalytic View of NHS 

Primary Care Mental Health Services Today. British Journal of Psychotherapy, 

27 (1), 37–55. 

 

Rizq, R. (2012). The ghost in the machine: IAPT and organizational 

melancholia. British Journal of Psychotherapy, 28(3), 319-335. 

 

Robalino, D., Margolis, D., Rother, F., Newhouse, D., & Lundberg, M. (2013). 

Youth Employment A Human Development Agenda for the Next Decade.  UK: 

The World Bank: Social Protection and Labor Discussion paper NO. 1308. 

Available at: http://www-

wds.worldbank.org/external/default/WDSContentServer/WDSP/IB/2014/01/10/0

00333037_20140110162202/Rendered/PDF/839250NWP0P1450Box0382116

B00PUBLIC0.pdf (Accessed: 16 January 2014).  

 



	 131	

Rogers, A., & Pilgrim, D. (2003). Mental health and inequality. United Kingdom: 

Palgrave. 

 

Rogers, A. & Pilgrim, D. (2014). A sociology of mental health and illness. 

England: University Press. 

 

Rose, N. S. (1985). The psychological complex: psychology, politics, and 

society in England, 1869-1939. London: Routledge & Kegan Paul. 

 

Rose, N. (1989). Governing the Soul: The Shaping of the Private Self. London: 

Routledge. 

 

Rose. N. (1993). Government, Authority and Expertise in Advanced Liberalism. 

Economy and Society, 22 (3): 283-299. 

 

Rose, G. (1997). Situating knowledges: positionality, reflexivities and other 

tactics. Progress in human geography, 21(3), 305-320. 

 

Rose, N. (1998). Investing Ourselves: Psychology, Power and Personhood. 

Cambridge: Cambridge University Press.  

 

Rose, N. (1999). Powers of Freedom: Reframing Political Thought. Cambridge: 

Cambridge University Press. 

 

Rose, N. & Miller, P. (1992). Political power beyond the state: problematics of 

government. British Journal of Sociology, 43 (2), 172-205. 

 

Sacks, H. (1995). Lectures on Conversation. UK: Blackwell Publishing. 

 

Safran , J. D., Segal, Z. V., Shaw, B. F., & Vallis, T. M. (1990). Patient selection 

for short-term cognitive therapy. In Safran, J. D., & Segal, Z. V. (Eds.), 

Interpersonal process in cognitive therapy (pp. 226–247). New York: 

Basic Books. 

 



	 132	

Salkovskis, P, M., Forrester, E., & Richards, C. (1998). Cognitive behavioural 

approach to understanding obsessional thinking. The British Journal of 

Psychiatry Supplement, 35, 53-63. 

 

Sampson, H. (2004). Navigating the waves: the usefulness of a pilot in 

qualitative research. Qualitative Research, 4(3), 383-402.  

 

Schalk, R., Heinen, J., & Freese, C. (2001). Do organizational changes impact 

the psychological contract and workplace attitudes? A study of a merger of two 

home care organizations in the Netherlands. In Jonge, J. D., Vlerick, A. 

Büssing, V. A., & Schaufeli, W. B. (Eds.), Organizational psychology and health 

care at the start of a new millennium. Germany: Rainer Hampp Verlag. 

Schegloff, E. A. (1998). Reflections on studying prosody in talk-in-interaction.  

Language and speech, 41(3-4), 235-263. 

 

Shaw, I., & Taplin, S. (2007). Happiness and mental health policy: a 

sociological critique. Journal of Mental Health, 16(3), 359-373. 

 

Shepherd, M. (2014). Do primary care psychological therapists ‘think family’? 

Challenges and opportunities for couple and family therapy in the context of 

‘Improving Access to Psychological Therapies ’(IAPT) services. Journal of 

Family Therapy, 36(1), 39-61. 

 

Silver, H., & Miller, S. M. (2003). Social exclusion: The European approach to 

social disadvantage. Indicators, 2, 5–21. 

 

Sims-Schouten, W., Riley, S. C. E. * Willig, C. (2007). Critical realism in 

disscourse analysis - A presentation of a systematic method of analysis using 

women's talk of motherhood, childcare and female employment as an example. 

Theory & Psychology, 17 (1), pp. 101-124. 

 

Smail, D. (2001). The Nature of Unhappiness. London: Robinson. 

 

 



	 133	

Smail, D. (2011). Psychotherapy: Illusion with no future. In  Rapley, 

M., Moncrieff, J., & Dillon, J. (Eds.), De-medicalizing misery: Psychiatry, 

psychology and the human condition, (pp. 226-238). United Kingdom: Palgrave 

Macmillan.  

 

Smith, J. A., & Osborn, M. (2003). Interpretative phenomenological analysis. In 

Smith, J. A. (Eds.). Qualitative Psychology: A practical guide to research 

methods. SAGE Publications Ltd. 

 

Speer, S. A. (2007). On recruiting conversation analysis for critical realist 

purposes. Theory and Psychology, 17(1), 125-135. 

 

Spencer, L. & Ritchie, J. (2012). In Pursuit of Quality. In Harper, D., & 

Thompson, A. R. (Eds.), Qualitative Research Methods in Mental Health and 

Psychotherapy: A Guide for Students and Practitioners (pp. 227-242). West 

Sussex: John Wiley & Sons Ltd. 

 

Spring, J. (1998). Education and the rise of the global economy. New Jersey: 

Lawrence Erlbaum Associates Publishers.  

 

Steel, C., Macdonald, J., Schroder, T., & Mellor-Clark, J. (2015). Exhausted but 

not cynical: burnout in therapists working within Improving Access to 

Psychological Therapy Services. Journal of Mental Health, 24(1): 33–37.  

 

Stockdale, S. E., Wells, K. B., Tang, L., Belin, T. R., Zhang, L., & Sherbourne, 

C. D. (2007). The importance of social context: Neighbourhood stressors, stress 

buffering mechanisms and alcohol, drug and mental disorders. Social Science 

& Medicine, 65, 1867–1881. 

 

Strong, T., Gaete, J., Sametband, I. N., French, J., & Eeson, J. (2012). 

Counsellors respond to the DSM-IV-TR. Canadian Journal of Counselling and 

Psychotherapy/Revue canadienne de counseling et de psychothérapie, 46(2), 

85-106. 

 

 



	 134	

Sugita, K., & Kase, K. (2006). The unemployed and unemployment in an 

international perspective. Japan: Universit´e de Tokyo, ISS Research Series. 

Available at: https://halshs.archives-ouvertes.fr/halshs-00009564/document 

(Accessed: 23 April 2015).  

 

Szasz, T. (2007). The medicalization of everyday life: Selected essays. New 

York: Syracuse University Press. 

 

Taylor, F. I. (1909). A Bibliography of Unemployment and the Unemployed. 

London: P.S. King and Son. 

 

Tennant, C. (2001). Work-related stress and depressive disorders. Journal of 

Psychosomatic Research, 51(5), 697–704. 

 
The Prince’s Trust. (2014). The Prince's Trust Macquarie Youth Index. Available 

at: https://www.princes-trust.org.uk/pdf/YOUTH_INDEX_2014.pdf (Accessed: 

24 February 2015). 

 

Thomas, C., Benzeval, M., & Stansfeld, S. A. (2005). Employment transitions 

and mental health: an analysis from the British household panel survey. Journal 

of epidemiology and community health, 59(3), 243-249. 

 

Turpin, G., Clarke, J., Duffy, R., & Hope, R. (2009). A new workforce to deliver 

IAPT: a case study. The Journal of Mental Health Training, Education and 

Practice, 4(2), 37-46. 

 

Twamley, E. W., Jeste, D. V., & Lehman, A. F. (2003). Vocational rehabilitation 

in schizophrenia and other psychotic disorders: a literature review and meta-

analysis of randomized controlled trials. The Journal of nervous and mental 

disease, 191(8), 515-523. 

 

 

 

 



	 135	

Waddell, G., & Burton, A. K. (2006). Is work good for your health and well-

being? Department for Work and Pensions, HM Government or The Stationery 

Office. Available at: 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/2

14326/hwwb-is-work-good-for-you.pdf (Accessed: 12 March 2015). 

 

Waldegrave C. T. (1990). "Just Therapy". Dulwich Centre Newsletter No. 1, 5-

46, Adelaide, Australia. 

 

Waldegrave, C. T. (2009). Cultural, gender, and socioeconomic contexts in 

therapeutic and social policy work. Family process, 48(1), 85-101. 

 

Wanberg, C.R., Zhu, J., Kanfer, R. & Zhang, Z. (2011). After the pink slip: 

Applying dynamic motivation frameworks to the job search experience. 

Academy of Management Journal, 55(2), 261–284. 

 

Waters, L. E., & Moore, K. A. (2002). Predicting self-esteem during 

unemployment: The effect of gender, financial deprivation, alternate roles, and 

social support. Journal of Employment Counseling, 39, 171–189. 

 

White, M. & Epston, D. (1990). Narrative Means to Therapeutic Ends. New 

York: Norton.  

 

Whooley, M. A., Kiefe, C. I., Chesney, M. A., Markovitz, J. H., Matthews, K., & 

Hulley, S. B. (2002). Depressive symptoms, unemployment, and loss of income: 

the CARDIA Study. Archives of Internal Medicine, 162(22), 2614-2620. 

 

Wilkinson, R. G. (1996). Unhealthy societies: The afflictions of inequality. 

London: Routledge. 

 

Wilkinson, R. G., & Pickett, K. E. (2007). The problems of relative deprivation: 

Why some societies do better than others. Social Science & Medicine, 65(9), 

1965-1978. 

 

 



	 136	

Willig, C. (1999). Beyond appearances: a critical realist approach to social 

constructionism. In Nightingale, D.J. and Cromby J. (Eds.). Social 

constructionist psychology: a critical analysis of theory and practice (pp. 37- 51). 

Buckingham: Open University Press. 

 

Willig, C. (2008). Introducing Qualitative Research in Psychology. England: 

Open University Press, McGraw-Hill, Education. 

 

Willig, C. (2013). Introducing qualitative research in psychology. England: Open 

University Press, McGraw-Hill, Education. 

 

Wilson, W. J. (1996). When work disappears: The world of the new urban poor. 

New York: Knopf. 

 

Winefield, A. H., Montgomery, B., Gault, U., Muller, J., O’Gorman, J., Reser, J., 

& Roland, D. (2002). The psychology of work and unemployment in Australia 

today: An Australian Psychological Society Discussion Paper. Australian 

Psychologist, 37, 1-9. 

 

Woodward, A., & Kawachi, I. (2000). Why reduce health inequalities? Journal of 

epidemiology and community health, 54(12), 923-929. 

 

World Health Organization. (2001). The World Health Report 2001, Mental 

Health: New Understanding New Hope. Available at: 

http://www.who.int/whr/2001/en/whr01_en.pdf (Accessed: 04 March 2015). 

 

World Health Organization. (2004). Prevention of mental health disorders. 

World health organization.  Available at: 

http://www.who.int/mental_health/evidence/en/prevention_of_mental_disorders

_sr.pdf (Accessed: 04 March 2015).  

 

 

 

 

 



	 137	

APPENDIX 
 
APPENDIX 1: LITERATURE SEARCH STRATEGY 
 

A. LITERATURE SOURCES: 

To access books and journal that drew on critical ideas to understand 

unemployment, it was necessary to look beyond the literature on psychological 

theory and practice. For this reason, a multi-pronged search strategy was employed 

as follows: 

 

1. Searches using Google, to identify relevant books, journals and policy 

documents. 

2. Searches of the academic literature relevant to this topic, using the following 

databases: Google Scholar, to access literature from multiple and relevant 

disciplines. PsycInfo, PsycArticles and CINAHL (via EBSCO) to collate literature on 

the most popular areas of research in the field, psychological perspectives, theories 

and contributions to understanding this topic. 

3. Searches through the reference lists of key documents to identify further relevant 

articles that may have been missed when using the above search strategies.  

 

B. PROCESS OF LITERATURE REVIEW: 

I initially approached the literature search broadly with the aim to understand the 

overall context of unemployment in the UK. The broad literature searches were 

undertaken using Google and Google scholar in June and July 20145. 

 

This search enabled me to gain a general understanding of the arguments in the 

field. Based on this reading I was able to start defining the more specific area that I 

was interested in exploring. Having decided to take a critical approach to my 

research, I carried out literature searches on critical ideas to the understanding of 

																																																													
5	Please note: A structured literature review was carried out rather than a systematic review 

consequently an attempt was made to carry out a thorough but not exhaustive literature search. 

This was due to time constraints in which the research had to be completed. For each topic 

area, the databases were searched using a combination of the various possible search terms 

until few new relevant papers were generated. 
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unemployment. Searching the databases pulled up a small number of relevant 

articles, so again, I broadened out my literature search to Google, Google Scholar 

and scanning the reference list of articles I had already attained, which helped me 

to access a larger number of relevant articles and books. I had also decided that I 

wanted to carry out my research in IAPT, therefore I carried out a focused literature 

search on IAPT and mental health polices regarding unemployment. I had also 

decided that I wanted to carry out interviews with therapists and so I was interested 

to read literature that had explored how therapist talked about carrying out therapy. I 

carried out a focused literature search in this area. All focused literature searches 

were undertaken during July and September 2014.  

 

C. PERIOD COVERED BY THE SEARCH: 

The literature search mainly focused on articles that were published within the last 

two decades as much of this literature reviewed the earlier work however earlier 

publications have been cited where relevant in order to set the context.  

 

1. General search – mental health and unemployment  
Possible search terms: (“mental health” OR “mental health care” OR  

OR “mental health services” OR “psychology” OR “wellbeing” OR “therapy” OR 

“psychological therapies” AND (“unemployment” OR “employment*” OR “return to 

work”) 

 

2. Focus search – critical ideas that inform how mental health professionals 
understand unemployment  
Possible search terms: (“Mental health” OR “mental health care” OR  

OR “mental health services” OR “psychology” OR “wellbeing” OR “therapy” OR 

“psychological therapies” AND (“unemployment” OR “employment*” OR “return to 

work”) AND (“critical ideas” OR “critical theories” OR “social structural critique”) 

 

3. Focused search – Mental health polices regarding unemployment  
Possible search terms: (“Mental health” OR “mental health care” OR  

OR “mental health services” OR “psychology” OR “wellbeing” OR “therapy” OR 

“psychological therapies” AND (“unemployment” OR “employment” OR “return to 

work”) AND (“mental health policies” OR “government policies”) 
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3. Focused search – IAPT  
Possible search terms: (“Increasing access to psychological therapies”  

AND (“unemployment” OR “employment” OR “return to work” OR “experience”)  

 

4. Focused search – research concerning how mental health professionals 
talk about their work 
Possible search terms: (“Mental health professionals” OR “mental health workers” 

OR “psychologists”) AND (“interviews” OR “understanding of their work* OR 

“values”) 

 

1. General search – mental health and unemployment  
PycINFO and PsycARTICLES, CINAHL Plus (via EBSCO) 

 

Search 

Number  Search criteria/words 

Number of 

articles 

S1 mental health and unemployment  2,289 

S2 mental health care and unemployment  119 

S3 mental health services and unemployment  561 

S4 psychology and unemployment  2,722 

S5 wellbeing and unemployment  720 

S6 therapy and unemployment  660 

S7 psychological therapies and unemployment 7 

S8 mental health and employment  9,634 

S9 mental health care and employment  485 

S10 mental health services and employment  2,947 

S11 psychology and employment  20,661 

S12 wellbeing and employment  426 

S13 therapy and employment  20,661 

S14 psychological therapies and employment 52 

S15 mental health and return to work  574 

S16 mental health care and return to work 17 

S17 mental health services and return to work 116 

S18 psychology and return to work 790 

S19 wellbeing and return to work 113 
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S20 therapy and return to work 1,084 

S30 psychological therapies and return to work 5 

 

 

Due to time limitations in which the research had to be carried out, 122 abstracts 

were read, following which 69 papers were regarded to be relevant to the current 

research. Those that were excluded were done so for a number of reasons 

including: they did not have a psychological focus instead they focused on other 

professional fields, focus on physical health, focus on migration experiences, 

focused on employment schemes, focused on organisational psychological 

approaches etc. 

  

A further search of Google, Google Scholar and the reference lists of key 

documents identify a further 6 books that were of interest to the study, relevant 

chapters of books were read. 

 
2. Focus search – critical ideas that inform how mental health professionals 
understand unemployment  
 

PycINFO and PsycARTICLES, CINAHL Plus (via EBSCO) 

 

Search 

Number  Search criteria/words 

Number of 

articles 

S31 mental health and unemployment and critical ideas 6,174 

S32 mental health care and unemployment and critical ideas 6,470 

S33 

mental health services and unemployment and critical 

ideas 6,707 

S34 psychology and unemployment and critical ideas 2,972 

S35 wellbeing and unemployment and critical ideas 3,142 

S36 therapy and unemployment and critical ideas 1,019 

S37 

psychological therapies and unemployment and critical 

ideas 2,848 

S38 mental health and employment and critical ideas 23,853 

S39 mental health care and employment and critical ideas 26,775 
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S40 mental health services and employment and critical ideas 27,386 

S41 psychology and employment and critical ideas 2 

S42 wellbeing and employment and critical ideas 1,027 

S43 therapy and employment and critical ideas 6,172 

S44 psychological therapies and employment and critical ideas 15,724 

S45 mental health and return to work and critical ideas 19,092 

S46 mental health care and return to work and critical ideas 19,833 

S47 mental health services and return to work and critical ideas 19,768 

S48 psychology and return to work and critical ideas 20,847 

S49  wellbeing and return to work and critical ideas 4,931 

S50 therapy and return to work and critical ideas 15,518 

S51 

psychological therapies and return to work and critical 

ideas 18,605 

S52 mental health and unemployment and critical theories 6,307 

S53 mental health care and unemployment and critical theories 6,598 

S55 

mental health services and unemployment and critical 

theories 6,836 

S57 psychology and unemployment and critical theories 5 

S58 wellbeing and unemployment and critical theories 792 

S59 therapy and unemployment and critical theories 1,196 

S60 

psychological therapies and unemployment and critical 

theories 2,976 

S61 mental health and employment and critical theories 4 

S62 mental health care and employment and critical theories 1 

S63 

mental health services and employment and critical 

theories 1 

S64 psychology and employment and critical theories 24 

S65 wellbeing and employment and critical theories 3 

S66 therapy and employment and critical theories 4 

S67 

psychological therapies and employment and critical 

theories 10,072 

S68 mental health and return to work and critical theories 19,879 

S69  mental health care and return to work and critical theories 20,472 

S70  mental health services and return to work and critical 20,502 
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theories 

S71 psychology and return to work and critical theories 2 

S72 wellbeing and return to work and critical theories 18,072 

S73 therapy and return to work and critical theories 16,761 

S74 

psychological therapies and return to work and critical 

theories 17,633 

S75 mental health and unemployment and critical theories 8,484 

S76 mental health care and unemployment and critical theories 9,191 

S77 

mental health services and unemployment and critical 

theories 9,255 

S78 psychology and unemployment and critical theories 7,097 

S79 wellbeing and unemployment and critical theories 7,185 

S80 therapy and unemployment and critical theories 6,565 

S81 psychological therapies and unemployment and critical  7,465 

S82 

mental health and employment and social structural 

critique 12,471 

S83 

mental health care and employment and social structural 

critique 13,004 

S84 

mental health services and employment and social 

structural critique 12,675 

S85 psychology and employment and social structural critique 14,184 

S86 wellbeing and employment and social structural critique 7,185 

S87 therapy and employment and social structural critique 6,565 

S88 

psychological therapies and employment and social 

structural critique 6,961 

S89 

mental health and return to work and social structural 

critique 15,043 

S90 

mental health care and return to work and social structural 

critique 15,268 

S91 

mental health services and return to work and social 

structural critique 15,189 

S92 psychology and return to work and social structural critique 17,151 

S93 wellbeing and return to work and social structural critique 14,152 

S94 therapy and return to work and social structural critique 13,811 
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S95 

psychological therapies and return to work and social 

structural 14,598 

 
 

The title of this search was scanned for relevance. 65 articles were found to be 

relevant to the current study. Reasons for not keeping titles included: a focus on 

psychiatric services/forensic services, articles did not have a critical focus, they did 

not focus on mental health, focus on health, focus on the evaluation of the 

implementation of unemployment schemes ect 

 

Duplicates of articles that were identified in previous searches were discarded, 

which left 51 remaining titles. The abstracts of the 51 articles and book chapters 

were read. It was decided that 7 articles and chapters in books were relevant to the 

current study. Those discarded were mainly because the articles did not have a 

critical focus. 

 
A further search of Google, Google Scholar and the reference lists of key 

documents identify a further 21 book tittles and articles that were of interest to the 

study, relevant chapters of books were read. 

 
3. Focused search – Mental health polices regarding unemployment  
PycINFO and PsycARTICLES, CINAHL Plus (via EBSCO) 

 
 

Search 

Number  Search criteria/words 

Number of 

articles 

S96 mental health and unemployment and mental health policies 63 

S97 

mental health care and unemployment and mental health 

policies 7 

S98 

mental health services and unemployment and mental health 

policies 15 

S99 psychology and unemployment and mental health policies 15 

S100 wellbeing and unemployment and mental health policies 6 

S101 therapy and unemployment and mental health policies 6,492 
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S102 

psychological therapies and unemployment and mental health 

policies 7,171 

S103 mental health and employment and mental health policies 214 

S104 mental health care and employment and mental health policies 35 

S105 

mental health services and employment and mental health 

policies 116 

S106 psychology and employment and mental health policies 39 

S107 wellbeing and employment and mental health policies 19 

S108 therapy and employment and mental health policies 13 

S109 

psychological therapies and employment and mental health 

policies 33,477 

S110 mental health and return to work and mental health policies 6 

S111 

mental health care and return to work and mental health 

policies 1 

S112 

mental health services and return to workand mental health 

policies 2 

S113 psychology and return to work and mental health policies 3 

S114 wellbeing and return to work and mental health policies 28,057 

S115 therapy and return to work and mental health policies 1 

S116 

psychological therapies and return to work and mental health 

policies 27,065 

S117 mental health and unemployment and government policies  1 

S118 

mental health care and unemployment and government 

policies  2 

S119 

mental health services and unemployment and government 

policies  2 

S120 psychology and unemployment and government policies  1 

S121 wellbeing and unemployment and government policies  0 

S122 therapy and unemployment and government policies  0 

S123 

psychological therapies and unemployment and government 

policies  0 

S124 mental health and employment and government policies  136 

S125 mental health care and employment and government policies  12 

S126 mental health services and employment and government 56 
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policies  

S127 psychology and employment and government policies  233 

S128 wellbeing and employment and government policies  76 

S129 therapy and employment and government policies  27 

S130 

psychological therapies and employment and government 

policies  1 

S131 mental health and return to work and government policies  3 

S132 mental health care and return to work and government policies  0 

S133 

mental health services and return to work and government 

policies  1 

S134 psychology and return to work and government policies  5 

S135 wellbeing and return to work and government policies  0 

S136 therapy and return to work and government policies  0 

S137 

psychological therapies and return to work and government 

policies  0 

 
The titles were read and those that were considered irrelevant to the current study 

were done so for a number of reasons including: they focused on a learning 

disability populations, the focus was not on unemployment/employment/return to 

work, a focus on severe and enduring mental health problems ect.  

 

I decided that 37 papers would be of interest to the study. Duplicates of articles 

identified in previous searches were discarded, leaving 28 papers, the abstracts of 

which were read, following which a further 10 articles were discarded. Articles that 

were considered to be less relevant to the current study were: articles that focused 

on non UK government policies, articles focused on professional groups other then 

psychological therapists ect. 

 
A further search of Google, Google Scholar and the reference lists of key 

documents identify a further 4 articles that were of interest to the study.  
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3. Focused search – IAPT 
 
PycINFO and PsycARTICLES, CINAHL Plus (via EBSCO) 

 

Search 

Number  Search criteria/words 

Number of 

articles 

S138 Increasing access to psychological therapies  19 

S139 

Increasing access to psychological therapies and 

unemployment 0 

S140 Increasing access to psychological therapies and employment 0 

S141 

Increasing access to psychological therapies and return to 

work  0 

S142 Increasing access to psychological therapies and experience 1454 

 

 

Titles were scanned for appropriateness. Decisions about which articles to keep 

were based on various factors, including: they did not have a focus on 

unemployment or return to work. It was decided that 7 articles were relevant to the 

study.  

 

A further search of Google, Google Scholar and the reference lists of key 

documents identify a further 11 articles that were of interest to the study.  

 

 

4. Focused search – mental health practitioners understandings of 
unemployment 
 

PycINFO and PsycARTICLES, CINAHL Plus (via EBSCO) 

 

 

Search 

Number  Search criteria/words 

Number of 

articles 

S139 Mental health professionals and interviews 1,693 

S140 Mental health professionals and understanding of their work 116 
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S141 Mental health professionals and values 1,084 

S142 mental health workers and interviews 422 

S143 mental health workers and understanding of their work 54 

S144 mental health workers and values 230 

S145 psychologists and interviews 5,039 

S146 psychologists and understanding of their work 835 

S147 psychologists and values 8,240 

 

The titles were scanned for relevance. The articles and book titles that were 

regarded to be irrelevant to the current study were done so for various reasons, 

including: focus on physical health, focus on organizational psychology, focus on 

child services, focus on neuropsychology ect. It was decided that 41 papers and 

books were relevant to the study. Duplicates of articles and book titles that were 

identified in previous searches were discarded, leaving 35 titles. 

 

Of the remaining 35 titles, the abstracts of the articles were read and a further 7 

papers were considered inappropriate to the current study, this was for a number of 

reasons including: the journal articles lacked details (i.e. limited information was 

provided about epistemology and methodology), the stance of some books were 

less relevant to the study.  

 

A further search of Google, Google Scholar and the reference lists of key 

documents identify a further 25 articles that were of interest to the study.  
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APPENDIX 2: IAPT SITES CONTACTED BY EMAIL AND PHONE TO TAKE 
PART IN THE RESEARCH 
 

The list has been compiled according to the website Greater London Authorities 

on London Gov.Uk website, which is a government commissioned and 

regulated website.  

 

Borough  
 

Name of IAPT site  

Barking and Dagenham  
Barking and Dagenham Increasing 

Access to Psychological Therapies  

Barnet  
Surrey and Borders IAPT services 

Bexley 
IAPT Mind in Bexley 

Brent  
Brent IAPT  

Bromley  
Bromley Working for Wellbeing 

Camden 
Camden and Islington Icope  

Croydon 

 

SLaM: Improving Access to 

Psychological Therapies 

Ealing  Ealing IAPT 

Enfield  Enfield IAPT 

Greenwich Greenwich Time to Talk  

Hackney  Talking therapy in City and Hackney 

Haringey and Enfield Let’s Talk IAPT  
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Hammersmith and Fulham  Back on Track 

Haringey  
Haringey East IAPT Team 

Haringey West IAPT Team 

Harrow  Harrow IAPT 

Hillington  Hillington Talking Therapies  

Hounslow  Hounslow IAPT 

Islington  Camden and Islington Icope  

Kensington and Chelsea  

 

Kensington and Chelsea 

Psychological Services (IAPT) 

Lambeth  

 

Lambeth Psychological Therapies 

Service (Lambeth Iapt) 

Lewisham  SLaM: Improving Access to 

Psychological Therapies 

Newham  Newham Talking Therapies 

Redbridge  
Redbridge Improving Access to 

Psychological Therapies (IAPT)  

Richmond Upon Thames  Richmond Wellbeing Service, Talking 

therapies and Specialist Support  

South Kensington & Chelsea  South Kensington & Chelsea Mental 

Health Centre 

 Southwark SLaM: Improving Access to 

Psychological Therapies 

Sutton and Merton  Sutton and Merton IAPT  

Tower Hamlets Turning Point 

Wandsworth IAPT Wandsworth IAPT 

Waltham Forest  Waltham Forest IAPT 

Westminster  Westminster IAPT North  

Westminster IAPT South  
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APPENDIX 3: REFLEXIVE DIARY  
 

Throughout this study, I wrote notes in my reflexive journal in order to help me 

to reflect on and make sense of different elements of the study. The notes were 

referred to throughout the write up of the study. The following are examples:   

 

A. Initial stages of the Literature Search  
 

A vast number of articles have been generated from carrying out a preliminary 

literature search. From having read a number of these articles, it is becoming clear that 

most of the literature that has explored the relationship between mental health and 

unemployment has been carried out using quantitative methodologies, qualitative 

research seems to be more spares and also difficult to get hold of. A number of authors 

have been contacted directly to see if I can get hold of the qualitative papers they have 

written, however this is proving quite difficult, I am still waiting for responses.  

It seems that a large portion of the articles that have a quantitative focus have not 

acknowledged the wider political and social context of unemployment. I am aware that 

thinking about the wider social and political causes of a phenomena is not necessarily 

within the remit of ‘pure’ positivist approach, however this has left me feeling curious 

about what has led to psychological research to take this stance to researching 

unemployment. It has also left me further wondering about the impact of the positivist 

research in the field for therapists practice and how they manage and work with any 

wider personal views and ideas they have about unemployment.  

 

B. Epistemological stance  
 

In my reading of different epistemological stances, I wondered about whether I 

fully adhered to any particular stance or whether I actually drew on one stance 

more in certain contexts compared to others and in response to conversations I 

was having with people. For example, in my clinical practice on my placements, 

I was aware of needing to use a more discursive stance when working with 

some clients, particularly people who had experiences of powerlessness. But 

yet with other clients who experienced similar difficulties I was aware that it was 

more important to take a more critical realist stance by acknowledging the 
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material realities of people’s circumstances. I found myself thinking that this 

reflected my own approach to the current research, although I had taken a 

critical realist approach in this research, I was aware that this would probably be 

swayed at a later point in my life due to various conversations I have with 

people and the reading of further literature. I was also influenced by the 

importance of answering the research questions of the study and therefore this 

also influenced my decision to use a critical realist approach. In addition I 

started to wonder whether through further reading I would eventually find a 

stance that suited my way of thinking better or whether this was a dilemma that 

I would need to constantly negotiate depending on the context I am in.  

 

C. Interview with participant 4 
 

The feedback from participants about the interview schedule so far, had been 

that it felt appropriate in helping them to discuss their views about the topic of 

the study. Despite this, I am continually struck by participants’ lack of discussion 

of their own views and ideas about unemployment. I wondered whether there 

were other reasons why this may have been the case, apart from the 

implications of drawing on more positivist ideas, I wondered whether the 

reputation of being a UEL trainee had influenced therapists from not wanting to 

get into this discussion or whether it was something that they hadn't considered 

or needed to think about given their own experiences of employment. Despite 

this there was a continual sense by all participants that they were in opposition 

to employment being positioned the way it had in mental health policies 

however it seemed that through my questions I could not fully understand what 

informed their views on this.  
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APPENDIX 4: INFORMATION LEAFLET  
 

UNIVERSITY OF EAST LONDON 
 

School of Psychology 
Stratford Campus 

Water Lane 
London E15 4LZ 

 
Information Sheet 

 
The Principal Investigator 

Jusna Khanom  

Contact Details: Email - U1236133@uel.ac.uk 

 
Project Title 

The unemployment agenda in mental health services: the therapists’ perspective. 
 

Why am I being given this information sheet?  
The purpose of this letter is to provide you with information to help you decide 

whether you wish to participate in this research study. The study is being conducted 

as part of my Professional Doctorate in Clinical Psychology at the University of East 

London. 

 
Why am I conducting this research?  

To date little research has looked at understanding the impact that political priorities 

have on the type of discussions that are made available within the therapeutic 

context.  Therefore this study will explore the discourses that therapists draw upon 

to help them to work with political agendas, specifically employment difficulties, and 

the kind of language such discourses make available for therapists to use in therapy 

and the implications of this on therapy.  

 

What are the possible benefits of taking part? 
Currently there is a wide body of literature investigating the impact of unemployment 

on mental health however there is little research aimed at understanding how 
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therapists are able to negotiate working with political agendas, relevant to 

unemployment, and the effects of this. Therefore the current research aims to 

contribute to the knowledge in this area and hopefully in the further development of 

IAPT services. The research will also provide participants with the opportunity to 

share their experiences and views of understanding, disseminating and working 

with political agendas (regarding unemployment) and its impact on the 

psychological therapy they deliver.   

 
What will I have to do if I take part?  

You will be asked to take part in an interview, during which you will be asked to sign 

a consent form and you will be asked a series of questions.  

 

Where will the interview take place?  
The interviews will be carried out at your place of work and will last roughly 45 – 60 

minutes. The interview will be recorded using an audio recorder and then 

transcribed by the researcher for analysis.  

 

Will my responses be kept confidential?  
Yes, your confidentiality will be maintained through the following processes: The 

only personal data that will be requested from you is your professional title and the 

length of your employment at the service. This information and the content of the 

interviews will be kept confidential at all times. Any names discussed and 

information that may identify you or other people will be altered in transcripts, thesis 

extracts and any resulting publications. Consent forms and audio recordings will be 

kept in a locked environment and transcripts will be stored on an encrypted memory 

stick. The information sheets and consent forms will be stored separately from the 

transcripts. The researcher will transcribe all interviews. Only the researcher, 

supervisors and examiners will have access to transcripts. All audio recordings will 

be destroyed once the final thesis has been examined, it is anticipated that this will 

be within two years from the date of the interview. The anonymised transcripts may 

be kept for a period of ten years after the interview, for the purpose of any 

publications.  

 

However there are limits to confidentiality, if you reveal information that may be of 

concern, confidentiality will be broken in consultation with the researchers 
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supervisors. It is anticipated that the researcher will discuss this with you before 

confidentiality is broken. 

 

Can I withdraw once the interview has started? 
Yes, you are not obliged to take part in this study and should not feel coerced. You 

are free to withdraw at any time. Should you choose to withdraw from the study you 

may do so without disadvantage to yourself and without any obligation to give a 

reason. Should you withdraw, I will ask you whether your response thus far can be 

used, if not, they will be destroyed.  

 

How do I make a complaint if I am unhappy with how the study was 
conducted? 

If you are concerned about any part of the study or would like to make a complaint 

please contact the study’s supervisor or the ethics committee (details are provided 

below). On contact information about the formal complaints procedure will be made 

available. 

 

Please feel free to ask me any questions. If you are happy to continue you will 
be asked to sign a consent form prior to your participation. Please retain this 

invitation letter for reference.  
If you have any questions or concerns about how the study has been 

conducted, please contact the study’s supervisor,  
Dr Trishna Patel, School of Psychology, University of East London, Water 

Lane, London E15 4LZ.  
(Tel: 020 8223 4174. Email: t.patel@uel.ac.uk)  

or  
Chair of the School of Psychology Research Ethics Sub-committee: Dr. Mark 
Finn, School of Psychology, University of East London, Water Lane, London 

E15 4LZ. 
(Tel: 020 8223 4493. Email: m.finn@uel.ac.uk) 

Thank you for your time. 
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APPENDIX 5: CONSENT FORM 
 

UNIVERSITY OF EAST LONDON 
 

CONSENT FORM 

Title of Project: The unemployment agenda in mental health services: the 

therapists’ perspective 

 

Name of Researcher: Jusna Khanom (Email - U1236133@uel.ac.uk) 

 

Please tick box  

 

1. I confirm that I have read the information sheet dated April 2014  

(version 1) for the above study. I have had the opportunity to  

consider the information, ask questions and have had these  

answered satisfactorily. 

 

2. I understand that my participation is voluntary and that I am free  

to withdraw at any time without giving any reason, without my  

medical care or legal rights being affected. 

 

3. I understand that the information collected about me will be used  

to support other research in the future, and may be shared 

anonymously with other researchers. 

 

4. I agree to take part in the above study. 

 

            

Name of Participant  Date    Signature 

 

            

Name of Person  Date    Signature 

taking consent 
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APPENDIX 6: INTERVIEW SCHEDULE 
 

Background Information: 

Number of years since qualification: 

Theoretical stance: 

 

1) I would like to hear your thoughts on whether you think the way you carry out 

therapy has changed over the years and what has influenced this?  

 

2) I would like to hear your thoughts on whether changes in government 

policies, over the years, have changed the way you work with clients? 

Prompts:  

If yes: What kind of influence has it had on your work?  

 - Have some policies influenced your thinking more then others?   

- Do you think this can influence what you talk about in therapy? If yes: What kind of 

impact do you think this has had in your therapeutic work? 

- What ideas do you draw on to help you to integrate the changes in governmental 

policies to your therapeutic work with clients? Research, theories, past training, own 

values, personal experience. 

If no: Why do you think this might be? Is this to do with the way you see your 

therapeutic work or your values? 

 

2) Has working/not working with governmental policies raised any conflict for you?  

Prompts:  

If yes: Has it raised any conflicts in terms of how you would like to carry out 

therapy?  

- What ideas have you drawn upon to help you manage such conflicts? 

Research, theories, past training, own values, personal experience. 

If no: Why do you think this might be? Is this to do with the way you think about 

governmental policies and your therapeutic work? 

 

3) As you will be aware, one of the main driving forces for the development of IAPT 

was the proposal made by Layard, which discussed the impact that therapy would 

have on economic productivity. Since the introduction of IAPT the emphasis of this 

has changed align with the economic recession. Overall, have the governmental 



	 157	

guidance’s related to employment had any influence on the way you work with 

service users?  

Prompts:  

If yes: Have you noticed changes in the emphasis of this policy over time?  

- Over time, have you noticed any changes in the way you work with service 

users align with how much emphasis is placed on employment?  

If no: Can you tell me more about why there has been little influence from these 

policies on your therapeutic work? 

 

4) What ideas do you draw on to help you talk about employment with service 

users? (political, values, training?) 

Prompt:  

- Are there any other broader ideas that you draw on to help you? 

 

5) Has talking about employment made anything more possible for you in your 

work?  

Prompts:  

- Has it influenced in opening up new types of conversations for service users? If 

so, can you tell me more? 

 

6) Has talking about employment made anything less possible for you in your work?  

Prompts:  

- Has it had an influence in closing down other topics of conversations for service 

users?  
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APPENDIX 7: UEL ETHICAL APPROVAL   
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APPENDIX 8: NHS RESEARCH AND DEVELOPMENT ETHICAL APPROVAL  
 

 
 
 
 
 



	 160	

APPENDIX 9: CHANGE OF THESIS TITLE  
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APPENDIX 10: TRANSCRIPTION NOTATIONS  
 

The following transcription notations were also used in an attempt to fully capture 

participants’ communication, as recommended by Braun and Clarke (2013, p. 163- 

169): 

 

(.)    Short pause. A pause of a second or less.  

((pause))   Longer pause. A pause of a few seconds or longer.  

((laughs))   The speaker laughs during a turn in the conversation.  

((both laugh)) Both speakers laugh. 

((coughs))  An indication that the speaker is coughing during a turn in the 

conversation. 

((claps hands)) The speaker makes the gesture of clapping their hands during 

a turn in the conversation. 

((in overlap))   This is to signify an overlap in speech. 

((inaudible))   The speech is completely inaudible.  

()    To signify a best guess when the speech is inaudible.  
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APPENDIX 11: DATA ANALYSIS: CODING  
 

Interviewer identification: JK 

Participant identification: P 
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APPENDIX 12: INITIAL THEMATIC MAP 
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APPENDIX 13: FINAL THEMATIC MAP  
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