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Preface 

Mental images are an important part of how we experience the world. Imagery can 

involve one sense or multiple senses. One good way to explain imagery is to imagine a 

lemon: you can probably ‘see’ a picture of the lemon in your mind, with colour, shape, and 

texture; maybe you can ‘smell’ the scent of a lemon; maybe you get that salivary response 

at the bottom of your mouth as you would if you tasted a lemon.  

Not only are mental images part of our everyday lives, but they are also a key 

criterion for the diagnosis of obsessive-compulsive disorder (OCD). People with OCD 

experience obsessions and/or compulsions; obsessions are recurrent intrusive thoughts, 

urges or images, and compulsions are repetitive behaviours or mental acts people feel they 

have to do in response to obsessions.  

 

Due to imagery being an important part of OCD, it is possible that imagery-based 

interventions may be helpful in reducing OCD symptoms. Imagery rescripting interventions 

aim to change the content and meaning of distressing mental images. There has been lots of 

research into these interventions as treatments for post-traumatic stress disorder (PTSD), 

but not much that looks at whether they are effective interventions for people with OCD. A 

systematic literature review was conducted in order to summarise and evaluate this 

research. Seven databases were searched using specific search terms relevant to imagery 

rescripting and OCD. The search resulted in 395 studies, which were then methodically 

screened to ascertain whether they met the inclusion criteria for the review. Eight studies 

were included in the review; five of them looked at eye movement desensitisation and 

reprocessing (EMDR) and three looked at imagery rescripting (ImRs). Data from these 

studies was extracted and narrative synthesis was used to examine the results. The results 
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showed that although there was some limited evidence that both EMDR and ImRs were 

effective interventions to treat OCD, there were a lot of limitations with the designs, 

methods, and analyses of the studies. This means that any conclusions about the 

effectiveness of imagery rescripting interventions should be taken cautiously, and that there 

is a need for more high-quality research in this area.  

 

There has also been limited research into how people with OCD experience mental 

imagery. A research study was conducted with the aim of exploring people’s experiences of 

and reactions to imagery in OCD. An expert-by-experience helped to design the study, to 

make sure that the questions being asked were relevant and appropriate for people with 

OCD. Eight adults with OCD were interviewed, and their interviews were transcribed. The 

data was analysed using Interpretative Phenomenological Analysis (IPA). Six main themes 

were found, which showed that imagery in OCD is vivid and involves multiple senses, that 

people feel unable to control their OCD imagery, and that they elaborate upon the imagery 

they experience. The themes also showed that OCD imagery involves both past memories 

and future fears, that people respond to their OCD imagery as if it is real, and that therapy 

can help to shift imagery. These are important results which give insight into how people 

with OCD experience imagery; it can be intense, and it is a significant part of their everyday 

lives. It will be important for therapists and clinicians to think about and engage with 

imagery when they are working with people who have OCD. 
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Abstract 

Background 

Imagery is a key diagnostic criterion for OCD, and is implicated in the everyday 

experience of people with OCD. There is, however, limited research into imagery rescripting 

interventions for the disorder. This review aimed to systematically review the existing 

literature to determine whether there is evidence that these interventions are effective 

treatments for OCD.  

 

Methods 

 Databases were systematically searched, and articles screened on title, abstract, and 

full-text. Quality rating was conducted on studies deemed eligible for inclusion. Eight full-

text articles were included in the review.  

 

Results 

Five studies of EMDR and three studies of Imagery Rescripting (ImRs) were included. 

There was limited evidence that EMDR appeared to be an effective intervention in reducing 

OCD symptoms, and evidence from case series that ImRs also seemed to be an effective 

treatment.  

 

Discussion 

Due to limitations in study design, methodology, and analysis, only tentative 

conclusions could be drawn. Some imagery rescripting interventions may not have been 

captured within the review. Further high-quality research, including RCTs, should be carried 

out to further investigate the effectiveness of imagery rescripting interventions for OCD.  
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Registration 

Registered on Prospero. ID: CRD42021281974 

 

Highlights 

• Eight published studies were included in the final review.  

• EMDR and ImRs may be effective interventions for OCD. 

• Significant limitations in design, methods, and analysis limit clear conclusions. 

 

Keywords 

Obsessive-compulsive disorder; systematic review; imagery rescripting; EMDR. 
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Introduction 

Obsessive-compulsive disorder (OCD) is a common anxiety disorder, with 1% 

prevalence over 12 months (Kessler et al., 2005). OCD is defined in the 5th edition of the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5) as the presence of 

obsessions, compulsions, or both, with obsessions being defined as recurrent or persistent 

thoughts, images, or urges, which are unwanted and intrusive, and often disturbing, with 

the person experiencing the obsessions attempting to ignore, suppress or neutralise them 

(American Psychiatric Association (APA), 2013). Compulsions are defined as repetitive 

behaviours or “mental acts” which the person feels obligated to do in response to an 

obsession, but which are either clearly disproportionate or not realistically related to the 

obsession(s) they aim to prevent or neutralise (APA, 2013). It is clear from the DSM-5 

definition that images and mental imagery are a key part of the phenomenology of OCD. 

 

Mental imagery has captured the interest of people for centuries; Aristotle declared 

that images were essential to thought, and Kant linked imagination to cognition and 

creativity (MacKisack et al., 2016), whereas Watson dismissed the concept and attributed 

mental images to “motor habits in the larynx” (MacKisack et al., 2016, p.2). Imagery was put 

back in the spotlight by Beck’s development of cognitive therapy, which centred the role of 

imagery – primarily in the form of visual mental pictures – in people’s experiences of 

distress (Beck, 1976). The understanding of mental imagery developed further, and more 

nuanced and scientific understanding came with more widespread use of imaging 

technology such as functional magnetic resonance imaging (fMRI); allowing scientists to 

recognise that imagery can take the form of other sensory experiences, not only visual, and 

that people experience imagery in ways very similar to if the stimulus was physically present 
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(Kosslyn et al., 2001). Most people experience mental imagery on a daily basis, as part of 

their everyday lives (Blackwell, 2019). Imagery holds more emotion than a purely verbal 

interpretation of the same information, summarised by Holmes et al. (2007); “Just to hold 

an image in mind (e.g., imagining jumping off a cliff), whether it is a memory or a newly 

constructed image, is a more emotionally charged experience than thinking about the same 

information verbally” (p.299).  

 

Research into mental imagery has historically focused on ‘psychiatric disorders’ with 

traumatic or negative experiences at their core; primarily post-traumatic stress disorder 

(PTSD) and social phobia (Hackmann & Holmes, 2004; Holmes et al. 2005), however, 

imagery is implicated in a much wider range of psychological presenting difficulties, 

including OCD (Brewin et al., 2010). Despite imagery being one of the defining aspects of 

OCD (APA, 2013), there has been limited research into mental imagery in the disorder. In 

1986, De Silva published an account of imagery in OCD using data from his own clinical 

practice, as well as the research data (De Silva, 1986). De Silva classified different types of 

OCD imagery; obsessional, compulsive, disaster, and disruptive, stating that these are 

independent of each other and do not overlap or co-occur. The generalisability of these 

categories is limited, however, due to De Silva only using data from patients treated by 

himself, plus a small amount of data from external sources. De Silva suggested that a 

possible treatment method could involve the patient “gaining mastery or control” (p.347) 

over the images in order to reduce distress and anxiety, rather than using exposure and 

response prevention (ERP).  
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Following De Silva’s 1986 paper, however, there was little investigation of OCD-

related imagery until after the millennium. Speckens et al. (2007) interviewed 37 people 

with OCD and found that 81% reported experiencing mental images, mostly memories of or 

related to previous negative experiences. Imagery was visual in nature for the majority of 

people (93%), with 97% also reporting physical sensations, but the other senses were also 

reported in people’s experiences of imagery: 36% auditory, 21% smells, and 7% taste. Most 

people experienced the imagery as either like a snapshot (46%) or like a film (43%). 

Participants who experienced imagery were more likely to have higher levels of OCD 

symptoms, anxiety, and responsibility beliefs compared to those who did not experience 

imagery. To test whether imagery in OCD had distinguishing characteristics compared to 

imagery in other anxiety disorders (including social anxiety, panic, phobias, and health 

anxiety), Lipton et al. (2010) interviewed participants with either OCD or other anxiety 

disorders about intrusive imagery. Although they found no significant differences between 

groups in prevalence, sensory modality, vividness, or level of distress caused by the images, 

the authors did find that participants with OCD experienced intrusive imagery significantly 

more frequently than those with other anxiety disorders, and their imagery had a weaker 

link with previous memories. Although Speckens et al. (2007) and Lipton et al. (2010) found 

seemingly contradictory results in terms of OCD imagery being memories of, or associated 

with, previous adverse experiences, both suggest that rescripting interventions may be 

more useful than exposure-based interventions in treatment for the disorder; Speckens et 

al. suggesting this as imagery rescripting is used effectively in PTSD treatment with similar 

autobiographical memories, and Lipton et al. recommending rescripting instead of exposure 

as OCD images lacked clear links with memories and were more similar to “elaborative 

cognitions” (p.821).  
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In terms of treatment recommendations for OCD, guidelines from the National 

Institute of Health and Care Excellence (NICE) recommend Cognitive Behavioural Therapy 

(CBT) including Exposure and Response Prevention (ERP) either in the form of self-help, 

groups, or individual therapy (NICE, 2005). ERP involves exposure to feared stimuli in a 

graduated manner, with the person instructed to desist from completing the compulsion(s) 

or safety behaviour(s) which would usually be triggered by the stimuli and reduce the 

associated anxiety (McKay et al., 2015). Although CBT and ERP are effective in treating OCD, 

around 50% of patients who start ERP either do not complete it or do not significantly 

improve following the intervention (Abramowitz, 2006), and ERP is less successful with 

patients who do not exhibit overt compulsions (De Silva, 1986).  

 

Psychotherapy has been using ‘psychodramatic enactment’ as an imagery-based 

intervention for psychological disorders for many years (e.g. Goulding & Goulding, 1979), 

but these interventions tended to focus on “curing” the clients (Goulding & Goulding, 1979, 

p.3) using psychodynamic principles of re-experiencing the self as a child. Cognitive therapy 

also used imagery as part of therapeutic interventions; Beck et al. (1985) found that 

changing visual mental images could reduce emotional distress. Edwards (1990) developed 

these ideas further and described two case studies in which he used a “memory rescripting” 

(p.45) technique to reduce psychological distress. Arntz and Weertman (1999) developed 

their own protocol for imagery rescripting (ImRs) for early adverse childhood experiences by 

adapting earlier imagery-based intervention by Smucker et al. (1995) for PTSD due to 

childhood sexual abuse, and integrating some principles from Edwards (1990) and the 

earlier psychodynamic approaches. Their protocol contains three distinct phases, taking the 

patient through 1) re-imagining the experience from the perspective of the patient as a 
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child, 2) imagining the same scene again but from the perspective of themselves as an adult 

intervening in the scene, and 3) imagining the rescripted scene from the perspective of 

themselves as a child, and asking for any additional needs to be met.  

Arntz and Weertman’s protocol has been used and adapted in multiple studies; Lee 

and Kwon (2013) used an adapted version of the protocol in their RCT examining whether 

ImRs was an effective intervention for people with social phobia. They found that 

participants in the ImRs group improved significantly on social anxiety measures compared 

to controls, suggesting that a brief, three-session ImRs treatment is effective. Willson et al. 

(2016) found that a single session of ImRs improved symptoms and reduced distress for the 

majority of a small sample of patients with body dysmorphic disorder (BDD). A meta-

analysis conducted by Morina et al. (2017) of ImRs interventions for a variety of 

psychological difficulties associated with aversive memories (including PTSD, social anxiety, 

BDD, and OCD) found that ImRs was effective in reducing symptoms in all of the disorders, 

and that generally these reductions were maintained at follow-up. However, the meta-

analysis mainly contained studies of PTSD and social anxiety, only including one study on 

OCD, therefore it is not possible to generalise the effectiveness of ImRs interventions to 

people with OCD more widely from this study.  

 

Eye movement desensitisation and reprocessing (EMDR) was developed by Francine 

Shapiro in 1989 as a new and innovative treatment for PTSD (Shapiro, 1989). Patients are 

asked to focus on the traumatic memory and “isolate a single picture representative of the 

entire memory” (Shapiro, 1989, p.213), whilst performing bilateral eye movements. This 

aims to result in a change in the image or picture patients are holding in mind, such that it 

seems further away or changes to a more positive image, and the level of distress 
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accompanying the initial image is notably reduced (Shapiro, 1989). EMDR has a strong 

evidence base, particularly for PTSD; meta-analyses have found that EMDR is better than 

CBT in alleviating post-traumatic symptoms and anxiety in PTSD and has the same 

effectiveness as CBT in reducing depression (Khan et al., 2018); that EMDR and trauma-

focused CBT were equally effective at treating PTSD symptoms (Seidler & Wagner, 2006); 

and that EMDR reduced PTSD symptoms in the short term, and was effective in treating 

phobias (Cuijpers et al., 2020), however many studies did not have low risk of bias. From 

these results, one could speculate that EMDR may be an effective treatment for other 

psychological disorders which are effectively treated by CBT (as OCD is), however, there are 

no systematic reviews examining whether EMDR is an effective treatment for OCD.  

 

Although OCD treatments are well-researched in terms of CBT and ERP, there is little 

known about whether imagery rescripting interventions are effective treatments. As there is 

an imagery component to the diagnostic criteria for OCD, and some evidence that imagery is 

implicated in the everyday experience of people with OCD, it is important to understand 

whether treatments based on imagery are effective. The aim of the current article is to 

systematically review studies of imagery rescripting interventions for OCD in adults, to 

ascertain whether there is evidence that these interventions are effective for treating OCD.  

 

Method 

Search Strategy 

Literature searches were conducted using SCOPUS, Web of Science, CINAHL, 

Proquest Dissertations and Theses, Ovid Emcare, APA PsychInfo, and Ovid Medline in week 

3 of November 2021. Searches were run from the earliest indexed studies (1872) to 
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November 2021. The following search terms were used for titles and abstracts: (Obsessive-

Compulsive Disorder OR OCD OR obsessive compulsive) AND (imagery OR eye movement 

desensiti*ation and reprocessing OR EMDR). Mapped terms were used where available. The 

search was limited to articles in English or with an English translation. In addition, the 

reference lists of all retained articles (as per inclusion/exclusion criteria below) were 

searched for any additional articles which could be included. The search was re-run in the 

first week of May 2022 to check for any relevant newly published studies; none were found.  

Inclusion and exclusion criteria are shown in Table 1. Where there was uncertainty 

on whether to include any of the studies, the articles were discussed with two supervisors 

(LW and AT) and an agreement reached on whether the study should be included or not.  

 

Table 1. 

Inclusion and exclusion criteria 

Inclusion Criteria 

(If all of the following met) 

Exclusion Criteria 

(If one or more of the following met) 

Studies published in English or with an 

English translation 

Studies focusing solely on hoarding 

Studies of adults over the age of 18 Studies with participants without diagnoses 

of OCD, e.g. general student populations 

Participants with a diagnosis of obsessive-

compulsive disorder 

 

Studies using an imagery rescripting 

intervention (including EMDR) as the 

primary treatment for obsessive-

compulsive disorder 

 

Outcome measures are reported pre- and 
post-treatment on clinician-reported 
and/or self-reported measures of OCD 
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Quality Assessment  

Quality of the retrieved articles were assessed using the Quality Assessment Tool for 

Quantitative Studies (QATQ; Thomas et al., 2004), the JBI Critical Appraisal Checklist for Case 

Reports (JBICACCR; Moola et al., 2017), and the JBI Critical Appraisal Checklist for Case 

Series (JBICACCS; Moola et al., 2017); see Appendix B for copies of quality rating tools. The 

QATQ assesses methodological quality across multiple factors: selection bias, study design, 

confounders, blinding, data collection, withdrawals and dropouts, intervention integrity, 

and analysis. It requires users to give ratings for each individual section, as well as an overall 

rating of methodological quality. The JBICACCR is designed to assess the quality of case 

reports, and includes eight questions evaluating the quality of description, assessment, and 

reporting. The JBICACCS is similar to the JBICACCR, but assesses the quality of case series 

designs. It includes 10 questions to assess the risk of bias and internal validity of case series 

studies, with questions around clear reporting of information on participants, assessment 

methods, interventions, and outcomes. 

It was decided to exclude studies which did not achieve a quality rating of 

“Moderate” or higher on the QATQ, or which did not satisfy three or more of the criteria on 

the JBICACCR and JBICACCS, to ensure findings were not drawn from low quality studies.  

 

Results 

The search process is depicted in a PRISMA diagram (Page et al., 2021) in Figure 1. 

The searches identified 737 records, reduced to 395 after removal of duplicates. Records 

were then screened by title, and 138 were retained for further screening. Abstracts were 

screened for relevance and excluded if they did not meet the inclusion criteria, or met any 

of the exclusion criteria. The full texts of the remaining 20 articles were retrieved and 
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examined. Eleven articles were excluded after the full text screening (see Figure 1 for 

reasons). After the full screening process, nine articles were rated for quality. Study 

characteristics are summarised in Table 2, and study results summarised in Table 3.  

 

Quality Rating 

Three studies (Nazari et al., 2011; Marsden et al., 2018; Sarichloo et al., 2020) were 

quality-rated using the QATQ; all received ‘Moderate’ quality ratings and were included in 

the synthesis. Two studies (Marr, 2012; Potik et al., 2020) were quality-rated using the 

JBICACCR, and both studies were included in the review based on satisfying all the criteria 

on the checklist. Four studies (Mpavaenda, 2016; Veale et al., 2015; Maloney et al., 2019; 

Tenore et al., 2020) were quality-rated using the JBICACCS. Three studies (Veale et al., 2015; 

Maloney et al., 2019; Tenore et al., 2020) were included based on the checklist, and one 

study (Mpavaenda, 2016) was excluded based on the checklist, as it did not satisfy the 

following criteria: “Were the outcomes or follow-up results of cases clearly reported?”, 

“Was there clear reporting of the presenting site(s)/clinic(s) demographic information?” and 

“Was statistical analysis appropriate?” and was therefore deemed low quality. Twenty-five 

percent of studies were quality-rated by a second independent reviewer. Inter-rater 

reliability was calculated to be 100%. Overall, eight studies were included in the full 

synthesis.  
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Figure 1. 

PRISMA diagram of screening and selection of articles on imagery rescripting in OCD 
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Table 2. 

Study Characteristics 

Author(s), Year, 
Country 

Design Intervention Sample No. of Participants Gender (%) Age Ethnicity Comorbidities 
(n) 

Follow-Up 

Completed Dropouts/ 
Exclusions 

Maloney et al. 
(2019), Australia 

Case 
Series 

ImRs Patients 
diagnosed with 
OCD based on 
DSM-5 and 
MINI, Y-BOCS 
≥16 

13 1 (at 3-
month 
follow-up) 

Female n=7 
(53.8) 
Male n=6 
(46.2) 

Mean=40.4 
SD=15.38a 

Range=23-64 

Not 
reported 

MDE (n=2) 
BDD (n=1) 
Dysthymia 
(n=4) 
GAD (n=2) 
None (n=4) 

Post-control 
intervention, post-
ImRs, 1-month 
follow-up, 3-
month follow-up 
(n=12) 

Marr 
(2012), 
UK 

Case 1 Case 
Study 

EMDR Patient 
diagnosed with 
OCD 

1 0 Male 28 Not 
reported 

Not reported Post-treatment, 4-
6 month follow-up 

Case 2 Case 
Study 

EMDR Patient 
diagnosed with 
OCD 

1 0 Male 24 Not 
reported 

Not reported Post-treatment, 4-
6 month follow-up 

Case 3 Case 
Study 

EMDR Patient 
diagnosed with 
OCD 

1 0 Male 19 Not 
reported 

Not reported Post-treatment, 4-
6 month follow-up 

Case 4 Case 
Study 

EMDR Patient 
diagnosed with 
OCD 

1 0 Male 26 Not 
reported 

Not reported Post-treatment, 4-
6 month follow-up 

Marsden et al. 
(2018), UK 

RCT EMDR vs. 
ERP 

Patients with 
OCD diagnosis 
based on MINI 

34 21 Female n=34 
(61.8) 
Male n=21 
(38.2) 

Mean=32.04 
SD=12.67 

White 
British=47 
(90.4%) 
Other=5 
(9.6%) 

Not reported Post-intervention 
(n=34), 6-month 
follow-up (n=46) 
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Note. ImRs: Imagery rescripting; EMDR: Eye movement desensitisation and reprocessing; ERP: Exposure and response prevention; RCT: Randomised control trial; 

DSM-5/DSM-IV: Diagnostic and Statistical Manual of Mental Disorders, 5th/4th edition (APA, 2013/1994); MINI: the Mini-International Neuropsychiatric Interview 

(Sheehan et al., 1998); SCID: Structured Clinical Interview for the DSM (First & Gibbon, 2004); Y-BOCS: Yale-Brown Obsessive-Compulsive Scale (Goodman et al., 

1989); MDE: Major depressive episode; BDD: Body dysmorphic disorder; GAD: Generalised anxiety disorder. 

a Standard deviations and means calculated from raw data provided in paper.  

 

Nazari et al. 
(2011), Iran 

RCT EMDR vs. 
Citalopram 

Patients with 
OCD diagnosis 
based on DSM-
IV and Y-BOCS 

60 30 Female n=27 
(45) 
Male n=33 
(55) 

10-20 = 11; 21-
30 = 23; 31-
40= 14; 41-50 
= 8; >51 = 4 

Not 
reported 

None Post-intervention 

Potik et al. 
(2020), Israel 

Case 
Study 

EMDR Patient with 
diagnosis of 
OCD 

1 0 Male 28 Eastern 
European 

Schizoaffective 
disorder 

Post-intervention, 
6-month follow-
up, 1-year follow-
up 

Sarichloo et al. 
(2020), Iran 

RCT EMDR+ERP 
vs. ERP alone 

Patients with 
OCD diagnosis 
based on SCID-
5, YBOCS ≥16 

45 15 Female n=26 
(57.7) 
Male n=19 
(42.3) 

<25 = 16; 25-
40 = 23; >40 = 
6 

Not 
reported 

None Post-intervention, 
3-month follow-up 

Tenore et al. 
(2020), Italy 

Case 
Series 

ImRs Patients 
diagnosed with 
OCD based on 
DSM-5, Y-
BOCS>18 

18 4 Female n=10 
(55.5) 
Male n=8 
(44.5) 

Mean=34.3 
SD=8.10a 
Range=24-52 
 

Not 
reported 

Not reported Post-assessment, 
7-day follow-up, 
30-day follow-up, 
60-day follow-up, 
90-day follow-up 

Veale et al. 
(2015), UK 

Case 
Series 

ImRs Patients 
diagnosed with 
OCD based on 
SCID 

12 1 Female n=5 
(41.7) 
Male n=7 
(58.3) 

Mean=40 
SD=10.76a 
Range=30-65 
 

Not 
reported 

Depression 
(n=6) 
None (n=6) 

Post-control 
intervention, post-
ImRs, 3-month 
follow-up 
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Table 3. 

Summary of study results 

Author(s), 
Year, Country 

Design No. of 
participants 

Primary 
Outcome 
Measure 

Other 
Outcome 
Measures 

Intervention 
(no. of 
sessions) 

Results Statistics 

Maloney et 
al., 2019, 
Australia 

Case 
series 

13 Y-BOCS OCI 
BAI 
BDI 
OBQ 

ImRs (up to 
6) 

Significant reduction in Y-BOCS and OCI, 
scores at post-ImRs, 1-month follow-up and 
3-month follow-up. 92% of participants 
achieved a ≥35% improvement on Y-BOCS 
post-ImRs. Improvement in OCI did not 
correlate with improvement in Y-BOCS at 
post-treatment or FU. Subjective measures 
of imagery accuracy, vividness and distress 
level (0-100 scale) were all significantly 
reduced at post-ImRs, more markedly so at 
1- and 3-month FU. Change in vividness 
correlated significantly with change in OCI at 
1 month FU. Lower baseline Y-BOCS 
significantly predicted greater % 
improvement after single ImRs session.  

Pre vs. post:  

• Y-BOCS p<.001 

• OCI p<.001 
Pre vs. FU 1: 

• Y-BOCS p<.001 

• OCI p<.001 
Pre vs. FU 2: 

• Y-BOCS p<.001 

• OCI p<.001 

Marr 2012 – 
Case 1 

Case 
study 

1 Y-BOCS None EMDR (10) Reduction in Y-BOCS score from 36 (pre-
intervention) to 11 (post-intervention), 
maintained at follow-up (Y-BOCS=10). 

No statistical analysis carried 
out.  

Marr 2012 – 
Case 2 

Case 
study 

1 Y-BOCS None EMDR (16) Reduction in Y-BOCS score from 35 (pre-
intervention) to 10 (post-intervention), 
maintained at follow-up (Y-BOCS=7). 

No statistical analysis carried 
out. 
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Marr 2012 – 
Case 3 

Case 
study 

1 Y-BOCS None EMDR (14) Reduction in Y-BOCS score from 33 (pre-
intervention) to 6 (post-intervention), 
maintained at follow-up (Y-BOCS=4). 

No statistical analysis carried 
out. 

Marr 2012 – 
Case 4 

Case 
study 

1 Y-BOCS None EMDR (14) Reduction in Y-BOCS score from 37 (pre-
intervention) to 7 (post-intervention), slight 
increase at follow-up (Y-BOCS=9). 

No statistical analysis carried 
out. 

Marsden et 
al., 2018, UK 

RCT 34 Y-BOCS OCI 
PHQ-9 
GAD-7 

EMDR (16) 
vs. ERP (16) 

Significant reduction on Y-BOCS scores for 
both EMDR and ERP groups at post-
intervention and 6-month follow-up. No 
significant differences in Y-BOCS or OCI 
scores between EMDR and ERP group at 
post-intervention. No significant difference 
in Y-BOCS scores between EMDR and ERP at 
6-month follow-up. No significant main 
effects for group*time at post-treatment or 
follow-up.  

Y-BOCS: 

• EMDR pre vs. post: p<.001 

• EMDR pre vs. FU: p<.001 

• ERP pre vs. post: p<.001 

• ERP pre vs. FU: p<.001 
EMDR vs. ERP post: 

• Y-BOCS p=.38 

• OCI p=.66 
EMDR vs. ERP FU: p=.90 (Y-
BOCS) 
Group*time at post 
treatment: p=.16 
Group*time at FU: p=.80 

Nazari et al., 
2011, Iran 

RCT 60 Y-BOCS None EMDR vs. 
Citalopram 
(NR) 

Significant reduction in Y-BOCS scores for 
both Citalopram and EMDR post-
intervention. Significantly larger reduction in 
EMDR group than Citalopram post-
intervention. 

Y-BOCS: 

• Citalopram pre vs. post: 
p<.001 

• EMDR pre vs. post: p<.001 
Citalopram post vs. EMDR 
post: p<.001 
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Potik et al., 
2020, Israel 

Case 
study 

1 Y-BOCS IES-R EMDR (5) Decrease in Y-BOCS score from 19 (pre-
intervention) to 7 (post-intervention), 
further reduction to 4 at 6-month follow-up, 
maintained at 1-year follow-up. 

No statistical analysis carried 
out. 

Sarichloo et 
al., 2020, Iran 

RCT 45 Y-BOCS BAI EMDR+ERP 
(12) vs. ERP 
(12) 

Significant reduction in Y-BOCS scores for 
both EMDR+ERP and ERP alone, at both 
post-intervention and 3-month follow-up. 
Significantly larger reduction in EMDR+ERP 
group compared to ERP alone at post-
intervention and 3-month follow-up. 

Y-BOCS:  

• EMDR+ERP pre vs. post: 
p<.001 

• EMDR+ERP pre vs. FU: 
p<.001 

• ERP pre vs. post: p<.001 

• ERP pre vs. FU: p<.001 

• EMDR+ERP vs. ERP post: 
p<.001 

EMDR+ERP vs. ERP FU: p<.001 

Tenore et al., 
2020, Italy 

Case 
series 

18 Y-BOCS OCI 
BDI 
BAI 

ImRs (3) Screening vs. 90-day FU: Significant 
reduction in Y-BOCS and OCI. Post-
assessment vs. 90-day follow-up:  Significant 
reduction in Y-BOCS and OCI. At 90-day 
follow-up, 72% had reliable improvement on 
Y-BOCS, 55% had clinically significant 
improvement on Y-BOCS. At 90-day follow-
up, 28% had reliable improvement on OCI, 
5.5% clinically significant improvement. 
Significant negative effect of time on Y-BOCS 
scores, and significant quadratic effect of 
time on Y-BOCS scores. 

Screening vs. 90-day FU:  

• Y-BOCS p=.001 

• OCI p=.009 
Pre-ImRs vs. 90-day FU: 

• Y-BOCS p=.001  

• OCI p=.022  
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Note. ImRs: Imagery rescripting; EMDR: Eye movement desensitisation and reprocessing; ERP: Exposure and response prevention; Y-BOCS: Yale-Brown Obsessive-

Compulsive Scale (Goodman et al., 1989); OCI: Obsessive-Compulsive Inventory (Foa et al., 1998); BAI: Beck Anxiety Inventory (Beck et al., 1988); BDI: Beck 

Depression Inventory (Beck, 1972); OBQ: Obsessive Beliefs Questionnaire (Obsessive Compulsive Cognitions Working Group, 2001); PHQ-9: Patient Health 

Questionnaire – 9 (Kroenke et al., 2001); GAD-7: General Anxiety Disorder – 7 (Spitzer et al., 2006); IES-R: Impact of Events Scale, Revised (Weiss & Marmar, 1996); 

RIQ: Responsibility Interpretations Questionnaire (Salkovskis et al., 2000); ImRs: Imagery rescripting; EMDR: Eye movement desensitisation and reprocessing; ERP: 

Exposure and response prevention; FU: follow-up; NR: not reported. 

Veale et al., 
2015, UK 

Case 
series 

12 Y-BOCS OCI 
RIQ 
BAI 
BDI 

ImRs (1) Post-ImRs, 66.6% had reliable improvement 
on Y-BOCS, 41.7% had clinically significant 
improvement. At 1-month follow-up, 75% 
showed reliable improvement on Y-BOCS, 
58.3% had clinically significant 
improvement, 16.7% reached asymptomatic 
criterion (≤7 on YBOCS).  

No statistical analysis carried 
out. 
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Participant Characteristics 

Diagnosis 

The eight included studies accounted for 198 participants, all recruited with a 

diagnosis of OCD. Four studies reported the use of a clinical interview to confirm the 

diagnosis; either the Structured Clinical Interview for the DSM (SCID: First & Gibbon, 2004; 

used by Sarichloo et al., 2020 & Veale et al., 2015), or the Mini-International 

Neuropsychiatric Interview (MINI: Sheehan et al., 1998; used by Maloney et al., 2019 & 

Marsden et al., 2018). Three studies used DSM criteria (not in a structured interview format) 

to confirm the diagnoses (Maloney et al., 2019; Nazari et al., 2011; Tenore et al., 2020). Two 

studies included participants based on a diagnosis of OCD without reporting how the 

diagnosis was made (Marr, 2012; Potik, 2020). Four studies also included cut-off scores on 

the Yale-Brown Obsessive-Compulsive Scale (Y-BOCS; Goodman et al., 1989) as inclusion 

criteria; cut-off scores varied between studies, with two using ≥16 (Maloney et al., 2019; 

Sarichloo et al., 2020), one using >18 (Tenore et al., 2020), and one not reporting the cut-off 

used (Nazari et al., 2011). 

 

Comorbidity 

Three studies (Marr, 2012; Marsden et al., 2018; Tenore et al., 2020) did not report 

on whether participants had any comorbid psychiatric diagnoses. Of the five studies which 

did report on comorbidities, two studies, both RCTs (Nazari et al., 2011; Sarichloo et al., 

2020), reported no comorbid mental health problems in participants; both excluded 

participants from the study if they had a comorbid psychiatric disorder, with Sarichloo et al. 

also excluding participants with comorbid medical problems. One case study (Potik, 2020) 

reported comorbid schizoaffective disorder in the single participant. Two studies (Veale et 
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al., 2015; Maloney et al., 2019) reported comorbid depression (diagnoses included were 

depression, Major Depressive Episode, and dysthymia), ranging from 46-50% of the sample, 

which approximately reflects findings from the wider clinical population (La Salle et al., 

2004). Maloney et al. (2019) reported additional comorbidities of body dysmorphic disorder 

in one participant and generalised anxiety disorder in two participants.  

 

Age  

Reporting of ages varied between studies; the three case series (Maloney et al., 

2019; Tenore et al, 2020; Veale et al., 2015) listed the ages of each participant in their 

demographics tables, allowing the mean, standard deviation, and range to be calculated 

from this raw data (see Table 1). Ages were reported in all the case reports. Among the 

three RCTs, one (Marsden et al., 2018) reported the mean and standard deviation, whereas 

the other two (Nazari et al., 2011; Sarichloo et al., 2020) reported the number of people in 

age brackets with no report of the range, mean or other descriptive statistics. This made it 

difficult to establish whether the mean ages of participants were comparable between 

studies. It is not clear whether children or older adults were represented; Nazari et al. 

(2011) use an age bracket “10-20” which raised the question of whether children were 

involved in the study. Both Nazari et al. (2011) and Sarichloo et al. (2020) had open-ended 

upper age categories (>51 and >40 respectively) which meant it was unclear what the oldest 

age of participants was, and whether any older adults (65+) were included in the study.  

 

 

 

 



28 
 

Gender 

All studies reported the gender split in their samples. Overall, the total proportion 

was 52.4% female, 47.6% male. This roughly reflects the gender split seen in the wider 

clinical population of OCD (Lochner & Stein, 2001). 

 

Ethnicity and Location of Study 

The studies were conducted in a range of countries: Iran, the UK, Australia, Israel, 

and Italy. Only two studies reported on ethnicity; one case study (Potik et al., 2020) where 

the participant’s ethnicity was reported as ‘Eastern European’, and one RCT (Marsden et al., 

2018) which reported ‘White British’ as the main ethnic group (90.4%), with the rest of the 

sample classified as ‘Other’. It is hard to draw conclusions on whether the ethnicity of 

participants in studies was representative of the countries in which they were conducted 

due to the striking lack of reporting of this characteristic.  

 

OCD Outcome Measures 

All studies used the Y-BOCS as the primary outcome measure of OCD. The Y-BOCS 

(Goodman et al., 1989) is a 10-item clinician-rated scale measuring the severity of OCD 

symptoms. Marsden et al. (2018) used an adapted self-report version of the Y-BOCS (Baer et 

al., 1993). Some studies (Maloney et al., 2019; Marsden et al., 2018; Tenore et al., 2020; 

Veale et al., 2015) also included the Obsessive-Compulsive Inventory (OCI; Foa et al., 1998); 

a 42-item self-report measure of frequency of OCD symptoms and the distress caused by 

these.  
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Study Designs 

Three studies were RCTs (Nazari et al., 2011; Sarichloo et al., 2020; Marsden et al., 

2018) all examining EMDR; three studies were case series (Maloney et al., 2019; Veale et al., 

2015; Tenore et al., 2020) examining ImRs; and two were case reports (Marr, 2012; Potik et 

al., 2020), both examining EMDR. Marr (2012) describes four different case reports in one 

paper. Synthesis will be conducted by grouping together studies using the same 

intervention. 

 

EMDR 

Among the five studies which examined EMDR as the intervention of interest, all 

used standard 8-phase EMDR protocol (Shapiro, 1989), with a varying number of sessions; 

one study (Nazari et al., 2011) did not report the number of sessions, and of the four studies 

which reported the number of sessions, the range was 5-16 (see Table 2 for number of 

sessions). Some studies had additional adaptations/variations to the standard EMDR 

protocol: two of Marr’s (2012) case studies used EMDR with “video playback”, where 

participants were asked to replay a specific memory in their mind. One study (Sarichloo et 

al., 2020) combined EMDR with ERP for one condition, alternating the intervention used in 

each session.  

 

ImRs 

Three studies, all case series, examined ImRs as the intervention of interest. All used 

the 3-stage imagery rescripting technique based on Arntz and Weertman’s (1999) protocol. 

Two studies (Veale et al., 2015; Maloney et al., 2019) randomised the number of days 

participants waited between baseline monitoring or initial interview and control 
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intervention, and between control intervention and ImRs. Tenore et al. (2020) randomised 

the number of days participants waited between the memory-identifying interview session 

and the ImRs intervention. The number of sessions of ImRs varied between studies; Veale et 

al. (2015) offered participants a single session of ImRs, Tenore et al. (2020) offered three 

ImRs sessions, and Maloney et al. (2020) offered up to six ImRs sessions to participants, 

stopping if there was a clinically significant reduction in Y-BOCS scores (reduction of at least 

35% and score <7). 

 

Overall Study Findings 

Is EMDR an effective intervention for people with OCD?  

Three EMDR studies (Nazari et al., 2011; Sarichloo et al., 2020; Marsden et al., 2018) 

were RCTs of EMDR interventions for people with OCD. Comparison groups varied between 

studies; Nazari et al. (2011) compared EMDR to the antidepressant Citalopram, Sarichloo et 

al.’s (2020) comparison group was ERP, and Marsden et al. (2018) also compared EMDR with 

ERP (as per the protocol by Foa et al., 2012)) but curiously labelled it as CBT (“…we apply the 

acronym CBT to refer to ERP”, p.12); for the purposes of clarity, it shall be referred to as ERP 

within this review.  

 

All three RCTs found a significant reduction in Y-BOCS scores for EMDR groups and 

the various comparison groups, and all concluded EMDR was effective in treating OCD. 

Nazari et al. (2011) found that there was a significantly larger reduction in Y-BOCS scores 

post-intervention for participants in the EMDR group compared to the Citalopram group. 

Sarichloo et al. (2020) found that EMDR with ERP conferred additional benefit over ERP 

alone, leading to greater reductions in Y-BOCS scores both at post-intervention and 3-month 
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follow-up. This suggests that adding EMDR to ERP leads to a more effective treatment for 

OCD, compared to ERP alone. By contrast, Marsden et al. (2018) found no significant 

differences between the EMDR and ERP groups on the self-reported Y-BOCS or other 

outcome measures (OCI, PHQ-9, GAD-7) at post-intervention or 6-month follow-up.  

The two studies which used ERP interventions as the comparison treatment for 

EMDR found conflicting results: Sarichloo et al. (2020) finding EMDR to be superior and 

Marsden (2018) finding no difference. Both studies observed a high drop-out rate from ERP: 

37% of participants in Sarichloo et al. (2020) and 35% in Marsden et al. (2018) which is in 

line with the average for ERP intervention studies (25-30%; Abramowitz, 2006). By contrast, 

Sarichloo et al. (2020) observed a much lower drop-out rate among participants offered 

alternating ERP and EMDR sessions (13%; p<.05) whereas Marsden et al. (2018) found no 

reduced drop-out rate among participants offered pure EMDR (41%). It is worth noting that 

Nazari et al. (2011) had a similar drop-out rate to Marsden et al. (2018) for pure EMDR 

(36%). As neither Nazari et al. (2011) nor Sarichloo et al. (2020) conducted an intention-to-

treat (ITT) analysis, dropout rates will not have influenced their findings, but the improved 

dropout rate from alternating ERP and EMDR sessions in Sarichloo et al. (2020) could 

suggest this was more acceptable to participants. It could be that the combination of the 

imagery intervention with the behavioural techniques used in ERP meant that the 

acceptability and effectiveness of the overall intervention was enhanced.  

 

Two EMDR papers were case studies; Potik et al. (2020) and Marr (2012). Marr’s 

(2012) paper contained four case studies reported separately. All five reported case studies 

used EMDR to treat participants with OCD, and all reported reductions in Y-BOCS scores 

between pre- and post-intervention to below the clinical cut-off. Reductions in Y-BOCS 
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scores were maintained at follow-up for three of Marr’s four cases; one of Marr’s cases 

showed a slight increase of two points at follow-up. Potik (2020) found that the Y-BOCS 

score further reduced at 6-month follow-up, and this reduction was maintained at 1-year 

follow-up. As these were case reports, no statistical analysis was carried out. Reliable 

change scores were not reported for either study. Taking the results of the case studies 

together, they suggest that EMDR is an effective treatment for people with OCD.  

 

Is ImRs an effective intervention for people with OCD?  

All three ImRs studies were case series (Maloney et al., 2019; Veale et al., 2015; 

Tenore et al., 2020). Results were analysed in various ways: all three case series reported 

reliable and clinically significant change scores for the Y-BOCS, with Veale et al. (2015) also 

reporting effect sizes for the Y-BOCS and OCI; and the others also reporting statistical 

analysis (Tenore et al., 2020: paired-samples t-test, Wilcoxon signed-rank test, linear 

regression, mixed ANOVA, and intercorrelations; Maloney et al., 2019: 2-tailed paired t-

test). 

Maloney et al. (2019) found that following the ImRs intervention, participants had a 

significant reduction in their scores on the Y-BOCS and OCI at post-intervention, 1-month 

follow-up, and 3-month follow-up. They also found that after a single ImRs session, 38% of 

participants achieved a Y-BOCS score of ≤12, indicating clinical wellness according to their 

criterion. The authors also used subjective measures of vividness, imagery accuracy, and 

distress, by asking participants to rate these on 0-100 scales at each time point. It was found 

that all three measures showed marked reduction post-intervention, which continued to 

reduce at 1-month and 3-month follow-up.  
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The structure of Maloney et al.’s (2019) study meant that participants had up to six 

sessions of ImRs, stopping after their Y-BOCS scores showed a clinically significant reduction 

of ≥35% and were below 7. They found that 12 out of the 13 participants achieved this 

following up to six ImRs sessions. These results suggest that ImRs is an effective treatment 

for OCD, measured both by standardised outcome measures and subjective participant 

ratings. The authors found that lower baseline Y-BOCS score significantly predicted a greater 

percentage improvement in the score after a single ImRs session – suggesting that the less 

severe a person’s OCD, the more effective a single treatment session of ImRs was for them.  

 

Veale et al. (2015) used reliable and clinically significant change as their method of 

reporting results. They found that post-intervention, 66.6.% of participants showed reliable 

improvement on the Y-BOCS, and 47.1% showed clinically significant improvement. At 1-

month follow-up, 75% of participants showed reliable improvement in Y-BOCS scores, 58.3% 

showed clinically significant improvement, and 16.7% reached their criterion for 

asymptomatic OCD (Y-BOCS score of ≤7). They also found a large effect size for Y-BOCS 

scores post-control to 3-month follow-up and for OCI scores across the same time period. 

These results suggest that a single session of ImRs is an effective treatment for OCD, and 

there is further improvement one month after the intervention. Although the authors 

report reliable change and clinically significant change, these are not clearly defined in 

numerical terms but as one definition (a 10-point reduction in Y-BOCS score), which makes it 

difficult to fully understand the implications of the results.   

The study by Tenore et al. (2020) reported both statistical analysis on the Y-BOCS 

and OCI, and reliable and clinically significant change on the same measures. Reliable 

change was defined as a reduction of 10 points on the Y-BOCS, and a clinically significant 
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change was defined as at least a 10-point reduction plus the score being less than 17. Details 

for reliable and clinically significant change on the OCI were not reported. Results showed a 

significant reduction in Y-BOCS and OCI scores from pre-intervention to 90-day follow-up. At 

90-day follow-up, 72% of participants showed reliable improvement on the Y-BOCS, and 

55% showed a clinically significant improvement. For the OCI, 28% of participants showed a 

reliable improvement at 90-day follow-up, and 5.5% showed clinically significant 

improvement. The study also found a significant negative effect of time on Y-BOCS scores, 

suggesting that Y-BOCS scores decreased across time. There was also a significant negative 

quadratic effect of time on Y-BOCS scores, suggesting that the larger difference in scores 

was at the beginning of the intervention, between pre-intervention and 7-day follow-up.  

Tenore et al. (2020) reported that the randomisation of number of days participants 

waited between baseline monitoring and control intervention, and between control 

intervention and ImRs, had no significant effect on the outcomes, however neither Maloney 

et al. (2019) nor Veale et al., (2015) reported on whether their randomisation of days 

waiting for intervention had affected results.  

Taking the case series together, all appeared to show that ImRs is an effective 

intervention for people with OCD, though the possible bias created by mainly reporting on a 

clinician-completed outcome measure (Y-BOCS) suggests cautious interpretation. The 

intervention lengths varied from a single session to up to six sessions, so it is hard to 

conclude how many sessions is optimum for the best outcomes.  
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Discussion 

This systematic review aimed to examine the literature to establish whether imagery 

rescripting interventions were effective in the treatment of OCD.  

This review can tentatively suggest that imagery rescripting interventions, namely 

EMDR and ImRs, may be useful in the treatment of OCD. Both EMDR and ImRs studies 

showed reductions in OCD symptoms post-intervention; these conclusions should be held 

cautiously, however, as there are several limitations to the included studies.  

 

Between studies there was variation in the clinical interview tools used for diagnosis 

of OCD, as well as the cut-off scores used on other diagnostic measures, with some studies 

not reporting the tool used to confirm diagnosis or the cut-off scores used. This makes 

inclusion criteria difficult to compare, and could mean that there was variation across 

studies which was not able to be captured in this review. Future studies should ensure that 

tools and measures used to screen participants are fully reported, including cut-off scores if 

used. 

While the gender representation in the included studies reflects the wider clinical 

population, the inclusion of younger and older age groups and the diversity of ethnicities 

represented is unclear. Future research could helpfully specify this information to allow 

conclusions as to generalisability, as recommended by e.g. Roberts et al. (2020). The 

decision by two studies to exclude participants with comorbidities limits the generalisability 

of conclusions to the wider population of people with OCD, among whom comorbidities, 

particularly depression, are more common than not (LaSalle et al., 2004). 
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EMDR 

All studies (RCTs and case studies) investigating EMDR found that it was an effective 

intervention for treatment of OCD, reducing Y-BOCS scores. It is notable that only one of the 

EMDR studies used or reported on any participant-rated measures of OCD symptoms; 

Marsden et al. (2016) used a self-report adaptation of the Y-BOCS (Baer et al., 1993) and did 

not find any significant differences between groups on this measure, unlike the two studies 

using the clinician-rated tool. Nazari et al. (2011) did attempt to mitigate possible bias by 

having a rater blind to group assignment complete the Y-BOCS. It would be beneficial for 

future studies of EMDR to include at least one self-report and/or blind observer measure of 

OCD symptoms to reduce the potential bias of clinician-reported measures. 

 

Two RCTs, Sarichloo et al. (2020) and Nazari et al. (2011), claimed that EMDR was 

significantly more effective than the comparator, but did not carry out an intention-to-treat 

(ITT) analysis (the absence of which can increase bias; McCoy, 2017). Only one RCT did carry 

out an ITT analysis; Marsden et al. (2016), and they did not find any superior benefit from 

EMDR. Dropout rates were comparable between all three studies, which means that there 

should not be a reason to exclude an ITT analysis. Examining the analysis methods more 

closely, Nazari et al. (2011) had very minimal description of the analysis they used, stating 

that it was “…done according to ATP protocol” (p.272) but not describing what this acronym 

means nor what the analysis protocol involved. This means that this review is unable to 

comment on the integrity and/or validity of the results of this study. There are also some 

weaknesses in the analysis carried out by Sarichloo et al. (2020). In the absence of an ITT 

analysis, the authors concluded that “…the combination of ERP plus EMDR significantly 
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increases the treatment completion rate and reduces dropout” (p.6), citing the higher effect 

size of the EMDR+ERP group compared to ERP alone, suggesting that this was a 

consequence of EMDR’s greater focus on emotion compared to ERP. It would be interesting 

to see whether the significant differences between groups in favour of EMDR for both 

Sarichloo et al. (2020) and Nazari et al. (2011) would be maintained if an ITT analysis was 

carried out. Future research should focus on conducting high-quality RCTs, using ITT 

analyses, to ascertain whether there is a true benefit of EMDR over and above comparators.  

 

Dropout rates were high across the studies and conditions; between 36% and 41% 

for EMDR, similar (35% and 37%) for ERP, and 30% for Citalopram. The exception to this was 

the EMDR+ERP condition in Sarichloo et al.’s (2020) study; the dropout rate for this group 

was 13%, significantly less than their comparator ERP condition, and also less than EMDR 

dropout rates in the other studies. This seems to suggest that the combination of EMDR and 

ERP was more acceptable to participants, compared to either intervention on its own. It 

would be beneficial for future studies to add a qualitative component to enable participants’ 

opinions on the interventions to be captured, and to investigate what it is about the 

combination of interventions that makes it more acceptable.  

 

ImRs 

 All of the case series investigating ImRs found that it was an effective treatment for 

OCD. The number of sessions provided to participants in each study varied, so it is not 

possible to draw a conclusion on how many sessions of ImRs would be most beneficial; it 

does appear though that a single session of ImRs was at least somewhat effective for a 

proportion of participants. There are, however, no published RCTs or studies using 
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comparison/control groups, so it is not possible to ascertain whether ImRs is differentially 

effective compared to other therapies or interventions. 

 

 All three ImRs studies used both the clinician-reported Y-BOCS and the self-report 

OCI as outcome measures. The extent to which symptoms were improved was different 

when measured using the Y-BOCS to when measured using the OCI. Tenore et al. (2020) 

found that more participants showed a reliable and clinically significant improvement on the 

Y-BOCS compared to the OCI following ImRs, and that the effect size between pre-ImRs and 

90-day follow-up for the Y-BOCS was larger than for the OCI. Veale et al. (2015) found that 

participants showed reductions in both Y-BOCS and OCI scores after ImRs, but the effect size 

for the OCI was smaller. Maloney et al. (2019) found that ImRs improved scores on both the 

Y-BOCS and OCI, but that improvements in OCI scores did not correlate with improvements 

on Y-BOCS scores at post-intervention or at follow-up. Despite the two measures ostensibly 

capturing the same or very similar data (severity of OCD symptoms), it is interesting that 

there is a consistent pattern that the clinician-rated Y-BOCS showed a higher level of 

improvement when compared to the participant-rated OCI, and that in Maloney et al.’s 

(2019) study, improvement on the Y-BOCS was not correlated with improvement on the 

self-report OCI. Treating clinicians completed the Y-BOCS in the studies by Veale et al. 

(2015) and Tenore et al. (2020); it is important to be aware of the potential bias that this 

could have caused, as the therapists were not blind to the experiment and may therefore 

have been at risk of overestimating the improvements shown by participants. Future studies 

should consider using an blind rater to administer the clinician-rated questionnaires, to 

reduce this potential bias.  
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Overall 

It is clearly difficult to directly compare the effectiveness of ImRs and EMDR as 

treatments for OCD, as although both are imagery rescripting interventions, they can be 

dissimilar in their structure and approach.  

One aspect of the interventions which makes them difficult to compare is the 

differences in reporting of the memories or images they rescripted. All of the ImRs studies 

clearly stated what images were rescripted for each individual participant, a benefit of the 

case series approach and small sample sizes. Maloney et al. (2019) and Veale et al. (2015) 

both identified aversive memories related to OCD using a semi-structured interview 

(Speckens et al., 2007), whereas Tenore et al. (2020) used their own interview structure to 

select guilt-inducing memories, which were not necessarily related to people’s OCD. This is 

an interesting and notable difference and is worth holding in mind when examining the 

results of the studies; it appears that ImRs is effective in reducing OCD symptoms even 

when the image that is being rescripted is not directly linked to the OCD symptomatology. 

For the EMDR studies, all four of Marr’s (2012) case studies reported the OCD-related 

memories and triggers which were rescripted, and Potik et al. (2020) also reported the 

aversive memory which was rescripted, again a benefit of case study design. None of the 

RCTs reported the individual memories which were rescripted, an understandable omission 

due to sample size, but Sarichloo et al. (2020) and Marsden et al. (2016) reported that they 

used the EMDR protocol from Marr’s (2012) study, focusing on OCD-related memories and 

triggers. Nazari et al. (2011) reported the general EMDR protocol they followed, but gave no 

details on the type of memories rescripted. Future studies would benefit from describing 

the type of memories which were rescripted, with some examples given.  
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Limitations 

The current review had some limitations. No statistical or meta-analyses were 

conducted, due to the shortage of RCTs and the differences across the three RCTs which 

were included in the review (Brown & Richardson, 2017). Methodologically, a limitation may 

have been having only a single researcher assessing study eligibility (HW), meaning there 

may have been the possibility of selection bias; preventative measures included clear 

inclusion and exclusion criteria, and discussion of studies with two supervisors (LW and AT). 

A proportion of the full-text studies were quality rated by a second independent rater to 

reduce likelihood of bias.  

It is likely that there are other interventions which use imagery rescripting as part of 

their protocol which have not been captured within this review, either due to being filtered 

out by the search terms, or by not explicitly reporting the imagery rescripting content of the 

intervention. In order to allow a wider review of approaches utilising imagery-based 

interventions in the treatment of OCD, including approaches such as imaginal exposure (e.g. 

Stopa, 2021), future studies should clearly state any imagery-based aspects of the 

interventions used.  

 

Conclusions 

This review can conclude that the research into EMDR as an intervention for OCD has 

significant methodological weaknesses, and the research for ImRs is limited to case series 

designs. This means that although there is some evidence that imagery rescripting 

interventions could be effective for treating OCD, it is difficult to draw firm conclusions 

about this effectiveness, and indicates a significant need for more high-quality studies of 
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EMDR, ImRs, and other imagery-based interventions before any inferences can be drawn 

about their feasibility as effective treatments for OCD. 
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Abstract 

Objectives 

There has been limited research into how people with OCD experience mental 

imagery, despite imagery being a defining criterion for OCD diagnosis. This study aimed to 

explore people’s experiences of and reactions to imagery in OCD.  

 

Design 

 This research employed a qualitative, phenomenological design using semi-

structured interviews. An expert-by-experience was involved in the study design.  

 

Method 

Eight adult participants with OCD diagnoses were purposively sampled from mental 

health services and interviewed about their experience of imagery. Interviews were 

transcribed verbatim and analysed using IPA. A reflexive log and audit trail were kept 

throughout the research process to ensure quality.  

 

Results 

 Six superordinate themes were found: OCD imagery is multisensory, detailed, and 

vivid; OCD imagery as uncontrollable and spontaneous; OCD imagery is elaborated upon; 

OCD imagery involves past memories and future fears; People respond to OCD imagery as if 

it is real; Therapy shifts OCD imagery.  
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Conclusions 

 This study highlights the intensity of OCD-related imagery experienced by people 

with OCD and the significance of this imagery for their everyday lives. Images relating to 

past experiences and images of future fears were identified, suggesting a reconciliation of 

previous findings. Implications for clinicians seeking to understand and work with people 

with OCD are discussed.  

 

Keywords 

Obsessive-compulsive disorder; mental imagery; Interpretative Phenomenological Analysis; 

qualitative research. 

 

Practitioner Points 

• There have been no purely qualitative investigations of people’s experiences of 

imagery in OCD. 

• Eight participants with OCD were interviewed about imagery in a study using 

Interpretative Phenomenological Analysis. 

• Participants described OCD images as an intense and significant part of their 

everyday lives.  

• Imagery is a key part of people’s OCD experience, which therapists should be aware 

of and proactively engage with throughout the clinical cycle.  

 

Data availability statement: 

 The data are not publicly available due to ethical restrictions as they contain 

information that could compromise the privacy of research participants. 
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Introduction 

Mental imagery has been a phenomenon of research interest in psychological 

disorders for many years (e.g. Hackmann et al., 1998; Day et al., 2004), in addition to being 

studied as a normal cognitive function (Kosslyn et al., 2001) and one of the key 

manifestations of thoughts in our consciousness (Hackmann et al., 2011; Stopa, 2021). 

Holmes and Mathews (2010) define mental imagery as “neural representations constructed 

from more elemental sensory information” (p.350) and add that “imagery can involve 

multiple sensory modalities, including bodily sensations and feelings” (p.350). It is clear from 

these definitions that mental imagery is not simply ‘pictures in your mind’s eye’, but is more 

complex and multi-sensory. Imagery has a strong relationship with emotion (Hackmann et 

al., 2011), including distress; as such, it is likely to be a feature of many existing 

categorisations of ‘psychological disorder’, from post-traumatic stress disorder (PTSD) and 

anxiety disorders to mood disorders and psychosis (Hackmann & Holmes, 2004).  

 

The Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5; 

American Psychiatric Association (APA), 2013) includes recurrent and persistent images in 

the criteria for diagnosis of obsessive-compulsive disorder (OCD); despite this, there has 

been limited research into imagery in OCD. De Silva (1986) used case studies to classify 

types of OCD imagery, but commented that there was little in the way of published research 

around OCD-related imagery. Since then, other than a few case studies looking tangentially 

at the links between trauma, imagery, and OCD symptoms (De Silva & Marks, 1999; Lipinski 

& Pope, 1994), there have only been two studies which set out to explore imagery in OCD 

(Speckens et al., 2007; Lipton et al., 2010).  
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Speckens et al. (2007) used semi-structured interviews and measures of OCD, 

depression, and anxiety to explore the prevalence, characteristics, and features of mental 

images in OCD. They studied a consecutive sample of patients admitted to an inpatient 

treatment programme for OCD, who had chronic, treatment-resistant OCD, and may 

therefore not be fully representative of the wider clinical population of people with OCD. 

They found that 81% of their sample experienced imagery related to their OCD. Imagery was 

reported to be mostly experienced visually, though it also included all other sensory 

modalities. Participants who experienced imagery associated with OCD were found to have 

higher levels of symptomatology compared with people who did not have imagery. The 

authors found that the majority of images experienced as part of OCD were memories of 

adverse events, or images associated with these events.  

Comparing a group of participants with OCD with a group of participants with non-

OCD anxiety disorders to ascertain whether imagery in OCD was distinguishable from 

imagery in other anxiety disorders, Lipton et al. (2010) found that there were no significant 

differences between people with OCD and people with other anxiety disorders in 

prevalence, vividness, or distress caused by imagery, although they did find that the 

frequency of intrusive imagery per week was significantly higher for people with OCD than 

for those with other anxiety disorders. Both groups reported primarily visual imagery, but 

more people in the OCD group than in the other anxiety disorders group reported that their 

visual imagery was from a field perspective (from their own point of view), as opposed to an 

observer perspective (from another’s point of view). Contrary to the findings of Speckens et 

al. (2007), it was found that images in OCD were less likely to be associated with earlier 

memories than images in other anxiety disorders, but more likely to include future harm 

and to be drawn from imagination. 
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It is interesting that Speckens et al. (2007) found that 19% of their sample did not 

experience imagery; they acknowledged that this might have resulted from the way imagery 

was measured within the study. They used a binary measure of whether participants 

experienced mental imagery or thoughts, which may have meant that data was not 

captured for participants who described their experiences as a combination of thoughts and 

images. They suggested that it could be useful for future studies to use a more dimensional 

measure for the nature of intrusions. Lipton et al. (2010) suggested that future studies could 

also benefit from further investigating how participants distinguish the similarities and 

differences between images and memories, as there was scope for different interpretations 

in the way their own questions were phrased.  

 

Investigating the nature of images in OCD is centrally important to understanding the 

experience of OCD and developing therapeutic interventions that cover all features of OCD. 

Should people experience images as being linked to adverse memories, therapeutic 

interventions similar to those used in PTSD treatment, such as imagery modification or 

imaginal reliving (Ehlers & Clark, 2000), may help to change the meanings and quality of 

memories associated with images. If images are experienced as being linked to future 

feared scenarios, therapeutic approaches such as behavioural experiments, reducing 

cognitive avoidance or rescripting (Arntz & Weertman, 1999) may be more helpful. Clearly, 

it is currently challenging to draw conclusions on this, as aside from the mixed-methods 

studies by Speckens et al. (2007) and Lipton et al. (2010), there is little to be found on how 

people with OCD experience imagery, and no fully qualitative studies. There are also, to 

date, no studies of people’s experiences of imagery in OCD using detailed phenomenological 

approaches. The use of such approaches as Interpretative Phenomenological Analysis (IPA: 
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Larkin & Thompson, 2012; Smith el., 2009), may assist in gaining more nuanced “insider 

perspectives” of this as yet poorly documented phenomenon. Consequently, the current 

study aims to build on the existing research in order to better understand the experience of 

OCD-related mental imagery, using IPA to identify and make sense of individuals’ 

experiences in relation to existing psychological theory. 

 

Method 

Design 

The study used Interpretative Phenomenological Analysis (IPA: Larkin & Thompson, 

2012; Smith et al., 2009), a qualitative approach which focuses on investigating people’s 

experiences. IPA is idiographic, such that it focuses on the meaning of a given experience to 

a participant, and recognises its significance for them, rather than attempting to fit them to 

pre-defined theories (Larkin & Thompson, 2012). There is a double hermeneutic process in 

IPA, in which the participant is trying to make sense of their own experiences, and the 

researcher aims to make sense of that sense-making (Smith, 2011). IPA is well suited to 

exploring people’s experiences of illness, including mental ill health, as it gives voice to the 

experiences of participants, gives voice to the meaning of these experiences, and does not 

make initial assumptions (Biggerstaff & Thompson, 2008).  

 

An expert-by-experience collaborated on this project on a paid consultancy basis. 

They were involved in developing and finalising the interview schedule, as well as providing 

feedback on the aims and design of the study to ensure that the research is relevant and 

interesting to participants and the wider community of people with OCD, a significant 
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benefit of involving experts-by-experience in qualitative research (Faulkner, 2012). The 

expert-by-experience was recruited by the primary supervisor (LW).  

 

Participants 

Participants were eligible if they were over 18, had a diagnosis of OCD and were 

experiencing imagery as part of this. Current psychosis, drug/alcohol misuse, and hoarding 

as the primary or only aspect of OCD were exclusion criteria.  

Participants were purposively sampled from a specialist NHS OCD service and 

Psychological Therapies service in South Wales. In addition, the expert-by-experience was 

invited and agreed to participate in the study. The study was also advertised through OCD 

Action, a national OCD charity, however no participants were recruited via this method. 

Eight participants were sought as this was deemed an appropriate sample size that still 

allows detailed analysis of individual experience to occur and is as such commensurate with 

the IPA approach (Smith et al., 2009; Smith, 2011). See Table 1 for participant 

characteristics. 
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Table 1. 

Participant characteristics 

Participant a Age  Gender 
(pronouns b) 

Ethnicity b Time 
since OCD 
diagnosis 

Comorbidities b Treatment c PHQ-9  
Depression 
Severity 

GAD-7 
Anxiety 
Severity 

OCI 
Score d 

OCI Focus 

Dan 34 Male 
(he/him) 

White 
British 

1 year Generalised 
Anxiety Disorder 

Current: CBT 
group 

Moderate Severe 82 Checking 

Hattie 19 Female 
(she/her) 

White 
British 

4 months None Current: CBT 
group 

Severe Severe 162 Washing, 
Checking, 
Obsessions 

Rachel 27 Female 
(she/her) 

White 
British 

13 years None Previous: CBT 
group 

Mild Moderate 73 Obsessions 

Amiera 26 Female 
(she/her) 

British 
Pakistani 

1 year None Previous: CBT 
group 

Severe Severe 80 Washing 

Carys 32 Female 
(she/her) 

White 
British 

2 years Depression Current: CBT 
group 

Moderately 
severe 

Severe 47 Washing 

Saskia 19 Female 
(she/her) 

White 3 months None Current: 
Individual CBT 

Moderate Moderate 97 Washing, 
Checking 

Natalie 21 Female 
(she/they) 

White 6 months Depression 
Anxiety 
Agoraphobia 
ADHD 
Awaiting autism 
assessment 

Current: 
Group CBT 

Severe Severe 85 Obsessions 
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Bridget 67 Female 
(she/her) 

British 47 years Childhood anorexia Previous: 
“Flooding” 
treatment, 
CBT, CAT, 
EMDR 

Moderately 
severe 

Severe 146 Checking 

 

Note. PHQ-9: Patient Health Questionnaire-9 (Kroenke et al., 2001); GAD-7: Generalised Anxiety Disorder-7 (Spitzer et al., 2006): OCI: Obsessive-Compulsive 

Inventory (Foa et al., 1998). 
a Pseudonyms to protect identities 
b Self-identified pronouns, ethnicity, and comorbidities 
c CBT: Cognitive Behavioural Therapy; CAT: Cognitive Analytic Therapy; EMDR: Eye Movement Desensitisation and Reprocessing.  
d OCI range: 0-168; clinical cut-off score: 40 (Foa et al., 1998) 
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Procedure 

NHS ethical approval was granted prior to commencement of the study (IRAS Project 

ID 295975; Appendix D). The study was shared with potential participants by word of mouth 

and poster advertisements (Appendix E) in therapy rooms. Therapists shared the 

information sheets (Appendix F) with individual patients and the researcher (HW) visited 

group sessions to give a short introduction to the research and answer any questions. 

Eligibility was confirmed by the researcher via telephone or email and participants were 

subsequently contacted via email or telephone to arrange the interview. Interviews were 

held either in person in clinic rooms, or virtually (via a secure University version of Microsoft 

Teams). All interviews were conducted by the researcher (HW). At the start of the interview, 

participants were asked to review the information sheet, invited to ask further questions, 

and asked to provide informed consent for the interview and sign the consent form 

(Appendix G). Interviews were recorded and transcribed verbatim. Interviews lasted 

between 41 and 77 minutes.  

 

Data Collection 

Demographic information was collected at the beginning of the interview (see 

Appendix H for interview schedule). Three questionnaires were sent to participants by post 

or email, in order to provide a more detailed description of the participants (Patient Health 

Questionnaire 9 (PHQ-9; Kroenke et al., 2001), Generalised Anxiety Disorder 7 (GAD-7; 

Spitzer et al., 2006) & Obsessive-Compulsive Inventory (OCI; Foa et al., 1998); see Appendix I 

for copies of the measures)). Participants were asked to complete them prior to the 

interview. Copies of the questionnaires were available at the interview in case participants 

had not completed or returned them beforehand. Questionnaires were linked to the 
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participants’ interviews by code number. The descriptive categories for participants’ PHQ-9 

and GAD-7 scores are shown in Table 1, along with total scores and focus of obsessions from 

the OCI. Participants’ total scores for each of the questionnaires can be found in Appendix J.  

Semi-structured interviews were carried out with participants, with the interview 

questions being based on the aims of the research and including prompting to further 

investigate accounts of the phenomenon of interest (see Figure 1 for summary of interview 

questions and Appendix H for the complete interview schedule). The interview schedule was 

developed with contributions from Consultant Clinical Psychologists with specific Cognitive 

Behavioural Therapy expertise and experience of working with people with OCD, and the 

expert-by-experience collaborated with the researchers in developing and finalising the 

interview schedule. 

 

Figure 1. 

Summary of interview questions 

 

 

 

 

 

 

 

 

 

 

Demographic Questions 

Interview Questions 

• Could you bring to mind a typical recent example of imagery to do with your 

OCD? 

• Can you describe the imagery to me in as much detail as you can?  

• What impact does this imagery have on you?  

• Does this imagery hold any meaning for you?  

• Are there any other forms or types of imagery that you experience related to 

your OCD?  

• Do you experience imagery that is not related to your OCD?  

Debrief 
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Data Analysis 

Interviews were analysed using established IPA procedures (Smith et al., 2009). In 

summary, transcripts were read several times, with initial reflections noted in the reflexive 

journal. Detailed, line-by-line descriptive coding and interpretative coding was conducted, 

and initial themes from each transcript collated in a spreadsheet. Superordinate themes 

were identified, starting with individual interviews and broadening to identify themes across 

cases. Mind maps were used to aid this process. A more interpretative account of the 

themes and the meaning behind them was developed through reflection of the researchers 

on both the data and existing psychological knowledge. Appendix K contains examples from 

the IPA process.  

 

Quality Control 

An audit checklist was created for this study (Appendix L) based on the requirements 

suggested by Akkerman et al. (2006) and Larkin and Thompson (2012). An audit trail was 

recorded by keeping all relevant documents, data, and analysis throughout the study. Audit 

was conducted during regular supervision with LW and AT. Supervision was also used 

throughout the analysis to ensure adherence to the method. Discussions around themes 

were had to enable deeper understanding of the data.  

 

Reflexivity 

In IPA, transparency and reflection on the experiences, views and preconceptions of 

the researchers is essential, as well as thinking about how these influences may impact on 

their interpretations of the data and its themes (Biggerstaff & Thompson, 2008). The 

researcher (HW) kept a reflexive log throughout the research process, noting down 
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emerging thoughts, reflections and any links with prior knowledge which came up, and 

discussing these in supervision (excerpt in Appendix K). For example, following the first and 

second interviews, the interviewer (HW) was aware of the conflict between her usual 

position as a clinician and the position of researcher required for these interviews, 

particularly in regard to refraining from asking follow-up questions which were more 

clinically relevant than associated with this research. Discussing this in supervision was 

helpful to give permission to the interviewer to set aside her clinical role and focus solely on 

the research questions.  

 

Results 

The analysis of the data produced six superordinate themes, presented below (see 

Table 2 for summary). Quotes from participants are included to illustrate each theme. 

Contributions of participants to each theme is shown in Table 3. Material that has been 

omitted from quotes is indicated by ellipses ‘…’, and words added to enhance clarity and 

understanding for the reader are in square brackets ‘[]’.  

Unsurprisingly, the concept of responsibility was evident across all the themes, as 

would be expected (e.g. Salkovskis, 1999). For all participants, it was clear that living with 

OCD could be distressing, and had a large impact on many aspects of their lives.  

“OCD just robs so much joy…” (Bridget) 

 

The purpose of the current study was to investigate people’s experiences of imagery, and so 

the following themes will explore this in more depth.  
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Table 2. 

Superordinate themes and subthemes 

Superordinate Themes Subthemes 

OCD imagery is multisensory, detailed, and vivid  

OCD imagery is uncontrollable and spontaneous Brain vs. self 

Intentional use of imagery 
Non-OCD imagery is controllable 

OCD imagery is elaborated upon Content is elaborated 
Imagery conveys meaning about self 

Hypervigilance 

OCD imagery involves past memories and future 
fears 

Imagery related to traumatic past 
experiences 
Imagery related to more general 

memories 

Imagery of future harm 

People respond to OCD imagery as if it is real Imagery elicits emotions 
Imagery prompts compulsions and 

safety behaviours 

Responses are seen as irrational 

Therapy shifts OCD imagery  
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Table 3. 

Participant contributions to themes and subthemes 

Superordinate and subthemes Participants 

Dan Hattie Rachel Amiera Carys Saskia Natalie Bridget 

OCD imagery is multisensory, detailed, and vivid ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

OCD imagery is uncontrollable and spontaneous ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Brain vs. self ✓ ✓ ✓ ✓  ✓ ✓ ✓ 

Intentional use of imagery   ✓   ✓   

Non-OCD imagery is controllable ✓ ✓ ✓ ✓  ✓   

OCD imagery is elaborated upon         

Content is elaborated ✓    ✓ ✓  ✓ 

Imagery conveys meaning about self ✓ ✓ ✓ ✓ ✓ ✓ ✓  
Hypervigilance ✓ ✓  ✓  ✓ ✓ ✓ 

OCD imagery involves past memories and future fears         
Imagery related to traumatic past experiences ✓ ✓ ✓  ✓ ✓  ✓ 

Imagery related to more general memories  ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Imagery of future harm ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

People respond to OCD imagery as if it is real         
Imagery elicits emotions ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Imagery prompts compulsions and safety behaviours ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Responses are seen as irrational ✓ ✓      ✓ 

Therapy shifts OCD imagery  ✓ ✓ ✓  ✓ ✓   
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Theme 1: OCD Imagery is Multisensory, Detailed, and Vivid 

Every person interviewed shared that they experienced imagery in a multisensory 

way, describing visual, auditory, olfactory, and physiological characteristics of their imagery 

in varying combinations. All participants described visual images; the content of these visual 

images varied depending on the person’s specific obsessions, but they were always 

unpleasant: 

“…so I get bodies, images of bodies and murdered people…” (Bridget) 

“…that person who I feel like I might have offended… them, sort of, not smiling at me 

or not wanting to engage with me…” (Rachel) 

“I can see the kitchen, and then just fire and smoke everywhere…” (Saskia) 

As well as purely visual images, participants also described imagery as having an auditory 

aspect, generally accompanying the visual images and appropriate to the scenario within 

the image. Vividness of auditory imagery varied from more muted accompaniments of visual 

images to extremely vivid, purely auditory imagery, as described by Dan: 

“I can almost hear the dynamic [of the water leaking], and not just like a ‘sss’, like a 

‘SSSHHHH’ sound… the whole dynamic of it and the timbre of it, and I’ll get that in 

detail…” 

Two participants described scent as being part of some of their images. For one, scent was 

present if the image was similar to a memory that had an olfactory aspect at the time, while 

for another, scent was an integral component of his whole experience of imagery:  

“…I could smell the sort of environment… if I’d noticed anything at the time…” 

(Natalie)  

“I’m picturing everything, I’m seeing it, I’m smelling it…” (Dan) 
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Imagery also had tactile and proprioceptive qualities for three of the participants. 

These qualities were consistent with the feared scenario and experiencing them preceded 

related compulsions. These feelings also seemed to be similar to a felt metaphor for a sense 

of threat: 

“…I feel that impact of it, how it would feel, the car hitting into it, and how my body 

would react to that…” (Carys) 

 “I feel like… sticky, grimy, yucky, all those types of things…” (Amiera)  

“…I feel very small… I feel like there’s something over my head about to drop…” 

(Saskia) 

 

Participants used expressive, evocative language to describe their experiences, 

demonstrating the vividness and detail of their imagery, and indicating that this was a 

distinct and memorable feature of the imagery. These descriptions tended to embody the 

unpleasantness of the image, and were sometimes so detailed and vivid that the reader 

cannot help but conjure up the image in their own mind: 

“Like the most horrible green you could think of. Not like a nice emerald green. I’d 

describe it as like bogey green, like not very nice. Like the kind of green you’d 

associate with sickness, with a little bit of, tip of like brown-ish, I guess…” (Hattie) 

“…my brother made a fire… and all I could see was his body on the floor in flames… 

and me trying to, like, put the flames out. Like, just, vivid…” (Carys) 

 

Participants tended to report that their OCD and non-OCD imagery was similar in the high 

level of vividness and detail, although people’s experiences did vary to some degree. The 

major difference between OCD and non-OCD imagery, however, was that non-OCD imagery 
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was not unpleasant, and focused more on everyday things. Some participants experienced 

non-OCD imagery as actively pleasant, describing planning for events such as holidays or 

what to wear on weekend occasions. Others found it to be neither pleasant nor unpleasant; 

just neutral. This suggests a clear distinction between OCD imagery and non-OCD imagery in 

terms of pleasantness.  

“…if I was going out somewhere, or planning, like, a holiday or going somewhere, it 

would just be nice thoughts…” (Amiera)  

“… just like images of like what is going on, and like things that I might do later, so 

like what I might have for tea, I can picture what is in my fridge and things like 

that…” (Hattie) 

 

In summary, all sensory modalities were represented when participants spoke about 

their imagery. The vividness and detail of the images people experienced were important 

characteristics, and seemed to emphasise the unpleasantness of the images.  

 

Theme 2: OCD Imagery is Uncontrollable and Spontaneous 

This superordinate theme explores the nature of imagery in OCD and participants 

feeling out of control of their experiences of imagery.  

Participants spoke about experiencing OCD imagery as out of their control, and 

imagery occurring spontaneously without them voluntarily conjuring it up. Imagery was 

described as appearing immediately after hearing only part of a trigger, or a novel image 

appearing unexpectedly during a regular compulsion. Imagery was also hard to stop once it 

had started, with people not feeling in control of this.  
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“I drive for 40 minutes to work, there and back, and it’s just images of me crashing…” 

(Carys) 

“I’ve only got to hear a syllable [of a trigger word]… It’s an automatic response. I’m 

not thinking ‘oh I don’t like that word, I think I’ll worry about it”, it’s an instant 

physiological reaction…” (Bridget) 

“Yeah, it literally caught me off guard. It just happened…” (Saskia) 

 

Brain vs. Self 

Several participants described feeling as if their brain was acting independently of 

their ‘self’ – as if they were not in conscious control of what their brain was doing, or like it 

was ‘playing tricks’ on them. Participants seemed to experience this separation from being 

in conscious control of their minds as understandably unpleasant and frustrating: 

“…my brain will turn on when it wants to almost fool me, trick me into thinking 

there’s something wrong…” (Dan) 

“…OK, I’m done with it [the intrusive image], my brain’s like ‘but are you really done 

with it?’ and I’m like oh, for goodness’ sake, give me a break, you know…” (Rachel) 

 

For Amiera, this lack of control permeated into imagery being present within her dreams. 

No other participants mentioned dreams, but this was not specifically asked about in the 

interview schedule so it could be that it is more widespread an experience than reported 

here. 

“Like, my mind automatically thinks of contamination… it just turns the dream into a 

nightmare…” 
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Intentional Use of Imagery 

Two participants, however, described using imagery intentionally in order to 

mentally review events. This appeared to involve replaying or retelling intrusive images as a 

form of checking:  

I just remember having the image of the book on the desk and I was like, ‘Oh, have I 

left everything in my room?’ So I imagined everything left in my room. So that flashed 

in, and I was like ‘OK, yeah, you did that right. Did you do everything else right?’ 

(Saskia) 

 

Non-OCD Imagery is Controllable 

Participants descriptions of their experiences of non-OCD imagery contrasted with 

the spontaneous nature of OCD imagery and were described as more controllable. 

Participants described intentionally conjuring up non-OCD imagery as a helpful strategy, 

either for work, hobbies, or relaxation. Everyone who spoke about these experiences were 

clear that whereas OCD imagery was spontaneous and uncontrollable, their experiences of 

non-OCD imagery included a feeling of control.  

“I made a spreadsheet today [for work]… and I visualised it in my head before it was 

there…” (Dan) 

“…when I can’t sleep… I imagine Christmas day, and waking up, and I plan the whole 

day in my head…” (Saskia) 

“I guess it’s [non-OCD imagery] different in that it’s on my terms, rather than OCD’s 

terms… I feel more in control of that…” (Rachel) 
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 Overall, participants described feeling out of control of their OCD imagery, as if their 

brain almost ‘had a mind of its own’. Fewer people used imagery voluntarily as a form of 

checking, but it was an important phenomenon to capture within the theme. Non-OCD 

imagery was distinct from OCD imagery in that participants felt they had control over it.  

 

Theme 3: OCD Imagery is Elaborated Upon 

 This superordinate theme explores the common topic for participants that imagery 

was not a static experience. 

 

Content is Elaborated 

Participants described the content of their imagery rapidly progressing from the 

initial intrusive image to the image of a catastrophic feared future outcome. This generally 

had several steps of elaboration which happened quickly and without conscious effort. 

Participants descriptions of the way in which imagery is rapidly elaborated also suggested a 

level of responsibility for the feared future event.  

“…it probably does make me just go from, OK, blow-out, accident, death” (Dan) 

“I won’t be able to use them [art supplies seen as contaminated] because if 

somebody bought that painting, it would contaminate them, make them ill, and kill 

them…” (Bridget) 

“…if I meet up with my nieces and nephews, I imagine that I am contaminated and 

that I’m going to contaminate them and make them ill, and make them really ill…” 

(Carys) 
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“…it’s when I’m checking the handle, and if I try to leave and it still doesn’t feel right, 

it will pop in then, and it will be like ‘no, you need to check again, because that’s [a 

break-in] going to happen’, the re-imagery…” (Saskia)  

 

Imagery Conveys Meaning About Self 

Several participants spoke about how the imagery they experienced was elaborated 

to the extent that it suggested a deep, negative, meaning about themselves as people, and 

that they possessed undesirable traits which were opposed to their own values. For one 

participant, Amiera, imagery linked with her religion, which heightened the negative 

meaning she attached to herself because of the imagery. Rachel described a tension 

between logically knowing the imagery is opposite to her morals and values, but feeling like 

she may be a bad person for having the images. Rachel also described imagery as a “double-

edged sword” as she felt that the distress her images caused her had positive connotations 

for herself. This disparity between these two interpretations of the same imagery illustrates 

the complex and nuanced nature of people’s experiences, and highlights that it can be tricky 

for them to make sense of it themselves. 

“It makes me really nervous that I’m a bad person, or that I’m racist…” (Natalie)  

 “…I try not to associate it with my personality, but you know there is always that 

‘what if I actually feel like this and I actually want to offend this person’, even though 

it’s like the furthest thing from what I want to do…” (Rachel) 

“…sometimes I worry about getting over the images and the compulsions because I 

think that’s going to make me less of a conscientious person or less of a kind person 

in other people’s eyes…” (Rachel) 
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Hypervigilance  

 Participants described paying close attention to their environment to be on the 

lookout for potential triggers. For some people this hypervigilance meant that common 

items they would see on an everyday basis are elaborated upon and interpreted as threats, 

feeding into the cycle of worsening imagery.  

“…so a lot of the time I’d walk around with a torch… my phone torch, especially if it’s 

night, because I can’t see and I walk at a slow pace…” (Amiera) 

“…if I saw any glass, or… any sharp pointy things, [they] were syringes and needles. 

So on the pavement, it could be a cotton bud… or anything long… or any glass, to me 

that becomes a syringe…” (Bridget) 

 

The experience of hypervigilance and OCD imagery being elaborated upon was 

contrasted with participants’ experiences of non-OCD imagery, which was described as 

more transient and fleeting: 

“I would say the image just passes. It just kind of like – as if it comes in one ear and 

goes out the other…” (Hattie) 

“…like silly things like ‘what am I going to wear this weekend?’ and then I’ll think 

about my wardrobe and then I’ll go ‘oh yeah, OK’, and I’ll move on…” (Carys) 

 

 This theme highlighted that the content of imagery develops and changes 

throughout people’s experience of it, and that generally OCD imagery implies a negative 

meaning about the self. Hypervigilance also feeds into the elaboration of imagery.  
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Theme 4: OCD Imagery Involves Past Memories and Future Fears 

Participants described their OCD imagery as being linked with memory as well as 

feared future harm. 

 

Imagery Related to Traumatic Past Experiences 

Traumatic experiences described by participants varied from what psychological 

literature would call “Big-T traumas” (James & MacKinnon, 2013), such as the death of a 

family member or abusive exposure treatment, to “small-t traumas” (James & MacKinnon, 

2013) which can have a cumulative effect, such as family members being unwell or a 

neighbour being burgled. Images of these traumatic experiences were described by 

participants as arising in the context of their OCD either as a direct replication of this 

traumatic event, or as an imaginary scenario related to these experiences.  

“I lost my cousin in a car accident…” (Dan) 

“…barbaric flooding treatment…which the psychologists have acknowledged was 

abuse…” (Bridget) 

“…my stepdad had Covid, and he got it really, really bad…” (Saskia) 

“…I remember when I was 14 or 15… two houses up from us, they were robbed…” 

(Saskia) 

“…similar to the hospital situations I’ve been in before, like exactly the same, like 

literally exactly the same…” (Hattie) 

“…it is sort of lifted from an experience or an image that I know, but applied to me…” 

(Rachel)  
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Imagery Related to More General Memories  

Some participants described aspects of their OCD imagery as being influenced by 

memories of things they have seen on television or in films. This highlights that it is not only 

personal memories of difficult or traumatic incidents which are involved in imagery, but that 

memories of things people have seen which relate to their OCD are also integrated into 

people’s imagery experiences. 

“It’s like, you know like when you watch the criminal programmes and… there’s like a 

handprint on it… it’s like black…” (Hattie) 

“…it’s never happened to me so it’s just something that I’ve probably seen on TV and 

stuff…” (Carys) 

“I would say a lot of the time they’re green because that’s what I see from the film, 

Gremlins…” (Amiera) 

“…it’s just an absolute mess, as you see in films, it’s just everywhere…” (Saskia) 

 

Imagery of Future Harm 

In addition to OCD imagery being related to memories, the majority of participants 

described their imagery having a focus on feared future harm. Participants described both 

specific feared future events in which they would be responsible for causing harm or upset 

to others or in which harm would come to themselves, as well as more abstract imagery of 

future threats.  

“…the visualisation of coming home to see it, and that was what was making me 

anxious…” (Dan) 
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“…because your mind has shown you doing it [stabbing someone], you’re like, 

thinking ‘oh well, I’ve got to do this to stop that’, and if I don’t do that, then I’m 

gonna do it…” (Hattie) 

“What if I’ve picked up a virus from them [unwell children at work] and then I’ll make 

them [young relatives] ill? And then I can see them like being poorly in bed…” (Carys) 

“…the monster, it’s something that I wouldn’t want to be around, I have to run away 

from, then it’s threatening for me, for what is to come…” (Amiera) 

 

Overall, this theme indicated that participants experienced their OCD imagery as 

related to memories, both traumatic and more general, and that imagery of future harm 

was a consistent experience across participants. 

 

Theme 5: People Respond to OCD Imagery As If It Is Real 

A theme that was common across participants was that they responded to their OCD 

imagery as if it were real, in terms of emotional responses, behavioural responses, and 

obsessive or compulsive responses, including safety behaviours.  

 

Imagery Elicits Emotions 

Every participant spoke about the emotional reaction to imagery, showing that it is a 

key feature of their experiences. For many, anxiety or panic was the primary emotional 

response, but people also reported that their imagery elicited low mood. Imagery could also 

lead to feelings of frustration, and concentration was impaired for some participants as a 

result of the emotional responses to imagery. 
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“I think it’s just that feeling of anxiety really… it can sort of affect my concentration” 

(Rachel) 

“…I get a feeling of dread, or I get really anxious…” (Natalie) 

“…that felt really frustrating for me and I was very anxious…” (Amiera) 

“It definitely doesn’t help my mood. Yeah, it usually kind of leaves me feeling a bit 

shit…” (Natalie) 

 

Imagery Prompts Compulsions and Safety Behaviours 

All of the participants talked about having behavioural responses to their OCD 

imagery. Often imagery would prompt actions which would be described as compulsions or 

safety behaviours, such as repeated checking, reassurance-seeking, and neutralising. One 

participant, Dan, shared that he had made a significant financial investment (buying a new 

car) in response to his imagery and as an attempt to prevent future imagery occurring.  

“…it [imagery] does lead me to doing… reassurance-seeking and a lot of checking…” 

(Rachel) 

“…I’ve asked people serving me [in a supermarket] ‘oh is that a water bottle [as 

opposed to a feared item]? Can you convince me? Can you write down that that’s a 

water bottle?’” (Bridget) 

 

Responses Are Seen as Irrational 

Some participants mentioned feeling that their responses to imagery were irrational 

or illogical, but that they could find it hard to hold on to the rational perspective. For Dan, 

the dichotomy between his logical knowledge about what he was experiencing and the 



80 
 

irrationality of the responses his imagery elicited seemed to be something he found 

particularly frustrating and upsetting.  

“…it’s ridiculous, you know, when you think about it rationally, why? But that’s how it 

is.” (Dan) 

“…the worst thing about it is I know it doesn’t need to be checked, I know it’s a 

problem up here [gesturing to head] but I can’t help it, and that’s the worst thing 

about it…” (Dan) 

 

By contrast with their response to OCD imagery, participants tended not to respond 

to non-OCD imagery. Consistent with their description of non-OCD imagery as more fleeting 

than OCD imagery in Theme 3, participants did not report any urges to act or respond to 

their non-OCD imagery.  

“You wouldn’t get like the panic or the guilt, or like the stress. Like there’s no stress 

behind it, or like ‘Oh why have I thought that? I must do this to get rid of that image’ 

– there’s none of that…” (Hattie). 

 

This theme highlighted that responses to OCD imagery are similar to responses to 

perceived stimuli, in both emotional and behavioural reactions, and that responses could be 

seen as irrational and frustrating. 

 

Theme 6: Therapy Shifts Imagery 

Therapy was helpful for some participants in shifting their understanding of imagery 

or improving their imagery. Saskia had not realised that her experiences could be described 

as imagery until she spoke about them with her psychologist; this then helped her to 
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understand imagery as part of her OCD. Other participants spoke about how doing 

behavioural experiments as part of their CBT had actively shifted the content and impact of 

their imagery, meaning they were more able to do everyday things such as go outside or 

have drinks made for them.  

“I didn’t think it [imagery] meant a lot until [psychologist] had said this to me, and 

then I was like ‘Oh, OK, actually I do get quite a lot…” (Saskia) 

“It probably helps actually because for the last week I’ve asked someone to make me 

a cup of tea every day… and the week before I was proper panicking like ‘I’m going to 

get ill in the next 12 hours… get a stomach bug, vomiting bug’. Whereas towards the 

end of this week… I wasn’t spiralling…” (Carys) 

Also captured within this theme is that some participants reported that the research 

interviews themselves, with discussion around imagery and what it means and involves, was 

helpful in bringing imagery to their awareness and shifting their relationship to it.  

“…an observation from reading your leaflet and the correspondence we’ve had is that 

I never really thought about it as sort of imagery… I’ve always just thought of it as 

intrusive thoughts… but in a way… it’s absolutely imagery as you’ve sort of gone 

through that, and it’s just a helpful perspective… a thought is just a thought and an 

image is just an image, so I think it will also just help with the separation a little bit 

more, so definitely have a positive way of thinking of it…” (Rachel) 

“…I picked up on things talking today to you that maybe I’ve not noticed before…” 

(Dan) 

In summary, this theme indicated that therapy that is not specifically imagery related 

can still have a positive impact on people’s experience of imagery. It also suggests that 
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simply speaking to someone about their experiences of imagery was a helpful experience 

for participants.  

 

Discussion 

 This study aimed to investigate people’s experiences of mental imagery in OCD 

through semi-structured interviews and Interpretative Phenomenological Analysis. The 

analysis revealed six superordinate themes: OCD imagery is multisensory, detailed, and 

vivid; OCD imagery is uncontrollable and spontaneous; OCD imagery is elaborated upon; 

OCD imagery involves past memories and future fears; People respond to OCD imagery as if 

it is real; Therapy shifts OCD imagery.  

 

 The current study found that participants described their OCD images as vivid and 

detailed, primarily visual but incorporating other sensory modalities, and often distressing, 

consistent with previous research (Rachman, 2007; Speckens et al., 2007). The theme of 

OCD images being elaborated upon, however, is at odds with Rachman’s (2007) claim that 

“…images change very little from occasion to occasion. They display remarkable stability and 

consistency…” (p.405), and indicates that previous conceptualisations may not have 

captured people’s full experiences of OCD imagery.  

 

All participants shared that their imagery was based on past memories, which could 

be traumatic and/or more everyday memories. The findings of the current study are 

consistent with Speckens et al. (2007), who found that images were memories of, or 

associated with, earlier negative events for two-thirds of participants, and also align with 
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Miller and Brock’s (2017) meta-analytic findings of a significant relationship between past 

trauma and OCD symptoms. In slight contrast, Lipton et al. (2010) found that only 15% of 

OCD participants said their image was directly connected to a memory, and 55% said it was 

associated with an earlier event, leading the authors to conclude that imagery in OCD is 

“derived more from fantasy and imagination” (p.821). Taking all of this together, there 

seems to be a consistent finding across studies, including the current study, that OCD 

imagery is often associated with earlier memories or events, but can also include elements 

of elaboration and imagination, which is corroborated by the findings from the current 

study.  

 For all the people who participated in this study, it was evidenced that both 

memories of past events and fears about future incidents were implicated in their 

experiences of imagery. Consequently, this supports the Salkovskis (1999) cognitive model 

of OCD, which states that obsessional intrusions often focus on future fears, and Rachman’s 

(2007) description of OCD imagery encompassing past events but also including anticipatory 

future-focused images. This finding also suggests that solely addressing past traumas in the 

treatment of OCD is unlikely to be sufficient, and there is a need to integrate this with 

examining feared future events, for example as in the CBT treatment model for OCD (Bream 

et al., 2017). 

 

The findings from this study could inform many aspects of clinical practice with 

people who have OCD. It is clear that imagery is a very significant part of people’s 

experiences of OCD; images are very vivid and have a big impact on people’s everyday lives, 

and this needs to be held in mind by clinicians throughout the clinical cycle. Assessment will 
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be a key point at which clinicians should be explicitly asking about imagery, as people may 

then feel empowered to share their experiences of imagery which may have otherwise been 

missed in a standard assessment process.  

The findings from the current study make suggestions as to how imagery could be 

integrated into formulation. Thinking about the commonly used CBT model of OCD 

(Salkovskis, 1999), the findings of this study suggest that imagery is present in all parts of 

this process. This will be important for therapists to hold in mind when formulating using 

this model, for example identifying intrusive images as well as thoughts, considering 

whether images act as triggers for obsessions and compulsions, and whether the person 

may intentionally use imagery as a response (i.e. replaying images as a form of checking). 

Imagery of past experiences may also contribute to responsibility beliefs and intolerance of 

uncertainty, which are thought to be present among many people with OCD (O’Leary et al., 

2009; Pinciotti et al., 2021). To further inform formulation, people with OCD could be 

encouraged by their therapist to create and engage with an image of their feared stimuli, to 

help them think about how they think, feel, and behave when exposed to these stimuli. This 

could also act as a first step towards behavioural experiments or in vivo exposure.  

 People responding to OCD imagery as if it is real will be a particularly important 

concept to consider when working therapeutically with people with OCD. This finding 

suggests that responses to the presentation of feared stimuli through approaches such as 

virtual reality (VR), a technique which has already been found to prompt anxiety and an 

increase in OCD symptoms (Dehghan et al., 2022), may be reflective of the responses to in 

vivo feared stimuli, and so could be a more practical way of carrying out behavioural 

experiments.  
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The findings of the current study indicate that alterations in imagery or responses to 

imagery link with reduced OCD symptoms and impact; it could therefore be helpful to 

consider asking about any changes or reductions in imagery, or responses to imagery, as 

part of the evaluation of the therapeutic process.  

  

Limitations  

There were some limitations in this study. Participants were predominantly female, 

white and in their mid-late twenties. This is not reflective of the clinical population of people 

with OCD, and may mean that the experiences shared by many of the participants in this 

study may differ from those of people who are of different genders, ethnicities, and ages, 

and means the voices of these people are underrepresented in this study, and that the 

findings may lack transferability – a risk in all qualitative research (Spencer & Ritchie, 2012). 

It will be important to capture the experiences of people from a wide variety of 

backgrounds, to see where their experiences of imagery are similar and different to those 

captured here.  

It is important to acknowledge the perspectives brought by the authors as clinicians 

working within a framework based largely upon CBT, and with extensive knowledge and 

experience of this model. Whilst this may have aided a nuanced understanding as to how 

the phenomenon of OCD imagery mapped on to existing conceptualisations and knowledge, 

it also means there may have been a risk of novel material being missed. That being said, 

our careful approach to considering reflexivity and the detailed analytical approach means 

that this risk was small. 
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In summary, imagery is a key aspect of OCD, and should be taken into consideration 

by therapists, and integrated in an experiential manner (e.g. Hackmann et al., 2011; Stopa, 

2021) throughout all aspects of therapy. 
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of the manuscript will be suspended. If the manuscript has already been published in an online issue, 

any requests approved by the Editor will result in a corrigendum. 

Author Disclosure Policy 

Authors must provide three mandatory and one optional author disclosure statements. These 

statements should be submitted as one separate document and not included as part of the 

manuscript. Author disclosures will be automatically incorporated into the PDF builder of the online 

submission system. They will appear in the journal article if the manuscript is accepted. 

The four statements of the author disclosure document are described below. Statements should not 

be numbered. Headings (i.e., Role of Funding Sources, Contributors, Conflict of Interest, 

Acknowledgements) should be in bold with no white space between the heading and the text. Font 

size should be the same as that used for references. 

Statement 1: Role of Funding Sources 

Authors must identify who provided financial support for the conduct of the research and/or 

preparation of the manuscript and to briefly describe the role (if any) of the funding sponsor in study 

design, collection, analysis, or interpretation of data, writing the manuscript, and the decision to 

submit the manuscript for publication. If the funding source had no such involvement, the authors 

should so state. 

https://www.elsevier.com/authors/journal-authors/policies-and-ethics/credit-author-statement
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Example: Funding for this study was provided by NIAAA Grant R01-AA123456. NIAAA had no role in 

the study design, collection, analysis or interpretation of the data, writing the manuscript, or the 

decision to submit the paper for publication. 

Statement 2: Contributors 

Authors must declare their individual contributions to the manuscript. All authors must have 

materially participated in the research and/or the manuscript preparation. Roles for each author 

should be described. The disclosure must also clearly state and verify that all authors have approved 

the final manuscript. 

Example: Authors A and B designed the study and wrote the protocol. Author C conducted literature 

searches and provided summaries of previous research studies. Author D conducted the statistical 

analysis. Author B wrote the first draft of the manuscript and all authors contributed to and have 

approved the final manuscript. 

Statement 3: Conflict of Interest 

All authors must disclose any actual or potential conflict of interest. Conflict of interest is defined as 

any financial or personal relationships with individuals or organizations, occurring within three (3) 

years of beginning the submitted work, which could inappropriately influence, or be perceived to 

have influenced the submitted research manuscript. Potential conflict of interest would include 

employment, consultancies, stock ownership (except personal investments equal to the lesser of 

one percent (1%) of total personal investments or USD$5000), honoraria, paid expert testimony, 

patent applications, registrations, and grants. If there are no conflicts of interest by any author, it 

should state that there are none. 

Example: Author B is a paid consultant for XYZ pharmaceutical company. All other authors declare 

that they have no conflicts of interest. 

Statement 4: Acknowledgements (optional) 

Authors may provide Acknowledgments which will be published in a separate section along with the 

manuscript. If there are no Acknowledgements, there should be no heading or acknowledgement 

statement. 

Example: The authors wish to thank Ms. A who assisted in the proof-reading of the manuscript. 

Copyright 

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing Agreement' 

(see more information on this). An e-mail will be sent to the corresponding author confirming 

receipt of the manuscript together with a 'Journal Publishing Agreement' form or a link to the online 

version of this agreement. 

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts for 

internal circulation within their institutions. Permission of the Publisher is required for resale or 

distribution outside the institution and for all other derivative works, including compilations and 

translations. If excerpts from other copyrighted works are included, the author(s) must obtain 

written permission from the copyright owners and credit the source(s) in the article. Elsevier 

has preprinted forms for use by authors in these cases. 

https://www.elsevier.com/about/policies/copyright
https://www.elsevier.com/about/policies/copyright/permissions
https://www.elsevier.com/__data/assets/word_doc/0007/98656/Permission-Request-Form.docx
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For gold open access articles: Upon acceptance of an article, authors will be asked to complete a 

'License Agreement' (more information). Permitted third party reuse of gold open access articles is 

determined by the author's choice of user license. 

Author rights 

As an author you (or your employer or institution) have certain rights to reuse your work. More 

information. 

Elsevier supports responsible sharing 

Find out how you can share your research published in Elsevier journals. 

Role of the funding source 

You are requested to identify who provided financial support for the conduct of the research and/or 

preparation of the article and to briefly describe the role of the sponsor(s), if any, in study design; in 

the collection, analysis and interpretation of data; in the writing of the report; and in the decision to 

submit the article for publication. If the funding source(s) had no such involvement, it is 

recommended to state this. 

Open access 

Please visit our Open Access page for more information. 

Elsevier Researcher Academy 

Researcher Academy is a free e-learning platform designed to support early and mid-career 

researchers throughout their research journey. The "Learn" environment at Researcher Academy 

offers several interactive modules, webinars, downloadable guides and resources to guide you 

through the process of writing for research and going through peer review. Feel free to use these 

free resources to improve your submission and navigate the publication process with ease. 

Submission 

Our online submission system guides you stepwise through the process of entering your article 

details and uploading your files. The system converts your article files to a single PDF file used in the 

peer-review process. Editable files (e.g., Word, LaTeX) are required to typeset your article for final 

publication. All correspondence, including notification of the Editor's decision and requests for 

revision, is sent by e-mail. 

 

 

Queries 

For questions about the editorial process (including the status of manuscripts under review) or for 

technical support on submissions, please visit our Support Center. 

Peer review 

This journal operates a single anonymized review process. All contributions will be initially assessed 

by the editor for suitability for the journal. Papers deemed suitable are then typically sent to a 

minimum of two independent expert reviewers to assess the scientific quality of the paper. The 
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Editor is responsible for the final decision regarding acceptance or rejection of articles. The Editor's 

decision is final. Editors are not involved in decisions about papers which they have written 

themselves or have been written by family members or colleagues or which relate to products or 

services in which the editor has an interest. Any such submission is subject to all of the journal's 

usual procedures, with peer review handled independently of the relevant editor and their research 

groups. More information on types of peer review. 

Use of word processing software 

It is important that the file be saved in the native format of the word processor used. The text should 

be in single-column format. Keep the layout of the text as simple as possible. Most formatting codes 

will be removed and replaced on processing the article. In particular, do not use the word 

processor's options to justify text or to hyphenate words. However, do use bold face, italics, 

subscripts, superscripts etc. When preparing tables, if you are using a table grid, use only one grid 

for each individual table and not a grid for each row. If no grid is used, use tabs, not spaces, to align 

columns. The electronic text should be prepared in a way very similar to that of conventional 

manuscripts (see also the Guide to Publishing with Elsevier). Note that source files of figures, tables 

and text graphics will be required whether or not you embed your figures in the text. See also the 

section on Electronic artwork. 

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-check' 

functions of your word processor. 

Article structure 

Manuscripts should be prepared according to the guidelines set forth in the most recent publication 

manual of the American Psychological Association. Of note, section headings should not be 

numbered. 

Manuscripts should ordinarily not exceed 50 pages, including references and tabular material. 

Exceptions may be made with prior approval of the Editor in Chief. Manuscript length can often be 

managed through the judicious use of appendices. In general the References section should be 

limited to citations actually discussed in the text. References to articles solely included in meta-

analyses should be included in an appendix, which will appear in the on line version of the paper but 

not in the print copy. Similarly, extensive Tables describing study characteristics, containing material 

published elsewhere, or presenting formulas and other technical material should also be included in 

an appendix. Authors can direct readers to the appendices in appropriate places in the text. 

It is authors' responsibility to ensure their reviews are comprehensive and as up to date as possible 

(at least to 3 months within date of submission) so the data are still current at the time of 

publication. Authors are referred to the PRISMA Guidelines (http://www.prisma-statement.org/) for 

guidance in conducting reviews and preparing manuscripts. Adherence to the Guidelines is not 

required, but is recommended to enhance quality of submissions and impact of published papers on 

the field. 

Appendices 

If there is more than one appendix, they should be identified as A, B, etc. Formulae and equations in 

appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; in a subsequent appendix, 

Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig. A.1, etc. 
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Essential title page information 

Title. Concise and informative. Titles are often used in information-retrieval systems. Avoid 

abbreviations and formulae where possible. Note: The title page should be the first page of the 

manuscript document indicating the author's names and affiliations and the corresponding 

author's complete contact information. 

Author names and affiliations. Where the family name may be ambiguous (e.g., a double name), 

please indicate this clearly. Present the authors' affiliation addresses (where the actual work was 

done) below the names. Indicate all affiliations with a lower-case superscript letter immediately 

after the author's name and in front of the appropriate address. Provide the full postal address of 

each affiliation, including the country name, and, if available, the e-mail address of each author 

within the cover letter. 

Corresponding author. Clearly indicate who is willing to handle correspondence at all stages of 

refereeing and publication, also post-publication. Ensure that telephone and fax numbers (with 

country and area code) are provided in addition to the e-mail address and the complete postal 

address. 

Present/permanent address. If an author has moved since the work described in the article was 

done, or was visiting at the time, a "Present address"' (or "Permanent address") may be indicated as 

a footnote to that author's name. The address at which the author actually did the work must be 

retained as the main, affiliation address. Superscript Arabic numerals are used for such footnotes. 

 

Highlights 

Highlights are mandatory for this journal as they help increase the discoverability of your article via 

search engines. They consist of a short collection of bullet points that capture the novel results of 

your research as well as new methods that were used during the study (if any). Please have a look at 

the examples here: example Highlights. 

Highlights should be submitted in a separate editable file in the online submission system. Please use 

'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 characters, including 

spaces, per bullet point). 

Abstract 

A concise and factual abstract is required (not exceeding 200 words). This should be typed on a 

separate page following the title page. The abstract should state briefly the purpose of the research, 

the principal results and major conclusions. An abstract is often presented separate from the article, 

so it must be able to stand alone. References should therefore be avoided, but if essential, they must 

be cited in full, without reference to the reference list. 

Graphical abstract 

Although a graphical abstract is optional, its use is encouraged as it draws more attention to the 

online article. The graphical abstract should summarize the contents of the article in a concise, 

pictorial form designed to capture the attention of a wide readership. Graphical abstracts should be 

submitted as a separate file in the online submission system. Image size: Please provide an image 

with a minimum of 531 × 1328 pixels (h × w) or proportionally more. The image should be readable 

https://www.elsevier.com/authors/journal-authors/highlights
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at a size of 5 × 13 cm using a regular screen resolution of 96 dpi. Preferred file types: TIFF, EPS, PDF 

or MS Office files. You can view Example Graphical Abstracts on our information site. 

Authors can make use of Elsevier's Illustration Services to ensure the best presentation of their 

images and in accordance with all technical requirements. 

Keywords 

Immediately after the abstract, provide a maximum of 6 keywords, using American spelling and 

avoiding general and plural terms and multiple concepts (avoid, for example, 'and', 'of'). Be sparing 

with abbreviations: only abbreviations firmly established in the field may be eligible. These keywords 

will be used for indexing purposes. 

Abbreviations 

Define abbreviations that are not standard in this field in a footnote to be placed on the first page of 

the article. Such abbreviations that are unavoidable in the abstract must be defined at their first 

mention there, as well as in the footnote. Ensure consistency of abbreviations throughout the 

article. 

Acknowledgements 

Collate acknowledgements in a separate section at the end of the article before the references and 

do not, therefore, include them on the title page, as a footnote to the title or otherwise. List here 

those individuals who provided help during the research (e.g., providing language help, writing 

assistance or proof reading the article, etc.). 

Formatting of funding sources 

List funding sources in this standard way to facilitate compliance to funder's requirements: 

Funding: This work was supported by the National Institutes of Health [grant numbers xxxx, yyyy]; 

the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the United States 

Institutes of Peace [grant number aaaa]. 

It is not necessary to include detailed descriptions on the program or type of grants and awards. 

When funding is from a block grant or other resources available to a university, college, or other 

research institution, submit the name of the institute or organization that provided the funding. 

If no funding has been provided for the research, it is recommended to include the following 

sentence: 

This research did not receive any specific grant from funding agencies in the public, commercial, or 

not-for-profit sectors. 

Footnotes 

Footnotes should be used sparingly. Number them consecutively throughout the article. Many word 

processors can build footnotes into the text, and this feature may be used. Otherwise, please 

indicate the position of footnotes in the text and list the footnotes themselves separately at the end 

of the article. Do not include footnotes in the Reference list. 

 

Electronic artwork 

General points 
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• Make sure you use uniform lettering and sizing of your original artwork. 

• Embed the used fonts if the application provides that option. 

• Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman, Symbol, or 

use fonts that look similar. 

• Number the illustrations according to their sequence in the text. 

• Use a logical naming convention for your artwork files. 

• Provide captions to illustrations separately. 

• Size the illustrations close to the desired dimensions of the published version. 

• Submit each illustration as a separate file. 

• Ensure that color images are accessible to all, including those with impaired color vision. 

A detailed guide on electronic artwork is available. 

You are urged to visit this site; some excerpts from the detailed information are given here. 

Formats 

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel) then 

please supply 'as is' in the native document format. 

Regardless of the application used other than Microsoft Office, when your electronic artwork is 

finalized, please 'Save as' or convert the images to one of the following formats (note the resolution 

requirements for line drawings, halftones, and line/halftone combinations given below): 

EPS (or PDF): Vector drawings, embed all used fonts. 

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi. 

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of 1000 dpi. 

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a minimum of 

500 dpi. 

Please do not: 

• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically have a 

low number of pixels and limited set of colors; 

• Supply files that are too low in resolution; 

• Submit graphics that are disproportionately large for the content. 

Color artwork 

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF), or MS 

Office files) and with the correct resolution. If, together with your accepted article, you submit 

usable color figures then Elsevier will ensure, at no additional charge, that these figures will appear 

in color online (e.g., ScienceDirect and other sites) regardless of whether or not these illustrations 

are reproduced in color in the printed version. For color reproduction in print, you will receive 

information regarding the costs from Elsevier after receipt of your accepted article. Please indicate 

your preference for color: in print or online only. Further information on the preparation of 

electronic artwork. 

Figure captions 

Ensure that each illustration has a caption. Supply captions separately, not attached to the figure. A 

caption should comprise a brief title (not on the figure itself) and a description of the illustration. 

Keep text in the illustrations themselves to a minimum but explain all symbols and abbreviations 

used. 

https://www.elsevier.com/authors/author-schemas/artwork-and-media-instructions
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Tables 

Please submit tables as editable text and not as images. Tables can be placed either next to the 

relevant text in the article, or on separate page(s) at the end. Number tables consecutively in 

accordance with their appearance in the text and place any table notes below the table body. Be 

sparing in the use of tables and ensure that the data presented in them do not duplicate results 

described elsewhere in the article. Please avoid using vertical rules and shading in table cells. 

References 

Citations in the text should follow the referencing style used by the American Psychological 

Association. You are referred to the most recent publication manual of the American Psychological 

Association. Information can be found at https://apastyle.apa.org/ 

 

Citation in text 

Please ensure that every reference cited in the text is also present in the reference list (and vice 

versa). Any references cited in the abstract must be given in full. Unpublished results and personal 

communications are not recommended in the reference list, but may be mentioned in the text. If 

these references are included in the reference list they should follow the standard reference style of 

the journal and should include a substitution of the publication date with either 'Unpublished 

results' or 'Personal communication'. Citation of a reference as 'in press' implies that the item has 

been accepted for publication. 

Web references 

As a minimum, the full URL should be given and the date when the reference was last accessed. Any 

further information, if known (DOI, author names, dates, reference to a source publication, etc.), 

should also be given. Web references can be listed separately (e.g., after the reference list) under a 

different heading if desired, or can be included in the reference list. 

Data references 

This journal encourages you to cite underlying or relevant datasets in your manuscript by citing them 

in your text and including a data reference in your Reference List. Data references should include the 

following elements: author name(s), dataset title, data repository, version (where available), year, 

and global persistent identifier. Add [dataset] immediately before the reference so we can properly 

identify it as a data reference. The [dataset] identifier will not appear in your published article. 

References in a special issue 

Please ensure that the words 'this issue' are added to any references in the list (and any citations in 

the text) to other articles in the same Special Issue. 

Reference management software 

Most Elsevier journals have their reference template available in many of the most popular 

reference management software products. These include all products that support Citation Style 

Language styles, such as Mendeley. Using citation plug-ins from these products, authors only need 

to select the appropriate journal template when preparing their article, after which citations and 

bibliographies will be automatically formatted in the journal's style. If no template is yet available for 

this journal, please follow the format of the sample references and citations as shown in this Guide. 

If you use reference management software, please ensure that you remove all field codes before 

https://apastyle.apa.org/
https://citationstyles.org/
https://citationstyles.org/
https://www.mendeley.com/reference-management/reference-manager/
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submitting the electronic manuscript. More information on how to remove field codes from 

different reference management software. 

Reference style 

References should be arranged first alphabetically and then further sorted chronologically if 

necessary. More than one reference from the same author(s) in the same year must be identified by 

the letters "a", "b", "c", etc., placed after the year of publication. References should be formatted 

with a hanging indent (i.e., the first line of each reference is flush left while the subsequent lines 

are indented). 

Examples: Reference to a journal publication: Van der Geer, J., Hanraads, J. A. J., & Lupton R. A. 

(2000). The art of writing a scientific article. Journal of Scientific Communications, 163, 51-59. 

Reference to a book: Strunk, W., Jr., &White, E. B. (1979). The elements of style. (3rd ed.). New York: 

Macmillan, (Chapter 4). 

Reference to a chapter in an edited book: Mettam, G. R., & Adams, L. B. (1994). How to prepare an 

electronic version of your article. In B.S. Jones, & R. Z. Smith (Eds.), Introduction to the electronic 

age (pp. 281-304). New York: E-Publishing Inc. 

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for Japanese oak 

wilt disease and surrounding forest compositions. Mendeley Data, 

v1. http://dx.doi.org/10.17632/xwj98nb39r.1 

Video 

Elsevier accepts video material and animation sequences to support and enhance your scientific 

research. Authors who have video or animation files that they wish to submit with their article are 

strongly encouraged to include links to these within the body of the article. This can be done in the 

same way as a figure or table by referring to the video or animation content and noting in the body 

text where it should be placed. All submitted files should be properly labeled so that they directly 

relate to the video file's content. In order to ensure that your video or animation material is directly 

usable, please provide the file in one of our recommended file formats with a preferred maximum 

size of 150 MB per file, 1 GB in total. Video and animation files supplied will be published online in 

the electronic version of your article in Elsevier Web products, including ScienceDirect. Please supply 

'stills' with your files: you can choose any frame from the video or animation or make a separate 

image. These will be used instead of standard icons and will personalize the link to your video data. 

For more detailed instructions please visit our video instruction pages. Note: since video and 

animation cannot be embedded in the print version of the journal, please provide text for both the 

electronic and the print version for the portions of the article that refer to this content. 

Supplementary material 

Supplementary material such as applications, images and sound clips, can be published with your 

article to enhance it. Submitted supplementary items are published exactly as they are received 

(Excel or PowerPoint files will appear as such online). Please submit your material together with the 

article and supply a concise, descriptive caption for each supplementary file. If you wish to make 

changes to supplementary material during any stage of the process, please make sure to provide an 

https://service.elsevier.com/app/answers/detail/a_id/26093/
https://service.elsevier.com/app/answers/detail/a_id/26093/
http://dx.doi.org/10.17632/xwj98nb39r.1
https://www.sciencedirect.com/
https://www.elsevier.com/authors/author-schemas/artwork-and-media-instructions
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updated file. Do not annotate any corrections on a previous version. Please switch off the 'Track 

Changes' option in Microsoft Office files as these will appear in the published version. 

Research data 

This journal encourages and enables you to share data that supports your research publication 

where appropriate, and enables you to interlink the data with your published articles. Research data 

refers to the results of observations or experimentation that validate research findings. To facilitate 

reproducibility and data reuse, this journal also encourages you to share your software, code, 

models, algorithms, protocols, methods and other useful materials related to the project. 

Below are a number of ways in which you can associate data with your article or make a statement 

about the availability of your data when submitting your manuscript. If you are sharing data in one 

of these ways, you are encouraged to cite the data in your manuscript and reference list. Please 

refer to the "References" section for more information about data citation. For more information on 

depositing, sharing and using research data and other relevant research materials, visit the research 

data page. 

Data linking 

If you have made your research data available in a data repository, you can link your article directly 

to the dataset. Elsevier collaborates with a number of repositories to link articles on ScienceDirect 

with relevant repositories, giving readers access to underlying data that gives them a better 

understanding of the research described. 

There are different ways to link your datasets to your article. When available, you can directly link 

your dataset to your article by providing the relevant information in the submission system. For 

more information, visit the database linking page. 

For supported data repositories a repository banner will automatically appear next to your published 

article on ScienceDirect. 

In addition, you can link to relevant data or entities through identifiers within the text of your 

manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC: 734053; PDB: 

1XFN). 

Mendeley Data 

This journal supports Mendeley Data, enabling you to deposit any research data (including raw and 

processed data, video, code, software, algorithms, protocols, and methods) associated with your 

manuscript in a free-to-use, open access repository. During the submission process, after uploading 

your manuscript, you will have the opportunity to upload your relevant datasets directly 

to Mendeley Data. The datasets will be listed and directly accessible to readers next to your 

published article online. 

For more information, visit the Mendeley Data for journals page. 

Data statement 

To foster transparency, we encourage you to state the availability of your data in your submission. 

This may be a requirement of your funding body or institution. If your data is unavailable to access 

or unsuitable to post, you will have the opportunity to indicate why during the submission process, 

https://www.elsevier.com/authors/tools-and-resources/research-data
https://www.elsevier.com/authors/tools-and-resources/research-data
https://www.elsevier.com/authors/tools-and-resources/research-data/data-base-linking
https://www.elsevier.com/authors/tools-and-resources/research-data/data-base-linking#repositories
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for example by stating that the research data is confidential. The statement will appear with your 

published article on ScienceDirect. For more information, visit the Data Statement page. 

 

 

Online proof correction 

To ensure a fast publication process of the article, we kindly ask authors to provide us with their 

proof corrections within two days. Corresponding authors will receive an e-mail with a link to our 

online proofing system, allowing annotation and correction of proofs online. The environment is 

similar to MS Word: in addition to editing text, you can also comment on figures/tables and answer 

questions from the Copy Editor. Web-based proofing provides a faster and less error-prone process 

by allowing you to directly type your corrections, eliminating the potential introduction of errors. 

If preferred, you can still choose to annotate and upload your edits on the PDF version. All 

instructions for proofing will be given in the e-mail we send to authors, including alternative 

methods to the online version and PDF. 

We will do everything possible to get your article published quickly and accurately. Please use this 

proof only for checking the typesetting, editing, completeness and correctness of the text, tables 

and figures. Significant changes to the article as accepted for publication will only be considered at 

this stage with permission from the Editor. It is important to ensure that all corrections are sent back 

to us in one communication. Please check carefully before replying, as inclusion of any subsequent 

corrections cannot be guaranteed. Proofreading is solely your responsibility. 

Offprints 

The corresponding author will, at no cost, receive a customized Share Link providing 50 days free 

access to the final published version of the article on ScienceDirect. The Share Link can be used for 

sharing the article via any communication channel, including email and social media. For an extra 

charge, paper offprints can be ordered via the offprint order form which is sent once the article is 

accepted for publication. Both corresponding and co-authors may order offprints at any time via 

Elsevier's Author Services. Corresponding authors who have published their article gold open access 

do not receive a Share Link as their final published version of the article is available open access on 

ScienceDirect and can be shared through the article DOI link. 
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Appendix B 

Quality Rating Tools 

JBI Critical Appraisal Checklist for Case Reports 
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JBI Critical Appraisal Checklist for Case Series 
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Quality Assessment Tool for Quantitative Studies 
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Appendix C 

Psychology and Psychotherapy: Theory, Research and Practice - Author Guidelines 

PAPTRAP AUTHOR GUIDELINES 

 

Sections 

1. Submission 

2. Aims and Scope 

3. Manuscript Categories and Requirements 

4. Preparing the Submission 

5. Editorial Policies and Ethical Considerations 

6. Author Licensing 

7. Publication Process After Acceptance 

8. Post Publication 

9. Editorial Office Contact Details 

 

1. SUBMISSION 

Authors should kindly note that submission implies that the content has not been published or 

submitted for publication elsewhere except as a brief abstract in the proceedings of a scientific 

meeting or symposium. 

 

Once the submission materials have been prepared in accordance with the Author Guidelines, 

manuscripts should be submitted online at http://www.editorialmanager.com/paptrap 

Click here for more details on how to use Editorial Manager. 

All papers published in the Psychology and Psychotherapy: Theory Research and Practice are eligible 

for Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence Framework (REF). 

 

Data protection: 

By submitting a manuscript to or reviewing for this publication, your name, email address, and 

affiliation, and other contact details the publication might require, will be used for the regular 

operations of the publication, including, when necessary, sharing with the publisher (Wiley) and 

partners for production and publication. The publication and the publisher recognize the importance 

of protecting the personal information collected from users in the operation of these services, and 

have practices in place to ensure that steps are taken to maintain the security, integrity, and privacy 

of the personal data collected and processed. You can learn more 

at https://authorservices.wiley.com/statements/data-protection-policy.html. 

 

Preprint policy: 

This journal will consider for review articles previously available as preprints. Authors may also post 

the submitted version of a manuscript to a preprint server at any time. Authors are requested to 

update any pre-publication versions with a link to the final published article. 

 

 

 

https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_1._SUBMISSION
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_2._AIMS_AND
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_3._MANUSCRIPT_CATEGORIES
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_4._PREPARING_YOUR
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_5._EDITORIAL_POLICIES
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_6._AUTHOR_LICENSING
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_7._PUBLICATION_PROCESS
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_8._POST_PUBLICATION
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_9._EDITORIAL_OFFICE
http://www.editorialmanager.com/paptrap
http://www.wileyauthors.com/editorialmanager
https://authorservices.wiley.com/statements/data-protection-policy.html
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2. AIMS AND SCOPE 

Psychology and Psychotherapy: Theory Research and Practice is an international scientific journal 

with a focus on the psychological aspects of mental health difficulties and well-being; and 

psychological problems and their psychological treatments. We welcome submissions from mental 

health professionals and researchers from all relevant professional backgrounds. The Journal 

welcomes submissions of original high quality empirical research and rigorous theoretical papers of 

any theoretical provenance provided they have a bearing upon vulnerability to, adjustment to, 

assessment of, and recovery (assisted or otherwise) from psychological disorders. Submission of 

systematic reviews and other research reports which support evidence-based practice are also 

welcomed, as are relevant high quality analogue studies and Registered Reports. The Journal thus 

aims to promote theoretical and research developments in the understanding of cognitive and 

emotional factors in psychological disorders, interpersonal attitudes, behaviour and relationships, 

and psychological therapies (including both process and outcome research) where mental health is 

concerned. Clinical or case studies will not normally be considered except where they illustrate 

particularly unusual forms of psychopathology or innovative forms of therapy and meet scientific 

criteria through appropriate use of single case experimental designs. 

All papers published in Psychology and Psychotherapy: Theory, Research and Practice are eligible for 

Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence Framework (REF). 

 

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 

• Articles should adhere to the stated word limit for the particular article type. The word limit 

excludes the abstract, reference list, tables and figures, but includes appendices. 

Word limits for specific article types are as follows: 

• Research articles: 5000 words 

• Qualitative papers: 6000 words 

• Review papers: 6000 words 

• Special Issue papers: 5000 words 

In exceptional cases the Editor retains discretion to publish papers beyond this length where the 

clear and concise expression of the scientific content requires greater length (e.g., explanation of a 

new theory or a substantially new method). Authors must contact the Editor prior to submission in 

such a case. 

 Please refer to the separate guidelines for Registered Reports. 

All systematic reviews must be pre-registered. 

 

Brief-Report COVID-19 

For a limited time, the Psychology and Psychotherapy: Theory, Research and Practice are accepting 

brief-reports on the topic of Novel Coronavirus (COVID-19) in line with the journal’s main aims and 

scope (outlined above). Brief reports should not exceed 2000 words and should have no more than 

two tables or figures. Abstracts can be either structured (according to standard journal guidance) or 

unstructured but should not exceed 200 words. Any papers that are over the word limits will be 

returned to the authors. Appendices are included in the word limit; however online supporting 

information is not included. 

 

 

 

https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/registeredreportsguidelines.htm
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4. PREPARING THE SUBMISSION 

Free Format Submission 

Psychology and Psychotherapy: Theory, Research and Practice now offers free format submission for 

a simplified and streamlined submission process. 

Before you submit, you will need: 

• Your manuscript: this can be a single file including text, figures, and tables, or separate files – 

whichever you prefer. All required sections should be contained in your manuscript, 

including abstract, introduction, methods, results, and conclusions. Figures and tables 

should have legends. References may be submitted in any style or format, as long as it is 

consistent throughout the manuscript. If the manuscript, figures or tables are difficult for 

you to read, they will also be difficult for the editors and reviewers. If your manuscript is 

difficult to read, the editorial office may send it back to you for revision. 

• The title page of the manuscript, including a data availability statement and your co-author 

details with affiliations. (Why is this important? We need to keep all co-authors informed of 

the outcome of the peer review process.) You may like to use this template for your title 

page. 

 

Important: the journal operates a double-blind peer review policy. Please anonymise your 

manuscript and prepare a separate title page containing author details. (Why is this important? We 

need to uphold rigorous ethical standards for the research we consider for publication.) 

• An ORCID ID, freely available at https://orcid.org. (Why is this important? Your article, if 

accepted and published, will be attached to your ORCID profile. Institutions and funders are 

increasingly requiring authors to have ORCID IDs.) 

 

 To submit, login at https://www.editorialmanager.com/paptrap/default.aspx and create a new 

submission. Follow the submission steps as required and submit the manuscript. 

If you are invited to revise your manuscript after peer review, the journal will also request the 

revised manuscript to be formatted according to journal requirements as described below. 

 

Revised Manuscript Submission 

Contributions must be typed in double spacing. All sheets must be numbered. 

Cover letters are not mandatory; however, they may be supplied at the author’s discretion. They 

should be pasted into the ‘Comments’ box in Editorial Manager. 

 

Parts of the Manuscript 

The manuscript should be submitted in separate files: title page; main text file; figures/tables; 

supporting information. 

 

Title Page 

You may like to use this template for your title page. The title page should contain: 

• A short informative title containing the major key words. The title should not contain 

abbreviations (see Wiley's best practice SEO tips); 

• A short running title of less than 40 characters; 

• The full names of the authors; 

https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/2044835X/Sample_Manuscript_Title_Page%20-%20revised-1556026160210.docx
https://orcid.org/
https://www.editorialmanager.com/joop/default.aspx
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448341/Sample_Manuscript_Title_Page%20-%20revised-1556036379087.docx
http://www.wileyauthors.com/seo
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• The author's institutional affiliations where the work was conducted, with a footnote for the 

author’s present address if different from where the work was conducted; 

• Abstract; 

• Keywords; 

• Data availability statement (see Data Sharing and Data Accessibility Policy); 

• Acknowledgments. 

 

Authorship 

Please refer to the journal’s Authorship policy in the Editorial Policies and Ethical Considerations 

section for details on author listing eligibility. When entering the author names into Editorial 

Manager, the corresponding author will be asked to provide a CRediT contributor role to classify the 

role that each author played in creating the manuscript. Please see the Project CRediT website for a 

list of roles. 

 

Abstract 

Please provide an abstract of up to 250 words. Articles containing original scientific research should 

include the headings: Objectives, Design, Methods, Results, Conclusions. Review articles should use 

the headings: Purpose, Methods, Results, Conclusions. 

 

Keywords 

Please provide appropriate keywords. 

 

Acknowledgments 

Contributions from anyone who does not meet the criteria for authorship should be listed, with 

permission from the contributor, in an Acknowledgments section. Financial and material support 

should also be mentioned. Thanks to anonymous reviewers are not appropriate. 

 

Practitioner Points 

All articles must include Practitioner Points – these are 2-4 bullet point with the heading ‘Practitioner 

Points’. They should briefly and clearly outline the relevance of your research to professional 

practice. (The Practitioner Points should be submitted in a separate file.) 

 

Main Text File 

As papers are double-blind peer reviewed, the main text file should not include any information that 

might identify the authors. 

The main text file should be presented in the following order: 

• Title 

• Main text 

• References 

• Tables and figures (each complete with title and footnotes) 

• Appendices (if relevant) 

Supporting information should be supplied as separate files. Tables and figures can be included at 

the end of the main document or attached as separate files but they must be mentioned in the text. 

https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#data_share
https://casrai.org/credit/


114 
 

• As papers are double-blind peer reviewed, the main text file should not include any 

information that might identify the authors. Please do not mention the authors’ names or 

affiliations and always refer to any previous work in the third person. 

• The journal uses British/US spelling; however, authors may submit using either option, as 

spelling of accepted papers is converted during the production process. 

 

References 

This journal uses APA reference style; as the journal offers Free Format submission, however, this is 

for information only and you do not need to format the references in your article. This will instead 

be taken care of by the typesetter. 

 

Tables 

Tables should be self-contained and complement, not duplicate, information contained in the text. 

They should be supplied as editable files, not pasted as images. Legends should be concise but 

comprehensive – the table, legend, and footnotes must be understandable without reference to the 

text. All abbreviations must be defined in footnotes. Footnote symbols: †, ‡, §, ¶, should be used (in 

that order) and *, **, *** should be reserved for P-values. Statistical measures such as SD or SEM 

should be identified in the headings. 

 

Figures 

Although authors are encouraged to send the highest-quality figures possible, for peer-review 

purposes, a wide variety of formats, sizes, and resolutions are accepted. 

Click here for the basic figure requirements for figures submitted with manuscripts for initial peer 

review, as well as the more detailed post-acceptance figure requirements. 

Legends should be concise but comprehensive – the figure and its legend must be understandable 

without reference to the text. Include definitions of any symbols used and define/explain all 

abbreviations and units of measurement. 

 

Supporting Information 

Supporting information is information that is not essential to the article, but provides greater depth 

and background. It is hosted online and appears without editing or typesetting. It may include tables, 

figures, videos, datasets, etc. 

Click here for Wiley’s FAQs on supporting information. 

Note: if data, scripts, or other artefacts used to generate the analyses presented in the paper are 

available via a publicly available data repository, authors should include a reference to the location 

of the material within their paper. 

 

General Style Points 

For guidelines on editorial style, please consult the APA Publication Manual published by the 

American Psychological Association. The following points provide general advice on formatting and 

style. 

• Language: Authors must avoid the use of sexist or any other discriminatory language. 

• Abbreviations: In general, terms should not be abbreviated unless they are used repeatedly 

and the abbreviation is helpful to the reader. Initially, use the word in full, followed by the 

abbreviation in parentheses. Thereafter use the abbreviation only. 

http://media.wiley.com/assets/7323/92/electronic_artwork_guidelines.pdf
http://www.wileyauthors.com/suppinfoFAQs
http://www.amazon.co.uk/gp/product/1433805618?ie=UTF8&tag=thebritishpsy-21&linkCode=xm2&camp=1634&creativeASIN=1433805618
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• Units of measurement: Measurements should be given in SI or SI-derived units. Visit 

the Bureau International des Poids et Mesures (BIPM) website for more information about SI 

units. 

• Effect size: In normal circumstances, effect size should be incorporated. 

• Numbers: numbers under 10 are spelt out, except for: measurements with a unit (8mmol/l); 

age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 4 gerbils). 

 

Wiley Author Resources 

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing manuscripts for 

submission available here. In particular, we encourage authors to consult Wiley’s best practice tips 

on Writing for Search Engine Optimization. 

 

Article Preparation Support: Wiley Editing Services offers expert help with English Language Editing, 

as well as translation, manuscript formatting, figure illustration, figure formatting, and graphical 

abstract design – so you can submit your manuscript with confidence. 

Also, check out our resources for Preparing Your Article for general guidance and the BPS Publish 

with Impact infographic for advice on optimizing your article for search engines. 

 

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS 

Peer Review and Acceptance 

Except where otherwise stated, the journal operates a policy of anonymous (double blind) peer 

review. Please ensure that any information which may reveal author identity is blinded in your 

submission, such as institutional affiliations, geographical location or references to unpublished 

research. We also operate a triage process in which submissions that are out of scope or otherwise 

inappropriate will be rejected by the editors without external peer review. Before submitting, please 

read the terms and conditions of submission and the declaration of competing interests. 

We aim to provide authors with a first decision within 90 days of submission. 

Further information about the process of peer review and production can be found in ‘What 

happens to my paper?’ Appeals are handled according to the procedure recommended by COPE. 

Wiley's policy on the confidentiality of the review process is available here. 

 

Clinical Trial Registration 

The journal requires that clinical trials are prospectively registered in a publicly accessible database 

and clinical trial registration numbers should be included in all papers that report their results. 

Authors are asked to include the name of the trial register and the clinical trial registration number 

at the end of the abstract. If the trial is not registered, or was registered retrospectively, the reasons 

for this should be explained. 

 

Research Reporting Guidelines 

Accurate and complete reporting enables readers to fully appraise research, replicate it, and use it. 

Authors are encouraged to adhere to recognised research reporting standards. 

We also encourage authors to refer to and follow guidelines from: 

• Future of Research Communications and e-Scholarship (FORCE11) 

• The Gold Standard Publication Checklist from Hooijmans and colleagues 

• FAIRsharing website 

http://www.bipm.org/en/about-us/
http://www.wileyauthors.com/prepare
http://www.wileyauthors.com/seo
https://wileyeditingservices.com/en/article-preparation/?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prep&utm_campaign=prodops
https://authorservices.wiley.com/author-resources/Journal-Authors/Prepare/index.html?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prepresources&utm_campaign=prodops
https://pericles.pericles-prod.literatumonline.com/pb-assets/hub-assets/bpspubs/BPS_SEO_Interactive-1545065172017.pdf
https://pericles.pericles-prod.literatumonline.com/pb-assets/hub-assets/bpspubs/BPS_SEO_Interactive-1545065172017.pdf
https://wol-prod-cdn.literatumonline.com/pb-assets/assets/2044835X/BPS_Journals_Terms_and_Conditions_of_Submission%20-%20addition%20for%20authorship.doc
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/2044835X/BPS_Journals_Declaration_of_Competing_Interests-1509465341000.doc
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/2044835X/What_Happens_to_My_Paper.pdf
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/2044835X/What_Happens_to_My_Paper.pdf
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/2044835X/How_to_handle_appeals.pdf
http://www.wileypeerreview.com/reviewpolicy
http://www.force11.org/node/4433
https://www.ncbi.nlm.nih.gov/pubmed/20507187
http://www.biosharing.org/
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Conflict of Interest 

The journal requires that all authors disclose any potential sources of conflict of interest. Any 

interest or relationship, financial or otherwise that might be perceived as influencing an author's 

objectivity is considered a potential source of conflict of interest. These must be disclosed when 

directly relevant or directly related to the work that the authors describe in their manuscript. 

Potential sources of conflict of interest include, but are not limited to: patent or stock ownership, 

membership of a company board of directors, membership of an advisory board or committee for a 

company, and consultancy for or receipt of speaker's fees from a company. The existence of a 

conflict of interest does not preclude publication. If the authors have no conflict of interest to 

declare, they must also state this at submission. It is the responsibility of the corresponding author 

to review this policy with all authors and collectively to disclose with the submission ALL pertinent 

commercial and other relationships. 

 

Funding 

Authors should list all funding sources in the Acknowledgments section. Authors are responsible for 

the accuracy of their funder designation. If in doubt, please check the Open Funder Registry for the 

correct nomenclature: https://www.crossref.org/services/funder-registry/ 

 

Authorship 

All listed authors should have contributed to the manuscript substantially and have agreed to the 

final submitted version. Authorship is defined by the criteria set out in the APA Publication Manual: 

“Individuals should only take authorship credit for work they have actually performed or to which 

they have substantially contributed (APA Ethics Code Standard 8.12a, Publication Credit). Authorship 

encompasses, therefore, not only those who do the actual writing but also those who have made 

substantial scientific contributions to a study. Substantial professional contributions may include 

formulating the problem or hypothesis, structuring the experimental design, organizing and 

conducting the statistical analysis, interpreting the results, or writing a major portion of the paper. 

Those who so contribute are listed in the byline.” (p.18) 

 

Data Sharing and Data Accessibility Policy 

Psychology and Psychotherapy: Theory, Research and Practice recognizes the many benefits of 

archiving data for scientific progress. Archived data provides an indispensable resource for the 

scientific community, making possible future replications and secondary analyses, in addition to the 

importance of verifying the dependability of published research findings. 

The journal expects that where possible all data supporting the results in papers published are 

archived in an appropriate public archive offering open access and guaranteed preservation. The 

archived data must allow each result in the published paper to be recreated and the analyses 

reported in the paper to be replicated in full to support the conclusions made. Authors are welcome 

to archive more than this, but not less. 

All papers need to be supported by a data archiving statement and the data set must be cited in the 

Methods section. The paper must include a link to the repository in order that the statement can be 

published. 

https://www.crossref.org/services/funder-registry/
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It is not necessary to make data publicly available at the point of submission, but an active link must 

be included in the final accepted manuscript. For authors who have pre-registered studies, please 

use the Registered Report link in the Author Guidelines. 

In some cases, despite the authors’ best efforts, some or all data or materials cannot be shared for 

legal or ethical reasons, including issues of author consent, third party rights, institutional or national 

regulations or laws, or the nature of data gathered. In such cases, authors must inform the editors at 

the time of submission. It is understood that in some cases access will be provided under restrictions 

to protect confidential or proprietary information. Editors may grant exceptions to data access 

requirements provided authors explain the restrictions on the data set and how they preclude public 

access, and, if possible, describe the steps others should follow to gain access to the data. 

If the authors cannot or do not intend to make the data publicly available, a statement to this effect, 

along with the reasons that the data is not shared, must be included in the manuscript. 

Finally, if submitting authors have any questions about the data sharing policy, please access 

the FAQs for additional detail. 

 

Open Research initiatives. 

Recognizing the importance of research transparency and data sharing to cumulative 

research, Psychology and Psychotherapy: Theory, Research and Practice encourages the following 

Open Research practices. 

Sharing of data, materials, research instruments and their accessibility. Psychology and 

Psychotherapy: Theory, Research and Practice encourages authors to share the data, materials, 

research instruments, and other artifacts supporting the results in their study by archiving them in 

an appropriate public repository. Qualifying public, open-access repositories are committed to 

preserving data, materials, and/or registered analysis plans and keeping them publicly accessible via 

the web into perpetuity. Examples include the Open Science Framework (OSF) and the various 

Dataverse networks. Hundreds of other qualifying data/materials repositories are listed at the 

Registry of Research Data Repositories (http://www.re3data.org). Personal websites and most 

departmental websites do not qualify as repositories. 

 

Open Research Badges. In partnership with the non-profit Center for Open Science (COS), Psychology 

and Psychotherapy: Theory, Research and Practice offers all submitting authors access to the 

following three Open Research Badges— Open Materials, Open Data, and Preregistered Research 

Designs. We also award all qualifying authors Open Research Badges recognizing their contributions 

to the Open Research movement. The Open Research practices and associated award badges, as 

implemented by the Center for Open Science and supported by Psychology and Psychotherapy: 

Theory, Research and Practice, are the following: 

 

The Open Materials Badge recognizes researchers who share their research instruments and 

materials in a publicly-accessible format, providing sufficient information for researchers to 

reproduce procedures and analyses of published research studies. A list of certified data repositories 

can be accessed at re3data.org or fairsharing.org. Guidelines about the use of data repositories can 

found at websites such as The Wellcome Trust (https://wellcomeopenresearch.org/for-

authors/data-guidelines) and the Center for Open Science (https://cos.io/). 

 

https://bpspsychub.onlinelibrary.wiley.com/hub/datasharingfaqs
http://www.re3data.org/
http://re3data.org/
https://fairsharing.org/
https://wellcomeopenresearch.org/for-authors/data-guidelines
https://wellcomeopenresearch.org/for-authors/data-guidelines
https://cos.io/
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The Open Data Badge recognizes researchers who make their data publicly available, providing 

sufficient description of the data to allow researchers to reproduce research findings of published 

research studies. An example of a qualifying public, open-access database for data sharing is the 

Open Science Framework repository. Numerous other data-sharing repositories are available 

through various Dataverse networks (e.g., http://dataverse.org) and hundreds of other databases 

available through the Registry of Research Data Repositories (http://www.re3data.org). There are, 

of course, circumstances in which it is not possible or advisable to share data publicly. For example, 

there are cases in which sharing participant data could violate confidentiality. In these cases, the 

authors may provide an explanation of such circumstances in the Alternative Note section of the 

disclosure form. The information the authors provide will be included in the article’s Open Research 

note. 

The Preregistered Badge recognizes researchers who preregister their research plans (research 

design and data analysis plan) prior to engaging in research and who closely follow the preregistered 

design and data analysis plan in reporting their research findings. The criteria for earning this badge 

thus include a date-stamped registration of a study plan in such venues as the Open Science 

Framework (https://osf.io) or Clinical Trials (https://clinicaltrials.gov) and a close correspondence 

between the preregistered and the implemented data collection and analysis plans. 

Authors will have an opportunity at the time of manuscript submission to inform themselves of this 

initiative and to determine whether they wish to participate. Applying and qualifying for Open 

Research Badges is not a requirement for publishing with Psychology and Psychotherapy: Theory, 

Research and Practice, but these badges are further incentive for authors to participate in the Open 

Research movement and thus to increase the visibility and transparency of their research. If you are 

interested in applying, please note that you will be asked to complete the Disclosure Form when 

submitting a revised manuscript. 

More information about the Open Research Badges is available from the Open Science 

Framework wiki. 

 

Publication Ethics 

Authors are reminded that Psychology and Psychotherapy: Theory, Research and Practice adheres to 

the ethics of scientific publication as detailed in the Ethical principles of psychologists and code of 

conduct (American Psychological Association, 2010). The Journal generally conforms to the Uniform 

Requirements for Manuscripts of the International Committee of Medical Journal Editors (ICJME) 

and is also a member and subscribes to the principles of the Committee on Publication Ethics 

(COPE). Authors must ensure that all research meets these ethical guidelines and affirm that the 

research has received permission from a stated Research Ethics Committee (REC) or Institutional 

Review Board (IRB), including adherence to the legal requirements of the study county. 

Note this journal uses iThenticate’s CrossCheck software to detect instances of overlapping and 

similar text in submitted manuscripts. Read Wiley’s Top 10 Publishing Ethics Tips for Authors here. 

Wiley’s Publication Ethics Guidelines can be found here. 

 

ORCID 

As part of the journal’s commitment to supporting authors at every step of the publishing process, 

the journal requires the submitting author (only) to provide an ORCID iD when submitting a 

manuscript. This takes around 2 minutes to complete. Find more information here. 

 

http://dataverse.org/
http://www.re3data.org/
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448341/PAPT%20Open%20Research%20Disclosure%20Form-1631795252727.docx
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448341/PAPT%20Open%20Research%20Disclosure%20Form-1631795252727.docx
https://osf.io/
https://clinicaltrials.gov/
https://osf.io/tvyxz/wiki/home/
http://www.apa.org/ethics/code/index.aspx
http://www.apa.org/ethics/code/index.aspx
http://www.icmje.org/urm_main.html
http://www.publicationethics.org/resources/code-conduct
http://www.wileyauthors.com/ethics
http://authorservices.wiley.com/ethics-guidelines/index.html
http://olabout.wiley.com/WileyCDA/Section/id-828034.html
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6. AUTHOR LICENSING 

WALS + standard CTA/ELA and/or Open Access for hybrid titles 

You may choose to publish under the terms of the journal’s standard copyright agreement, or Open 

Access under the terms of a Creative Commons License.  

Standard re-use and licensing rights vary by journal. Note that certain funders mandate a particular 

type of CC license be used. This journal uses the CC-BY/CC-BY-NC/CC-BY-NC-ND Creative Commons 

License. 

Self-Archiving Definitions and Policies: Note that the journal’s standard copyright agreement allows 

for self-archiving of different versions of the article under specific conditions. 

 

BPS members and open access: if the corresponding author of an accepted article is a Graduate or 

Chartered member of the BPS, the Society will cover will cover 100% of the APC allowing the article 

to be published as open access and freely available. 

 

7. PUBLICATION PROCESS AFTER ACCEPTANCE 

Accepted Article Received in Production 

When an accepted article is received by Wiley’s production team, the corresponding author will 

receive an email asking them to login or register with Wiley Author Services. The author will be 

asked to sign a publication license at this point. 

 

Proofs 

Once the paper is typeset, the author will receive an email notification with full instructions on how 

to provide proof corrections. 

Please note that the author is responsible for all statements made in their work, including changes 

made during the editorial process – authors should check proofs carefully. Note that proofs should 

be returned within 48 hours from receipt of first proof. 

 

Early View 

The journal offers rapid publication via Wiley’s Early View service. Early View (Online Version of 

Record) articles are published on Wiley Online Library before inclusion in an issue. Before we can 

publish an article, we require a signed license (authors should login or register with Wiley Author 

Services). Once the article is published on Early View, no further changes to the article are possible. 

The Early View article is fully citable and carries an online publication date and DOI for citations. 

 

8. POST PUBLICATION 

Access and Sharing 

When the article is published online:  

• The author receives an email alert (if requested). 

• The link to the published article can be shared through social media. 

• The author will have free access to the paper (after accepting the Terms & Conditions of use, 

they can view the article). 

• For non-open access articles, the corresponding author and co-authors can nominate up to 
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Promoting the Article 

To find out how to best promote an article, click here. 

Wiley Editing Services offers professional video, design, and writing services to create shareable 

video abstracts, infographics, conference posters, lay summaries, and research news stories for your 

research – so you can help your research get the attention it deserves. 

 

Measuring the Impact of an Article 

Wiley also helps authors measure the impact of their research through specialist partnerships 

with Kudos and Altmetric. 

 

9. EDITORIAL OFFICE CONTACT DETAILS 

For help with submissions, please contact: Hannah Wakley, Associate Managing Editor 

(papt@wiley.com) or phone +44 (0) 116 252 9504. 

Author Guidelines updated 28th August 2019 
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Appendix E 
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Appendix F 

Information Sheet 

 

 

 

 

Cardiff University 

Experiences of Imagery in Obsessive-Compulsive Disorder (OCD)  
Participant Information Sheet 

  
You have been invited to take part in a research study. Before you decide whether to 
participate, it is important for you to understand why the research is being done and 
what participating will involve. If there is anything that is unclear, or if you would like 
more information, please ask. Take time to decide whether or not you wish to take 
part. Thank you. 
 

The interviews will be conducted in English. If you would like the study information in 
Welsh, please let us know. 
 

Who will conduct the research? 

My name is Hannah Wedge. I am a Trainee Clinical Psychologist conducting this 
research as part of my Doctorate in Clinical Psychology, under the supervision of Dr 
Louise Waddington and Professor Andrew Thompson at Cardiff University, and Dr 
William Hallam at Cardiff and Vale University Health Board. 
 

What is the aim of the research? 

This research aims to better understand how people with Obsessive-Compulsive 
Disorder (OCD) experience imagery. Imagery may include pictures, 
sounds, sensations or experiences which we imagine inside our heads. There has 
not been much research in this area, so capturing people’s experiences will help to 
further our understanding of OCD and may contribute to developments in 
therapeutic interventions. 
 

Why have I been chosen? 

You have been invited to participate in this study because you are receiving or 
awaiting therapy for OCD from the Specialist OCD Service or the Psychological 
Therapies Hub in Cardiff and Vale UHB. We are interested in your thoughts and 
experiences of imagery in OCD. 
 

What would I be asked to do if I took part? 

If you choose to take part in the study, you will be asked to provide your telephone 
number and an email and/or postal address for study documentation to be sent to. 
This will include a consent form for you to sign. You will also be sent three 
questionnaires to complete before the interview; the GAD-7 (a measure of anxiety), 
the PHQ-9 (a measure of low mood/depression) and the Obsessive Compulsive 
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Inventory (OCI; a measure of OCD symptoms). These questionnaires will be used to 
help us understand more about you and your experiences of OCD. If you are unable 
to complete the questionnaires prior to the interview, or if you have any questions 
about them, there will be time at the beginning of the interview for this.  
 
I will then be in touch to arrange an interview with you at a convenient time; where 
possible the interview will be conducted virtually over Microsoft Teams. If you would 
prefer the interview to be conducted face-to-face, this can be considered depending 
on Covid-19 restrictions in place at the time. During the interview you will be asked 
about your experiences of imagery in relation to your OCD. We will ask you to go 
into some detail about recent examples. The interview will be recorded, either within 
Microsoft Teams or with a Dictaphone if it is a face-to-face interview. The interviews 
will last approximately an hour to an hour and a half. 
You will receive a £10 voucher as an expression of gratitude for your participation. 
This will be sent out either electronically via email or by post within 2 weeks of your 
interview. Should you decide you no longer want to take part, or you change your 
mind, you will not receive the voucher.  
 
What are the possible benefits of taking part? 
There are no direct benefits of taking part in this research. However, research shows 
that participants have generally positive experiences of taking part in studies. Your 
participation may also contribute to helping us understand more about people’s 
experiences of OCD, and may contribute to developments in therapeutic 
interventions.  
 
What are the possible disadvantages and risks of taking part? 
The interview topic, and discussing personal experiences in detail, may potentially 
become upsetting or distressing for you. You are not required to share experiences 
which are upsetting or distressing, and you are able to pause or stop the interview at 
any time. The researcher will give you debriefing information signposting sources of 
support available to you, including your care team, OCD-UK, Samaritans, and Mind.  
 
How is confidentiality maintained? 
Recordings of interviews will be stored on the University’s secure Research Data 
Store, and kept for 5 years, in line with the Cardiff University Records Retention 
Policy. Consent forms and anonymous transcriptions of interviews will be also 
kept on the University’s secure Research Data Store, and destroyed after five years. 
 
The limits of confidentiality will be explained to you at the beginning of the interview. 
If you disclose a risk to yourself or others, the researchers have a duty of care to 
share this information with your care team at the Specialist OCD Service or the 
Psychological Therapies Hub in Cardiff and Vale UHB. 
 

What happens if I do not want to take part or if I change my mind? 

It is up to you to decide whether or not to take part in this study. If you decided to 
take part, you are free to withdraw at any time, without having to give a reason. Your 
decision to take part in this study will not affect your care at the Specialist OCD 
Service or the Psychological Therapies Hub in Cardiff and Vale UHB, or elsewhere, 
in any way. 



133 
 

You can also decide that you do not want your interview data to be included in the 
study after the interview has taken place. If you do wish to withdraw from the study 
after the interview, you will need to let the researcher know within two weeks of the 
interview; after two weeks your information will be anonymous, and we won’t be able 
to identify it to remove it. 
 
What happens to the data collected? 

The interview recordings will be transcribed and analysed in a way which will help us 
to better understand people’s experiences of imagery in OCD. 
 
How will we use information about you? 
We will need to use information from you for this research project. This information 
will include your name and contact details. People will use this information to do the 
research or to check your records to make sure that the research is being done 
properly. People who do not need to know who you are will not be able to see your 
name or contact details. Your data will have a code number instead. We will keep all 
information about you safe and secure. 
Once we have finished the study, we will keep some of the data so we can check the 
results. We will write our reports in a way that no-one can work out that you took part 
in the study. 
 
What are your choices about how your information is used?  
You can stop being part of the study at any time, without giving a reason, but we will 
keep information about you that we already have. 
We need to manage your records in specific ways for the research to be reliable. 
This means that we won’t be able to let you see or change the data we hold about 
you. 
 
Where can you find out more about how your information is used?  
You can find out more about how we use your information: 

• By asking one of the research team (contact details on p.3) 

• By viewing the Cardiff University Data Protection Policy and Privacy 
Notices: https://www.cardiff.ac.uk/public-information/policies-and-
procedures/data-protection 

• By contacting the Cardiff University Data Protection Officer by 
email: inforequest@cardiff.ac.uk or in writing to: Assurance Services, Cardiff 
University, Friary House, Greyfriars Road, Cardiff CF10 3AE  

 
Who can I contact to complain, or if something goes wrong? 
In the unlikely event that something goes wrong, or if you want to complain, you can 
contact: 
Dr Cerith Waters (Senior Research Tutor, Doctoral Programme in Clinical 
Psychology): waterscs@cardiff.ac.uk  
Professor Andrew Thompson (Programme Director, Doctoral Programme in Clinical 
Psychology): ThompsonA18@cardiff.ac.uk 
 
Will the outcomes of the research be published? 

This study will be written up as part of my Doctorate in Clinical Psychology thesis. It 
will also be submitted to an academic journal for publication. Written reports of the 
research may include verbatim quotes from interviews; however, these quotes will be 

https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection
https://www.cardiff.ac.uk/public-information/policies-and-procedures/data-protection
mailto:inforequest@cardiff.ac.uk
mailto:waterscs@cardiff.ac.uk
mailto:ThompsonA18@cardiff.ac.uk
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anonymous and carefully chosen so that nobody reading will know who took part. At 
the end of the interview, you will be asked if you would like a summary of the 
research findings sent to you when the study has finished in September 2022.  
 

Who has reviewed the research project? 
This project has been reviewed by the National Research Ethics Service, and gained 
NHS ethical approval.  
 
Contact for further information:   
If you have any questions about the research, or would like to discuss it further 
before deciding whether or not to take part, please get in touch using the details 
below: 
 
Hannah Wedge - WedgeHE@cardiff.ac.uk   
 

Dr Louise Waddington – WaddingtonL1@cardiff.ac.uk   
 

Professor Andrew Thompson – ThompsonA18@cardiff.ac.uk   
 

Doctoral Programme in Clinical Psychology  
Cardiff University  
11th Floor, Tower Building  
70 Park Place  
Cardiff   
CF10 3AT  
 
Participant Information Sheet v5.0 IRAS ID: 295975 3rd November 2021 
 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:WedgeHE@cardiff.ac.uk
mailto:WaddingtonL1@cardiff.ac.uk
mailto:ThompsonA18@cardiff.ac.uk
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Appendix G 

Consent Form 

 

 

          
 
 
Cardiff University 

Experiences of Imagery in Obsessive-Compulsive Disorder (OCD) 
Participant Consent Form 

 
If you are happy to participate in this study, please read each part of this consent 
form and initial in the box to indicate you agree.  
 

1. I confirm that I have read the attached information sheet (v5.0, 3rd November 
2021) on the above project and I have had the opportunity to consider the 
information and ask questions.  

2. Any questions have been answered satisfactorily. 

3. I understand that my participation in in this study is voluntary and I am free to 
withdraw at any time without giving a reason and without detriment to my 
treatment and care at Cardiff and Vale University Health Board, or 
elsewhere. 

4. I understand that the interviews will be recorded, and the recordings will be 
transcribed anonymously.  

5. I understand that the recordings and anonymised transcripts will be kept 
securely for up to 5 years. 

6. I understand that anonymous verbatim quotes may be used when writing up 
this research. 

 
I agree to take part in the above research: 
 
_____________________________  ___________            ______________ 
Name of participant    Date   Signature 

_____________________________  ____________          ______________ 
Name of person taking consent  Date   Signature 

[Office use only] Participant ID Number: _____________ 

 

I would like to receive a letter summarising the research findings. 

Please complete the section below only if you answered ‘yes’ to the above question. 

Name: 

 

 

 

 

Yes/No 

Initials 
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Telephone number: 

Email address: 

Address:   

 
 
One copy to file, one copy to participant  

 

Participant Consent Form v5.0 IRAS ID: 295975 3rd November 2021 
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Appendix H 

Interview Schedule 

   
Introduction 

• Before we begin, are you in a quiet, private space where you will not be interrupted? 

• My name is Hannah and I’m a Trainee Clinical Psychologist at Cardiff University.  

• Have you had time to read the information sheet? If not, we can go through it together now.  

• If you are willing to take part in this study, please sign this consent form. You are under no 
obligation to do so. Do you have any questions?  

• There will be three questionnaires for you to complete before the interview, if you haven’t 
brought them with you today. Please ask if you need help or explanations for any of these.  

• You are able to ask me questions at any time during the interview.  

• You can pause the interview for a break if you need or want to. You can also stop the 
interview completely at any time, for any reason.  

• You may find that some of the things we are going to talk about today in relation to your 
OCD might be upsetting for you. Please let me know if you would like to pause or stop the 
interview.  

• If you share something that makes me worried about your safety or the safety of other 
people, I have a duty of care to share that with the team responsible for your care.  

• The final report I write may use some quotes from your interview. These will be anonymous 
and will not contain any details which could be used to identify you.  

 

Demographic Questions 
Before we begin the main interview, I’d like to get some background information which I will use 
anonymously when presenting the results. I’ll only need brief answers to these questions.  

• What gender do you identify as?   
• What are your preferred pronouns?  (How do you like to be referred to – 

he/she/they/another term?)   
• What is your age?    
• How would you describe your ethnicity?    
• When were you diagnosed with OCD?   
• Have you received any psychological treatment or therapy for your OCD, and if so, what?  
• Do you have any other psychological conditions and/or diagnoses that you think it would be 

useful for me to be aware of? If yes, what? 

  
Interview Schedule   
We are now starting the interview itself. I would like to ask you about your experiences of imagery in 
relation to your OCD. Imagery has been described as like having a sensory experience without the 
physical stimulus or object. Although it is often visual, imagery can involve any of the five senses – 
sensations, sounds, smells and tastes, as well as images/pictures.  
 
1) With this in mind, could you please bring to mind a typical recent example of imagery you 

experience to do with your OCD.  
2) Can you describe the imagery to me in as much detail as you can? 

a) P: Can you tell me if there were any other senses involved in this imagery? 
b) P: Can you walk me through what happened, starting just before the imagery came to mind?  
 

3) What impact does this imagery have on you? 
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a) P: Another way of putting this might be what effect does it have on you? Your mood, body, 
daily activities, etc. 

b) P: Could you tell me a bit more about if the imagery has any effect on what you think or do 
afterwards?  

 
4) Does this imagery hold any meaning for you?  

a) P: Another way of thinking about this is whether you feel the imagery suggests anything 
about you, other people, the world around you, the future, etc.  

b) P: Does this meaning link to anything that has happened before or might happen in the 
future? 

 
5) Are there any other forms or types of imagery that you experience related to your OCD? If so, 

what is that/are they like?  
a) P: Another way to think about this could be whether imagery makes up a large part of your 

experience of OCD, or if it is a smaller aspect of it.  
 

6) Do you experience imagery that is not related to your OCD? If you do, can you tell me about it?  
a) P: How does this compare to when imagery is related to your OCD?  
 

7) Is there anything else you would like to add that we haven’t spoken about already?  
  
 
Debrief 

• Now that we have finished the interview, is there anything that you feel concerned or 
worried about?  

• If, after you leave, you feel like you need some support around the things we have spoken 
about today, you can contact your clinician at the specialist OCD service or the Psychological 
Therapies Hub in Cardiff and Vale University Health Board.  

• You are also able to contact support services such as OCD-UK, Samaritans or Mind, should 
you feel that you need additional support (provide participants with list of services and 
contact information).  
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Appendix I 

Questionnaires 

 

Patient Health Questionnaire-9 (PHQ-9) 
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Generalised Anxiety Disorder-7 (GAD-7) 
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Obsessive-Compulsive Inventory (OCI) 
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Appendix J 

Participants’ Questionnaire Results 

 

 Dan Hattie Rachel Amiera Carys Saskia Natalie Bridget 

PHQ-9 12 26 9 20 19 15 24 17 

GAD-7 18 21 11 15 18 12 21 18 

OCI Total 82 162 73 80 47 97 85 146 

Washing 3 32 10 27 20 22 18 30 

Checking 27 32 16 20 20 22 13 34 

Doubting 12 12 9 6 0 10 8 11 

Obsessions 13 32 23 15 17 20 25 26 

Hoarding 5 12 2 2 0 4 1 12 

Neutralising 12 24 10 11 0 8 11 15 
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Appendix K 

Examples from the IPA process 

 

Excerpt from Reflexive Log: 
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Excerpt from coding: 
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Excerpt from spreadsheet of initial themes 
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Example of Mind Map: 
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Appendix L 

Audit Checklist 

Data Collection  

1. Is there evidence that raw data was collected and is appropriate for the research aims? (As 

evidenced by anonymised transcripts/data etc.) 

Yes/Partially/No  

2. Has relevant demographic and background information been collected to contextualise the 

sample (e.g. gender, age, interview location/time)? 

Yes/Partially/No 

3. Are there reflections/notes/summaries on the data collection process? 

Yes/Partially/No 

 

Research/Analysis Process 

4. Has the researcher engaged appropriately in supervision as part of the research process? 

Yes/Partially/No 

5. Has the data been sufficiently coded? (e.g. is all the relevant data coded?) 

Yes/Partially/No 

6. Has the data been systematically coded? 

Yes/Partially/No 

7. Is it clear that the researcher has engaged in a process of refining and redefining the themes 

and subthemes and are these processes justified? (This may be evidenced by looking at 

different versions of the NVivo documents and notes, and changes to coding/themes should 

be justified). 

Yes/Partially/No 

 

Cross-Checks 

8. Crosschecking randomly selected excerpts from the interviews against the corresponding 

coding and themes recorded on NVivo. Are these consistent?  

Yes/Partially/No 

9. Vice-versa crosschecking randomly selected themes and subthemes from NVivo against the 

corresponding data. Are these consistent? 

Yes/Partially/No 

 

Study Write-Up/Results 

10. Are quotes sufficient to provide evidence of the themes and subthemes? 

Yes/Partially/No 

11. Does the results/write-up sufficiently address the aims of the study? 

Yes/Partially/No 

 

Researcher: 

____________________________           __________________________               _____________ 

(Print name)     (Signature)     (Date) 
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Auditor: 

____________________________           __________________________               _____________ 

(Print name)     (Signature)     (Date) 

 


