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Background: Audio-recording of cognitive behavioural therapy (CBT) sessions has been recommended but not yet widely adopted. It is believed to have positive effects on later recall and reflection by the patient and on supervisory quality and accuracy for therapists. 

Aims: To evaluate self-reported attitudes and behaviour regarding audio recording of therapy sessions in both patients and therapists in a setting where such recording is routinely carried out.   

Method: In a centre specialising in CBT for anxiety disorders, 72 patients completed a questionnaire at the start of therapy and 31 patients completed a questionnaire at the end of therapy. Fifteen therapists also completed a similar questionnaire. 

Results: Ninety percent of patients reported listening to recordings between therapy sessions to some extent. The majority reported discussing the recordings with their therapist. Patients typically planned to keep the recordings after therapy ended. Most patients and therapists endorsed positive attitudes towards the use of recordings. Similar advantages (e.g. improving memory for sessions) and disadvantages (e.g. practical issues and feeling self-conscious) of recordings were generated by patients and therapists. Therapists were more likely than patients to express concern about recordings being distressing for patients to listen to. Both patients and therapists regarded the use of recordings for therapist peer supervision purposes favourably.

Conclusion: The use of audio recording of sessions as an adjunct to therapy (where patients listen to recordings between sessions) and for therapist supervision is rated as both highly acceptable and useful by both therapists and patients. 
Introduction
It is often stated during UK Doctoral Clinical Psychology training courses that an important part of cognitive behaviour therapy (CBT) is the recording of therapy sessions. It is advised that copies of recordings should be given to patients, typically on audio-cassette tapes, so patients can review them between therapy sessions (Macaskill, 1996). Despite these recommendations to trainee clinical psychologists, and some psychological services endorsing this routinely, there is a surprising paucity of research or published service audits in this area. There is minimal literature examining if and why recordings are useful, what patient and therapist attitudes are towards recordings, or whether patients and therapists comply with this recommended aspect of CBT. 
The utility of recording therapy sessions
The majority of the literature in the area of recording therapy sessions addresses this, and typically involves suggestions, theories, and opinions being presented. There does not seem to be any experimental research exploring the utility of recordings in the psychological/psychiatric domains, although the physical health literature offers some relevant research regarding this.  
I) Recordings as cognitive-behavioural therapy (CBT) aids:
Macaskill (1996) wrote a subjective account of why recordings can be useful, and offered a number of advantages and uses. These included recordings being used as assessment tools (e.g. for patients to record their negative thoughts and images as they occur, which decreases the problem of patients trying to recall these during therapy sessions or whilst writing them on thought records after the event). Another advantage of recording therapy sessions offered by Macaskill (1996) is for challenging negative thoughts (e.g. patients can listen to recordings of their own or their therapist’s voice quoting coping statements or evidence against negative thoughts, or patients can record their evidence against negative thoughts in the moment). Zimmerman (1984) earlier proposed that enormous leaps in therapy can be made by encouraging patients to record their irrational beliefs and disputing these whilst distressed. Indeed, Maultsby (1970) presented four examples of tape excerpts to illustrate the benefit of patients listening to therapy recordings, and found that faulty thought processes could be substantially altered and improved as a result of repeated listening to recordings. 
A further use of recordings offered by Macaskill (1996) is for during exposure interventions when in vivo exposure is either not feasible or ethical (e.g. exposure to thunderstorms for a thunder phobic, or testing out an obsessional patient’s belief that he would become responsible for child abuse/rape if he did not perform certain compulsions). Macaskill (1996) suggested that recordings of such anxiety-provoking stimuli could be made and used for repeated self-directed exposure. Indeed, Vaughan and Tarrier (1992) described a group of patients with post-traumatic stress disorder (PTSD) who generated verbal descriptions of their traumatic events and recorded these onto audio-cassette tapes. Homework sessions of self-directed exposure, where the patient visualised the described event in response to listening to the audio-cassette tape, led to significant decreases in anxiety between and within homework sessions. Furthermore, Salkovskis (1983) described a single case of a man whose obsessional ruminations were recorded on audio-cassette tape and exposure of these resulted in the elimination of rumination at the end of treatment and at follow-up.  
The use of visual recording methods (e.g. videotaping) has also been documented in the literature. For example, Lautch (1970) treated a man with severe phobic and obsessive-compulsive symptoms using systematic desensitisation. Videotaping patients with social anxiety has also been used to challenge the distorted self-perception these patients often experience when in social situations (Harvey, Clark, Ehlers, & Rapee, 2000). It could be argued that videotaping shares many of the advantages as audio-recording therapy sessions. Alpert (1996) argued that patients can review videotapes and see their defences and re-live the affective exposure, or watch the videotapes with significant others to promote their understanding of the patient’s difficulties. Alpert (1996) also suggested that therapists can benefit from watching videotapes of therapy sessions to allow them to note material to return to, and observe missed opportunities, errors and things that went well. Finally, Alpert (1996) described how watching tapes of other therapists may also be useful in supervision and training (i.e. by providing examples of what to do and what improvements can be made), and in providing data for an objective evaluation of how therapy has progressed. 

II) Recording therapy sessions to improve patients’ memory:
Macaskill (1996) suggested that recording therapy sessions is the most obvious and efficient way of overcoming numerous difficulties associated with patients’ memories for sessions, compared to alternative methods (e.g. asking patients to write a summary of the session afterwards) which are time-consuming and subject to distorted recall. Macaskill (1996) also argued that recordings allow the patient to relax without trying to concentrate extensively on recalling the details of the session, and gives patients the opportunity to over-learn key therapeutic points at their own pace. Research typically suggests that patients’ memory for medical consultations is moderate and decreases over time. For example, Pette, Pachaly and David (2003) analysed 579 patients attending a gynaecology department in Germany. During treatment, patients correctly identified 69% of their diagnoses and 76% of their treatment types. However, on discharge, their recall decreased significantly. 

In the oncology literature, Ford, Fallowfield, Hall and Lewis (1995) concluded that recordings of previous oncology consultations facilitated patients’ requests for previously given information, and permitted the re-absorption of complex information given when patients may have been too distressed to immediately assimilate this. Hack, Pickles, Bultz, Ruether, Weir, Degner and Mackey (2003) also found that recordings of consultations to women recently diagnosed with breast cancer resulted in significantly better recall of side-effects of treatment than that of patients who did not receive the recording at 12 weeks follow-up. Finally, Ong, Visser, Lammes, van der Velden, Kuenen and de Haes (2000) found that patients who were given recordings of initial consultations recalled more information than those without such recordings. These memory difficulties may be similar in therapy sessions for psychological problems. Indeed, the content of psychological therapy sessions is often highly emotive and can contain complex information, as in medical consultations.  Furthermore, recordings may enable the processing of information given in therapy sessions when the patient was too distressed to assimilate this as Ford et al. (1995) concluded. 
III) Recording therapy sessions to increase homework compliance:
Recording therapy sessions may also prompt patients to review recordings between therapy sessions as regular homework assignments (Linehan, 1993; Maultsby, 1970). Homework is a vital part of CBT, as it provides the opportunity to practice skills, consolidate issues learnt in therapy, and improve reality testing (Macaskill, 1996). Indeed, most CBT outcome studies include homework as an integral part of treatment (Elliot, Adams, Russell, & Hodge, 1992) and the importance of homework compliance on treatment outcome was reported by Persons, Burns and Perloff (1988). This emphasises the importance of optimising the likelihood that additional homework tasks are remembered, understood and completed. Indeed, Macaskill (1996) argued that recordings can eliminate problems with verbally giving homework which can be forgotten or misunderstood, and can increase compliance. 
IV) Other possible uses of recordings:
Macaskill (1996) further pointed out that patients might fail to remember to initiate CBT tasks in relevant situations (e.g. bulimic patients who binge before realising, or obsessive-compulsive patients who begin checking rituals before being aware of it). Macaskill (1996) proposed that recordings could be used in such situations to initiate therapeutic interventions or skills (e.g. the tape-recorder may be placed near the fridge for bulimic patients, or can be listened to with headphones during initial exposure sessions by an agoraphobic patient). Furthermore, Winnicot (1971) argued that recordings could also provide supportive symbolic links with therapy between sessions, which can contain anxiety and despair until the next session. Finally, Perr (1985) argued that recording psychotherapy sessions and asking patients to listen to these between sessions can shorten the time of therapy, stimulate patients to work harder, and generate satisfaction in therapeutic progress.
Patient and therapist attitudes towards recordings
Research examining patients’ attitudes towards recordings could only be found in the physical health literature. For example, oncology patients who were given recordings of initial consultations have been found to have positive attitudes towards them (McHugh, Lewis, Ford, Newlands, Rustin, Coombes, Smith, O’Reilly, & Fallowfield, 1995) and were more satisfied with treatment (Ong et al., 2000).  However, Alpert (1996) argued that videotaping therapy sessions may create anxiety in both therapists and patients, and therapists have been argued to often cite the protection of their patients to be their main objection to taping, despite many patients being open to it. This suggests that therapists may be more anxious about recordings than patients. Furthermore, tape recording is considered controversial in psychoanalytic psychotherapy due to privacy, confidentiality and ethical considerations (Aveline, 1997). 
Patient and therapist behaviour towards recordings
The only piece of relevant research addressing this question was again in the physical health literature. Ong et al. (2000) conducted a double-blind randomised controlled trial and found that 75% of the cancer patients who received a recording of their consultation had listened to their audiotape at follow-up, with 73% of these having listened to it with other people. This suggests that the majority of patients, at least in the physical health domain, appear to use recordings if given them. No research could be found regarding therapist behaviour. 
Aims of the study
The study aimed to explore:
· Whether patients at a centre which routinely recorded therapy sessions listened to recordings (and in what way).
· What patient attitudes towards recording therapy sessions were at the end of therapy, in terms of both their personal use and their use for therapist peer supervision purposes.
· How patients perceived their discussion about recordings with their therapist.
· Therapists’ awareness of the extent to which patients listen to recordings.
· What therapists’ attitudes towards recording therapy sessions are, both for patient use and for their own supervision. 
Method

Setting
The study was conducted at a specialist treatment and research centre for anxiety disorders. On its website (<removed for manuscript blinding>), it is described as “a specialist unit which aims to 1) provide and develop evidence-based cognitive-behavioural treatments to people suffering from anxiety disorders, b) continuously audit and refine the treatments, and c) to disseminate specialist skills in cognitive behaviour therapy for anxiety disorders to other clinicians…” 
At the centre, therapy sessions are routinely recorded. All patients are asked to sign a consent form regarding this before treatment begins. Furthermore, at the initial therapy session therapists typically provide a brief explanation of how and why recordings are made. There is no standard way that therapists are advised to provide this information about recordings. However, on the website (<removed for manuscript blinding>), there is a section entitled “Will my assessment and treatment sessions be taped?” under which the following information is given: 

“It is routine practice at the <removed for manuscript blinding> for all assessment and treatment sessions to be audio or videotaped. This is usual practice however if you have a problem with this you should discuss it with your therapist. The tape helps your therapist plan sessions and helps to ensure that treatment is delivered well. All tapes are kept confidential. The only other people who may hear or see the tapes are other therapists based at the Centre who provide supervision for your therapist. Your assessor and / or therapist will be able to answer any questions you have about this.”
Participants
Patients: All patients who participated were currently receiving cognitive behavioural therapy (CBT) for an anxiety disorder at the centre. A consecutive sample of data was collected over a nine-month period between September 2006 and June 2007. All patients beginning and ending therapy during this period of time were asked to complete the appropriate questionnaire(s). This meant that some patients completed both patient questionnaires, whereas others only completed one of them, depending on their stage of treatment. Therefore, the smaller number of patients completing the end-of-therapy questionnaire was not necessarily due to refusal. Table 1 displays demographic and sampling information. 
Table 1: Patient sampling and demographic information

	
	Sampling rates
	Demographic information



	Overall response rate for start-of-therapy questionnaire1
	53% (n=72)
	

	Overall response rate for end-of-therapy questionnaire2

	49% (n=31)
	

	Overall response rate for start-of-therapy questionnaire by anxiety disorder

	Social anxiety: 78%
	

	
	OCD = 63%
	

	
	Panic disorder = 48%
	

	
	PTSD = 24%
	

	Overall response rate for end-of-therapy questionnaire by anxiety disorder

	Social anxiety = 52%
	

	
	OCD = 90%
	

	
	Panic disorder = 33%
	

	
	PTSD = 27%
	

	Demographic information for those completing start-of-therapy questionnaire


	
	Female: 60% (n=40); Male: 40% (n=27)

Mean age: 36 years (range: 21-62 years)

Anxiety disorder: 

Social anxiety = 39% (n=28) 

OCD = 33% (n=24) 

Panic disorder = 14% (n=10)

PTSD = 14% (n=10)



	Demographic information for those completing end-of-therapy questionnaire


	
	Female: 52% (n=15); Male: 48% (n=14) 

Mean age: 38 years (range: 24-61 years)

Anxiety disorder:

Social anxiety = 48% (n=15) 

OCD = 29% (n=9) 

Panic disorder = 10% (n=3)

PTSD = 13% (n=4)


1  Patients who completed start-of-therapy questionnaire after starting therapy & attending first therapy 

   session within data collection period

2   Patients who completed end-of-therapy questionnaire after completing therapy within data collection 

   period
The overall response rates could be explained in a number of ways, including some patients not wishing to complete the questionnaire (e.g. due to fears of their responses not being confidential or the questionnaires being contaminated), some patients failing to return the questionnaire after taking it home to complete, some therapists not giving the questionnaire to patients, or other data collection difficulties. 

Therapists: Fifteen therapists also participated in the study. This represented 83% of the therapists working at the centre, discounting those who were involved in conducting the study. All were Clinical Psychologists/Cognitive Behaviour Therapists and primarily CBT-oriented. Sixty seven percent (n=10) of therapists were female and 33% (n=5) were male. 
Materials
The study was questionnaire based, and 3 questionnaires were developed; a start-of-therapy patient questionnaire, an end-of-therapy patient questionnaire, and a therapist questionnaire. The start-of-therapy patient questionnaire was a short questionnaire to investigate what equipment patients owned for listening to audio material patients (e.g. tape cassette player, compact disc (CD) player, MP3 player, etc). It also explored any preferences patients had regarding the technological format of recordings. This questionnaire contained closed questions with mainly forced-choice responses. 
The end-of-therapy patient questionnaire was more detailed, and contained a combination of open and closed questions. Closed questions aimed to measure whether patients had been prompted to review their recordings between therapy sessions by their therapists and how often, whether the patient had done this (and if so how often and in what way), whether they had received their recordings in their preferred format, and what they planned to do with their recordings after therapy. In addition, open questions aimed to explore patient’s attitudes towards recording therapy sessions to gain individualistic and rich responses. Finally, a number of items used a Likert scale of ‘strongly agree’ to ‘strongly disagree’ to investigate patients’ attitudes towards the recordings being used for therapist peer supervision purposes. Both patient questionnaires also requested some demographic information (age, gender and anxiety disorder being treated). The therapist questionnaire was similar to the end-of-therapy patient questionnaire. Most of the content was the same and was used to assess the therapists’ attitudes towards recording therapy sessions, their use for supervision purposes, their own behaviour with regards to the recordings, and what they thought patients typically did with their recordings.
Procedure
The start-of-therapy patient questionnaire was given to the patient at the first session of therapy and the end-of-therapy patient questionnaire was given at the penultimate therapy session. Therapists were asked to complete the therapist questionnaire in a general manner (i.e. without necessary thinking about their current patients but of their personal experience of recording therapy sessions as a whole). 
Treatment of data
The questionnaires gained a mixture of both quantitative and qualitative responses. Most of the quantitative data was analysed using descriptive statistics. However, categorical data that met test assumptions was analysed using non-parametric Chi-Square tests, and ranked data was analysed using the non-parametric Friedman Analysis of Variance test. Much of the data gathered was qualitative, and this was analysed using simple content theme analysis. Simple content analysis is considered appropriate for open-ended responses in surveys and when studies are exploratory (Weber, 1985). Data was divided into themes as interpreted by the researcher and coded. Some of these initial themes were then combined (e.g. when thematic overlaps were apparent) and re-coded as appropriate. The reader is referred to Weber (1985) for further details. 
Results
1. Patient start-of-therapy data

1.1. Audio equipment owned by patients and preferences for receiving therapy recordings

At the start of therapy, patients were asked to indicate what equipment they had available to listen to audio material. This is presented in Table 2. 
Table 2: Audio equipment patients owned at the start of therapy

	Type of audio equipment owned
	Percentage and frequency of patients who had that equipment at the start of therapy


	Any device for playing tape cassettes
	80% (n=57)

	Tape cassette player
	72% (n=52)

	Personal tape cassette player/‘Walkman’
	40% (n=29)

	
	

	Any device for playing compact discs (CD)
	92% (n=66)

	Compact disc (CD) player
	89% (n=64)

	Personal CD player
	42% (n=30)

	
	

	No device for playing tape cassettes or CDs
	1.4% (n=1)

	
	

	MP3 player (e.g. IPod)
	54% (n=39)

	
	

	Other
	8% (n=6)


Table 2 suggests that patients most commonly owned audio equipment to play compact discs (CDs), followed by those that could play tape cassettes. Only one patient did not own any device for playing CDs or tape cassettes at the start of therapy. Incidentally, this patient did not own any other equipment for listening to audio material. MP3 players (e.g. IPods) were owned by just over half of patients. Six patients owned other types of audio equipment (three stated a computer, two stated a Mini-disc, and one stated an MP4 player). Overall, Chi-Square tests highlighted a significant difference between the frequencies of participants owning tape cassette, CD and MP3 players at the start of therapy (X2 =7, df=2, p<0.05). This overall difference represented a difference between CD and MP3 players (X2 =6.94, df=1, p<0.01). There were no significant differences between the numbers of participants owning tape cassette and CD players (X2 =0.66, df=1, p>0.05) or between tape cassette and MP3 players (X2 =3.38, df=1, p>0.05). 
Patients were also asked to rank their preferences for the format they would have liked to receive their therapy recordings given a choice, between various types of technological formats. The mean rank scores across all patients are presented in Table 3. 
Table 3: Patients’ ranked preferences for the format they receive therapy recordings

	Choice
	Type of technological format
	Mean rank score 
(1=most preferred; 4=least preferred)

	1st
	CD
	1.72

	2nd
	Other
	2.00

	3rd
	Cassette tape
	2.10

	4th
	MP3
	2.33


Table 3 suggests that, at the start of therapy, there was a trend for patients to have most preferred to receive their therapy recordings on CD. The second choice would have been on an ‘Other’ format. However, it is important to note that this was only based on the 6 patients who owned an ‘other’ type of device to play auditory material, as those who did not own ‘other’ devices did not rank these. The third choice would have been cassette tapes. The least preferred format would have been on MP3. However, a Friedman ANOVA reported a non-significant difference between these rankings (X2 =3.48, df=3, p>0.05). 
Despite the difference between rankings not reaching statistical significance, rankings were additionally explored when taking into account the types of audio equipment patients had when making these preferences. These results are displayed in Table 4.
Table 4: Patients’ preferred format for receiving therapy recordings at the start of treatment depending on equipment owned
	Audio equipment status at the start of treatment

	1st choice
	2nd choice
	3rd choice
	4th choice

	Owned a device for playing tape cassettes?
Yes
No
	CD
CD
	Cassette tape
Other
	Other
MP3
	MP3
Cassette tape

	Owned a device for playing CDs?
Yes
No
	CD
Cassette tape
	Other
CD
	Cassette tapes
MP3
	MP3
Other

	Owned an MP3 player?
Yes
No
	CD
CD
	MP3
Cassette tape
	Other
Other
	Cassette tape
MP3

	Owned ‘other’ device?
Yes
No
	CD
CD
	Other
Cassette tape
	MP3
MP3
	Cassette tape
Other


Table 4 shows that patients would have most commonly preferred their therapy recordings to be given on CD. The only time that CD would not have been their 1st choice was when patients did not own a CD player, in which instance their 1st choice would be cassette tape and their 2nd choice would be CD. As noted above, only 8% of patients did not own a device to play CDs at the start of therapy. Even when patients owned ‘newer’ devices to listen to audio material (e.g. MP3 players or ‘other’ devices), they would still have preferred to receive therapy recordings on CD. 
1.2. Other within-group differences
The one patient who did not own any device for playing auditory material at the start of therapy would also have preferred to receive therapy recordings on CD, followed by an ‘other’ means, then tape cassette and then MP3. 
When exploring gender differences, both male and female patients would have most preferred to have received their therapy recordings on CD. Following this, male patients would have then chosen ‘other’ formats, followed by MP3 format and then tape cassettes. Following their first choice of CD, female patients would have equally preferred ‘other’ and tape cassette formats, with an MP3 format being least preferred. 
Finally, anxiety disorder group differences were explored. The most preferred format for all anxiety disorder groups would have been CD. The least preferred format for three of the four anxiety groups would have been on MP3 format, the exception being the social anxiety disorder group who would have least preferred ‘other’ formats followed by MP3 format. 
None of these within-group differences data met the assumptions required in order to run statistical (Chi-Square) tests, due to the small number of participants within each group. 
2. Patient end-of-therapy data
2.1. Patients’ behaviour towards therapy recordings
When patients were asked at the end of therapy if they had been given recordings of their therapy sessions and asked to listen to them between therapy sessions by their therapists, 97% (n=30) responded ‘Yes’ and 3% (n=1) responded ‘No’. When asked about the frequency of this, 81% (n=25) said ‘Every session’, 13% (n=4) selected ‘In more than half of sessions’, 3% (n=1) reported ‘In less than half of sessions’ and 3% said ‘Not at all’ (n=1). 

When the patients were asked whether they had listened to their recordings between therapy sessions, 90% (n=28) said ‘Yes’ and 10% (n=3) said ‘No’. When asked how often they had listened to their recordings between sessions, 50% (n=15) responded ‘At least once’, 23% (n=7) selected ‘Sometimes’, 20% (n=6) said ‘More than once’ and 7% (n=2) responded ‘Not at all’. The standard procedure at the centre is to give patients their therapy recordings on tape cassette format. When asked whether this was their preferred format, 55% (n=16) said ‘Yes’ and 45% (n=13) said ‘No’. 
Patients were asked what they did with the recordings between therapy sessions, if they had listened to them. The most frequently endorsed strategies included ‘Discuss some parts with my therapist’ which 61% (n=17) patients endorsed, ‘Made notes about the session’ which 36% (n=10) of patients selected, ‘Done something else’ which was endorsed by 36% (n=10) of patients and always involved listening to all of the recording, ‘Only listened to the most important bits’ which 32% (n=9) selected, and ‘Made notes from the recording’ which 29% (n=8) of patients selected. Less common strategies endorsed were ‘Only listened to the beginning’ (18% of patients; n=5), ‘Only listened to the end’ (14% of patients; n=4), ‘Only listened to the middle’ (11% of patients; n=3), and ‘Listened to it with another person’ (4% of patients; n=1). No patients selected, ‘Asked another person to listen to it without me’.  
Patients were then asked about what they planned to do with their recordings after therapy ended. Most (73%; n=19) patients said that they would ‘Keep them’, whilst 19% (n=5) said that they would ‘Return them to my therapist’, 4% (n=1) said that they would ‘Only keep selected ones’, and 4% (n=1) said that they would ‘Destroy/erase them’. 
2.2. Patients’ attitudes towards therapy recordings
Patients were then asked a number of open-ended questions to explore their attitudes towards recording therapy sessions. Firstly, patients were asked ‘What is your opinion about recording and listening to therapy sessions?’ The 16 themes that were generated during analysis are presented in Table 5. 

Table 5: Themes from patients’ responses to the question, ‘What is your opinion about recording and listening to therapy sessions?’. 
	Theme
	Percentage (and frequency) of patients generating theme
	Example(s)

	1. Good idea/helpful/useful
2. Memory aid
3. Assimilates new information
4. Problematic if self-critical/self-
    conscious
5. Time consuming
6. Provides an objective view of 
    self/anxiety
7. Boring
8. Provides support outside therapy 
    sessions
9. Formats
10. DVD recordings make audio  
      recordings unnecessary
11. Difficult at first
12. Aids understanding of 
      problem/therapy
13. Purpose unknown
14. Relapse prevention
15. Not confidential
16. No gain due to increased anxiety

	63% (19/30)
27% (8/30)
23% (7/30)
17% (5/30)
7% (2/30)
7% (2/30)
7% (2/30)
7% (2/30)
7% (2/30)
3% (1/30)
3% (1/30)
3% (1/30)
3% (1/30)
3% (1/30)
3% (1/30)
3% (1/30)

	‘Very worthwhile’
‘I found them useful’
‘Recording therapy sessions is a good idea’
‘You can’t remember everything that was achieved in the session’
‘Reminded me of key points and planned actions’
‘When I needed to learn and absorb a lot, it really helped’
‘You don’t always take in everything during the session’
‘I chose not to listen to the tapes because I am too self-critical’
‘I found listening to them a bit uncomfortable/embarrassing’
‘I didn’t have time for it’
‘It enabled me to see that my anxiety was not so visible to others’
‘I needed to listen to myself…as an outsider’
‘Sometimes tedious’
‘They are like your comfort blanket. When you are feeling doubtful…they are very reassuring.’
‘It would be better if recordings were available in more modern formats’
‘No point in audio only if you can have DVD of whole session’
‘Difficult to do at first but easier as sessions progressed’
‘It helps to…lead to a clearer understanding of the problem and how I need to tackle it’
‘It wasn’t clear what the purpose of listening to the tapes was’
‘I think it could make a critical difference in sustaining gains made’
‘Cassettes are not 100% confidential…they will be shared with the whole anxiety unit’
‘I did not gain anything by listening to the tapes…my anxiety levels increased dramatically’


Table 5 suggests that patients generally had a positive view of recording therapy sessions. The themes illustrate a number of positive features that recording therapy sessions provide, as generated by patients (e.g. to aid memory, assimilate new information, provide an objective view of self/anxiety, aid understanding, or to prevent relapse). A minority of patients generated negative themes about recording and listening to therapy recordings. These included recordings being problematic if they were self-critical, time-consuming, boring, and problems regarding the format that recordings were given on. 
Patients were next asked, ‘Can you think of any advantages of recording and listening to therapy sessions? Please describe’ Table 6 displays the 10 themes that were generated during analysis. 
Table 6: Themes from patients’ responses to the question, ‘Can you think of any advantages of recording and listening to therapy sessions?’

	Theme
	Percentage (and frequency) of patients generating theme
	Example(s)

	1. Memory aid
2. Relapse prevention/self-help
3. Assimilation of new 
    knowledge (learning)
4. Provides an objective view 
    of self/anxiety
5. Provides support outside 
    therapy sessions 
6. Thinking/reflections
7. Discovery of self
8. Increases motivation
9. Highlights ‘positives’
10. Therapist tries harder
	50% (12/24)
25% (6/24)
21% (5/24)
17% (4/24)
13% (3/24)
13% (3/24)
8% (2/24)
4% (1/24)
4% (1/24)
4% (1/24)
	‘You cant remember everything you covered in the session’
‘Helps to remember key points between sessions’
‘I can always play them back in the future if I feel I need to’
‘It becomes much easier to become your own counsellor’
‘It may help reinforce what has been learnt in the session’
‘I could hear how I sound to other people’
‘I can reassure myself in case of insecurity’
‘You can listen to your answers and think about it’
‘You can learn more about yourself’
‘Increases motivation between sessions’
‘Highlights positive points brought on in sessions’
‘Everything that is said is recorded so perhaps therapist tries to do his best during the session’


Table 6 shows that the main advantage that patients generated were that therapy recordings acted as a memory aid of the therapy session. Patients also thought that therapy recordings would be helpful after therapy has ended (as part of a relapse prevention plan) or enabling self-help, and that they help assimilate new knowledge or learning. Patients also said that recordings helped provide an objective view of themselves or their anxiety, provided support outside therapy sessions, and encouraged thinking and reflecting about the sessions. Patients less commonly suggested that recordings helped them discover new things about themselves, increased motivation, highlighted ‘positive’ aspects of themselves or of therapy, and that it may make therapists try harder given that they were being recorded. 

Patients were then asked, ‘Can you think of any disadvantages of recording and listening to therapy sessions? Please describe’. Nine themes were generated during analysis and these are presented in Table 7.
Table 7: Themes from patients’ responses to the question, ‘Can you think of any disadvantages of recording and listening to therapy sessions?’

	Theme
	Percentage (and frequency) of patients generating theme
	Example(s)

	1. None
2. Practical issues 
3. Self-conscious/Dislike sound 
    of own voice 
4. Negative discovery about self
5. Confidentiality/’wrong 
    hands’
6. Rumination
7. Bad sessions
8. After therapy
9. Increased anxiety
	44% (12/27)                        
19% (5/27)
15% (4/27)
7% (2/27)
4% (1/27)
4% (1/27)
4% (1/27)
4% (1/27)
4% (1/27)
	‘No none’

‘No’
‘You must find a quiet space…and this can be difficult’
‘For me, listening to my own voice was horrid’
‘Sometimes you don’t like the things you discover about yourself’
‘My main worries were someone may find them…that my children would play them or someone would steal them from my bag’
‘May encourage dwelling on issues dealt with in therapy’
‘If a session goes badly, maybe you wouldn’t want it saved’
‘I don’t know what to do with cassettes afterwards (end of final session)’
‘Increased anxiety’


Table 7 suggests that almost half of patients could not think of any disadvantages to recording and listening to therapy sessions. This corresponds to the earlier results that the majority of patients had a positive opinion about recordings. However, five patients said that there were practical problems (usually regarding privacy and finding a quiet space). Four patients mentioned that recordings made them feel self-conscious (i.e. they did not like the sound of their own voice). Two of these patients had social anxiety, one was suffering from OCD and one had a diagnosis of panic disorder. Another disadvantage mentioned was finding things out about themselves that they did not like. Less common disadvantages generated included concerns about confidentiality, worries about what to do with the recordings after therapy, and recordings causing increased anxiety whilst listening to them. These were all generated by different patients with OCD. Two further disadvantages were generated by different patients with social anxiety, and were rumination and having to listen to sessions that didn’t go so well. 
Patients were then asked, “Do you think recording and listening to your therapy sessions has improved the efficiency of your treatment?” Fifty seven percent (n=16) of patients thought that this “Made therapy much more efficient”, 25% (n=7) thought it “Made therapy slightly more efficient” and 18% (n=5) thought it made “No difference”. No patients thought recordings had been detrimental to the efficiency of their therapy. Table 8 presents the 9 themes that patients generated when asked why they had selected these options.  

Table 8: Themes from patients’ responses to the question, ‘Do you think recording and listening to your therapy sessions has improved the efficiency of your treatment? Please give reasons.’ 

	Theme
	Percentage (and frequency) of patients generating theme
	Example(s)

	1. Increased ‘therapy’ time
2. Memory aid
3. No difference
4. Increases objectivity
5. Points to discuss
6. Understanding of 
    self/anxiety
7. Aided learning
8. To judge progress
9. No substitute for face-face  
    interaction
	22% (5/23)
22% (5/23)
22% (5/23)
17% (4/23)
13% (3/23)
9% (2/23)
9% (2/23)
4% (1/23)
4% (1/23)
	‘Each session…can be repeated, giving several hours of ‘therapy’
‘I can listen and have some therapy as quickly as I want’
‘Reminded me of the discussion’
‘Didn’t make a difference’
‘It didn’t have much of an effect – only the video tape’
‘It enables you to stand back from everything that’s in your head and really consider it’
‘I can also find points…to raise them in the next meeting’
‘It also made me listen to myself and understand more about myself’
‘Reinforced learning’
‘I could judge my progress by listening to them’
‘I think recording did help slightly, but there is no substitute for face to face interaction with the therapist’


Table 8 illustrates that patients thought that recordings might improve the efficiency of treatment by being akin to increased session or ‘therapy’ time, serving as a memory aid, increasing objectivity, and generating points to discuss in therapy. Less common themes included enhancing their understanding of themselves or their anxiety, aiding learning, being able to judge their progress by listening to previous sessions. It is important to note that a minority of patients (n=5) thought it made no difference to the efficiency of their treatment, with some adding that the visual recordings (e.g. video cassettes) were most important, and one patient thought that there was no substitute for the one-to-one relationship and interaction with the therapist.

Patients were then asked whether they had experienced any obstacles when recording or listening to their therapy sessions. Fifty seven percent (n=17) responded ‘No’ and 43% (n=13) said ‘Yes’. Patients were asked to describe any obstacles they experienced, and the 8 themes that emerged during analysis are presented in Table 9.

Table 9: Themes from patients’ responses to the question, ‘Are there any obstacles you have experienced when recording or listening to your therapy sessions? If so, please describe them.’

	Theme
	Percentage (and frequency) of patients generating theme
	Example(s)

	1. None
2. Quality of recording
3. Privacy
4. Time
5. Format
6. Concentration
7. Hearing own voice
8. Increased anxiety
	46% (11/24)
21% (5/24)
17% (4/24)
13% (3/24)
8% (2/24)
8% (2/24)
4% (1/24)
4% (1/24)
	‘No’
‘A few of my sessions the recording was not good and I never got to hear them back’
‘Walkman wasn’t loud enough to hear tapes on public transport’
‘Lack of a private space to listen to them’
‘Lack of time’
‘IPod download would have been more helpful’
‘Not on the correct format’
‘Lack of concentration’
‘Embarrassing at first’
‘Increased anxiety’ 



These results suggest that almost half of patients could not think of an obstacle with regards to recording and listening to therapy recordings between sessions. However, 54% of patients highlighted various different obstacles, including (poor) quality of recordings, lack of privacy, the time commitment required, the format they are received on (audio-cassette tapes), concentration difficulties, disliking the sound of their own voice, and increased anxiety as obstacles. 
Patients were then asked whether they felt they had received enough information about the reasons for recording therapy sessions. Eighty seven percent (n=27) of patients said that they felt they had received enough information, and 13% (n=4) said that they had not. Of those who felt they had not received enough information, all were suffering from social anxiety and all said that they would have liked more information. 
2.3. Patients’ attitudes towards therapy recordings being used for therapist peer supervision purposes
Patients were also asked about their attitudes towards the centre using therapy recordings for therapist (peer) supervision purposes. Table 10 displays patients’ responses towards a number of questions regarding this. 
Table 10: Patients’ attitudes towards the use of recordings for therapist peer supervision purposes

	Question


	Responses

	‘I was happy for my recordings to be used in this way as it meant that I got the best help possible’

‘I understood that this was necessary for the training and professional development of my therapist’

‘It made me feel uneasy that other professionals, other than my therapist, might have listened to my recordings’

‘I am worried that my recordings may have been used in this way’

‘I am confident that the recordings would have been used professionally within supervision’

‘I did not want my recordings to be used in this way’

‘Therapists should be fully trained and not require the use of recordings in this way’

‘Therapists would not be as good if they did not recordings in this way’
	‘Strongly agree’ (66%; n=19)

‘Agree’ (17%; n=5)

‘Unsure’ (17%; n=5)

‘Strongly agree’ (79%; n=23)

‘Agree’ (10%; n=3)

‘Unsure’ (10%; n=3)

‘Strongly disagree’ (45%; n=13)

‘Disagree’ (31%; n=9)

‘Agree’ (10%; n=3)

‘Unsure’ (10%; n=3)

‘Strongly agree’ (3%; n=1)

‘Strongly disagree’ (59%; n=17)

‘Disagree’ (31%; n=9)

‘Unsure’ (7%; n=2)

‘Agree’ (3%; n=1)

‘Strongly agree’ (69%; n=20)

‘Agree’ (24%; n=7)

‘Unsure’ (7%; n=2)

‘Strongly disagree’ (62%; n=18)

‘Disagree’ (24%; n=7)

‘Unsure’ (10%; n=3)

‘Agree’ (3%; n=1)

‘Strongly disagree’ (76%; n=22)

‘Disagree’ (14%; n=4)

‘Unsure’ (7%; n=2)

‘Agree’ (3%; n=1)

‘Strongly agree’ (41%; n=12)

‘Unsure’ (35%; n=10)

‘Agree’ (14%; n=4)

‘Disagree’ (3%; n=1)

‘Strongly disagree’ (7%; n=2)


Table 10 suggests that patients generally had favourable attitudes towards the use of therapy recordings for therapist peer supervision purposes. The majority of patients were happy about their use in this way, and were confident that they would have been used in a professional manner. Only a minority were worried about and felt uneasy about this. One patient reported that they did not want their recordings to be used in this way, and a further three patients were unsure.  

2.4. Patients’ overall attitudes towards therapy recordings

Finally, patients were given three summary statements regarding their overall attitude towards recording therapy sessions. To the statement, ‘I have listened to the recordings’, 90% (n=28) of patients responded ‘Yes’ and 10% (n=3) selected ‘No’. The only patients who selected ‘No’ were those suffering from social anxiety. To the statement, ‘Overall, I have found listening to the recordings helpful’, 80% (n=24) of patients responded ‘Yes’ and 20% (n=6) said ‘No’. The patient group who found the recordings least helpful were those with social anxiety disorder. Lastly, to the statement, ‘Overall, I have found listening to the recordings difficult to do’, 63% (n=19) of patients said ‘No’ and 37% selected ‘Yes’ (n=11). Again, the client group who reported having most difficulties were those with social anxiety. 
3. Therapist data
3.1. Therapists’ behaviour and beliefs about patients’ behaviour towards therapy recordings
When therapists were asked how often they typically gave patients recordings of their therapy sessions and asked patients to listen to them between therapy sessions, 80% (n=12) responded ‘Every session’ and 13% (n=2) selected ‘In more than half of sessions’. When therapists were asked how often they reviewed patients’ reactions to their recordings of previous sessions, around 53% (n=8) responded ‘In more than half of sessions’, 27% (n=4) selected ‘every session’, 13% (n=2) chose ‘In half of sessions’ and 7% (n=1) responded ‘In less than half of sessions’. Therapists were asked to describe how they typically structured this review. Table 11 displays the 9 themes that were generated. 

Table 11: Themes from therapists responses to the question, ‘If you do review recordings from previous sessions, how do you structure this?’

	Theme
	Percentage (and frequency) of therapists generating theme
	Example(s)

	1. What was learned/important
2. Clarification/questions
3. Thoughts/reflections
4. Start of session
5. Ask if listened
6. Experience
7. Helpful/unhelpful
8. Difficulties
9. Reminder
	57% (8/14)
43% (6/14)
36% (5/14)
36% (5/14)
29% (4/14)
21% (3/14)
21% (3/14)
7% (1/14)
7%   (1/14)
	‘I ask them what the important points of the session were' 

‘Did anything strike you in particular?’

‘What did you learn?’

‘I ask if they have any questions related to tapes content’

‘Ask what they thought following listening to the tape’

‘First item on agenda’
‘At the start of the session’
‘Ask patient if they listened to tape’

‘Was there anything that bothered you?’ 
‘I ask them how they found listening to the tape’

‘I ask…was anything particularly helpful?’

‘What made it difficult and discuss how any problems might be overcome’ 

‘I remind them of other important points’


Table 11 illustrates that over a third of therapists specified that they conducted reviews at the beginning of the session. Furthermore, a number of therapists asked patients whether they listened to the recording, what they learned from it and what they thought was important, and if they had any questions or wanted the therapist to clarify anything from the recording or the previous session. Over a third of therapists said that they asked patients for their thoughts or reflections about the recording or the previous session, and over 20% asked what their experience of listening to the recording was and what was helpful or unhelpful. Less commonly, therapists asked about any difficulties that arose and reminded the patient of other important points from the recording that the patients did not raise themselves. 
When asked how often they thought patients typically listened to therapy recordings between each session, on average, 67% (n=10) responded ‘Sometimes’ and 33% (n=5) selected ‘At least once’. When asked what they thought patients did with recordings between therapy sessions, the most frequently endorsed strategies included ‘Discuss some parts with (therapist)’ which 80% (n=12) of therapists endorsed, ‘Listen to all of the recording’ which 67% (n=10) endorsed, and ‘Listen to the most important parts’ which 60% (n=9) endorsed. Less common strategies endorsed were ‘Write notes’ (33%; n=5), ‘Listen to it with another person’ (33%; n=5), ‘Ask another person to listen to it without the patient’ (13%; n=2), ‘Only listen to the end’ (13%; n=2), ‘Only listen to the middle’ (13%; n=2), and ‘Only listen to the beginning’ (7%; n=1). 
Therapists were then asked about their experience of what patients generally did with their recordings after therapy finished. On average, therapists estimated that 70% of the time patients ‘Keep them’, 22% of the time patients ‘Only keep selected ones’, 17% of the time patients ‘Return them to (the therapist), and 11% of the time patients ‘Destroy them’.  
3.2. Therapists’ attitudes towards therapy recordings

As with patients, therapists were then asked a number of open-ended questions to explore their attitudes towards therapy recordings. Firstly, therapists were asked ‘What is your opinion about recording and listening to therapy sessions?’ Ten themes were generated during analysis, and these are presented in Table 12. 

Table 12: Themes from therapists’ responses to the question, ‘What is your opinion about recording and listening to therapy sessions?’

	Theme
	Percentage (and frequency) of therapists generating theme
	Example(s)

	1. Good idea/helpful/useful
2. Memory aid
3. Assimilates new information
4. Aids understanding of problem/ therapy
5. Relapse prevention
6. Homework prompt
7. Opportunity to ask questions
8. Contributes to discussion
9. Keeps focus on therapy
10. Problematic if forced
	93% (13/14)
29% (4/14)
29% (4/14)
21% (3/14)
21% (3/14)
21% (3/14)
14% (2/14)
7% (1/14)
7% (1/14)
7% (1/14)
	‘I certainly have observed how   

 helpful tapes are’

‘Very useful’

‘Helps recall’
‘Reminds them of the content of the sessions’
‘Aids processing’
‘Helps patient to assimilate new knowledge’
‘Helps…understanding of both the problems and process of therapy’
‘Good for when therapy ends’
‘Prompts to do homework’
‘Opportunity to…generate questions’
‘Contributes to the discussion in session’
‘Helps keep patient focused on their treatment’
‘If forced…can lead to difficulties’


Table 12 suggests that therapists generally held positive views about recording therapy sessions. The themes illustrated a number of positive features that recording therapy sessions provided, including serving as a memory aid, assimilating new information and aiding understanding of the problem/therapy. Only 1 therapist generated a negative aspect, which was that if a patient is forced or persuaded to engage in the recording and listening of therapy recordings it can lead to problems with the therapeutic alliance. 
Therapists were next asked, ‘Can you think of any advantages of recording sessions and asking your patients to listen to them? Please describe’. Table 13 displays the 6 themes that were generated during analysis. 
Table 13: Themes from therapists’ responses to the question, ‘Can you think of any advantages of recording sessions and asking your patients to listen to them?’
	Theme
	Percentage (and frequency) of therapists generating theme
	Example(s)

	1. Memory aid
2. Thinking/reflections
3. Engagement between sessions
4. Sharing with others
5. Homework/exposure prompt
6. Understanding
	92% (11/12)
33% (4/12)
25% (3/12)
25% (3/12)
25% (3/12)
17% (2/12)

	‘Overcome memory problems’
‘It aids their memory’
‘It lets people think about the session’
‘It helps keep patient engaged in therapy between sessions’
‘It can be a way of including important others’
‘Prompts to do homework’
‘Opportunity to check comprehension’


Table 13 shows that the main advantage the therapists generated was that therapy recordings acted as a memory aid, to remind the patient of the therapy session. Therapists also thought that therapy recordings promoted thoughts or reflections about therapy sessions, aided engagement between sessions, prompted patients to do homework and exposure tasks, allowed patients to share their therapy with significant others (e.g. relatives/partners) and promoted understanding. 

Therapists were then asked, ‘Can you think of any disadvantages of recording sessions and asking your patients to listen to them? Please describe’. Eight themes were generated during analysis, and these are presented in Table 14. 
Table 14: Themes from therapists’ responses to the question, Can you think of any disadvantages of recording sessions and asking your patients to listen to them?’
	Theme
	Percentage (and frequency) of therapists generating theme
	Example(s)

	1. Upsetting/distressing
2. Confidentiality/‘wrong hands’
3. Self-conscious
4. Practical issues
5. If they don’t listen...
6. Rumination
7. None
8. Risk
	43% (6/14)
29% (4/14)
29% (4/14)
21% (3/14)
21% (3/14)
14% (2/14)
14% (2/14)
7% (1/14)
	‘Anxiety provoking’
‘Patients may find it upsetting to listen to the tape at home’
‘Potentially the tape could get into the wrong hands’
‘Patients could feel self-conscious’
‘Just practical…if you work in an environment with no equipment’
‘Can be negative to ask them weekly and they have failed to listen’
‘Occasionally, some obsessional people can excessively ruminate on a minor point’
‘No’
‘…could be a reason not to give tape, especially if the client was prone to dissociation or self-harm’


Table 14 demonstrates that the main disadvantages therapists generated was that patients can find the process of recording therapy sessions and listening to the recordings upsetting and distressing, recordings could potentially end up in the ‘wrong hands’ leading to confidentiality problems, and that some patients become self-conscious and dislike the sound of their voice on recordings. Therapists also said that if patients don’t listen to the recordings, then it can make the process and going to therapy aversive for patients. Practical issues, rumination, and risk were also mentioned less commonly. Two therapists could not identify any disadvantages of recording therapy sessions. 
Therapists were then asked, ‘How much do you think recording sessions and asking your patients to listen to them improves the efficiency of treatment, on average?’ Sixty percent (n=9) responded ‘Made therapy slightly more efficient’, 33% (n=5) selected ‘Made therapy much more efficient’, whilst 7% (n=1) did not respond. Therapists were also asked to give reasons for their selected answers. Table 15 shows the 5 themes emerged during analysis. 

Table 15: Themes generated from therapists’ responses to the question,’ How much do you think recording sessions and asking your patients to listen to them improves the efficiency of treatment (on average)? Please give reasons.’
	Theme
	Percentage (and frequency) of therapists generating theme
	Example(s)

	1. Memory aid
2. Indicator of engagement/motivation
3. Therapy works regardless
4. Patients’ comments
5. Focus on therapy
	54% (7/13)
15% (2/13)
15% (2/13)
15% (2/13)
8% (1/13)

	‘They can remember more…can refer back to tapes rather than repeat/reiterate’’
‘May be a good indicator of their motivation and engagement…a good marker of outcome’
‘Without tapes…therapy still works’
‘From what patients say in session’
‘It helps patients to be focused on their treatment’


Table 15 illustrates that therapists thought that recordings might improve the efficiency of treatment by serving as a memory aid, providing an indicator the patient’s engagement or motivation in treatment thus serving as a marker of outcome, and keeping focus on therapy. A small number of therapists also mentioned that their patients had commented on the usefulness of recordings in therapy. However, two therapists mentioned that therapy works regardless of whether recordings are used or not. 

Therapists were then asked, ‘Are there any obstacles you think your patients experience when you record or when they listen to their therapy sessions? If so, please describe them’. Eighty seven percent (n=13) responded ‘Yes’ and 7% (n=1) selected ‘No’. Seven themes regarding the reasons for this were generated, and these are presented in Table 16. 
Table 16: Themes from therapists’ responses to the question, ‘Are there any obstacles you think your patients experience when you record or when they listen to their therapy sessions?’
	Theme
	Percentage (and frequency) of therapists generating theme
	Example(s)

	1. Privacy
2. Not owning a tape cassette player
3. Time
4. Hearing own voice
5. Distress to patient
6. Forgetting
7. Motivation
	54% (7/13)
54% (7/13)
46% (6/13)
46% (6/13)
38% (5/13)
15% (2/13)
8% (1/13)
	‘Privacy’

‘Not wanting others to hear’

‘Patient not having a tape recorder’

‘Some people don’t have tape players anymore’

‘(Not) having time’

‘They hate their own voice’

‘People often say they don’t like listening to themselves’
‘It is anxiety provoking’
‘Listening to themselves in distress’
‘Some clients forget’

‘Motivation problems’ 


Table 16 demonstrates that obstacles of recording therapy sessions generated by therapists most commonly included issues surrounding ensuring privacy and patients not having a tape cassette player. Patients not having time to listen to the recordings, not liking hearing themselves on recordings, and the distress that the process of recording and listening to the recording can have for patients were also raised as obstacles. Less common obstacles included the patient forgetting to listen to the recording and motivation difficulties. 

3.3. Therapists’ attitudes towards therapy recordings being used for therapist peer supervision purposes

Therapists were also asked for their attitudes towards the use of recordings for therapist peer supervision purposes, which is routine practice at the centre. The questions asked regarding this, and the therapists’ responses, are displayed in Table 17. 

Table 17: Therapists attitudes towards the use of recordings for therapist peer supervision purposes

	Question


	Responses

	‘I am happy for my recordings to be used in this way if it means I am getting the best supervision possible’

‘I understand that this is necessary for the training and professional development of myself as a therapist’

‘It makes me feel uneasy that other professionals listen to the recordings’

‘I am worried about recordings being used in this way’

‘I am confident that the recordings are used professionally within supervision’

‘I do not want recordings to be used in this way’

‘Therapists should be fully trained and not require the use of recordings in this way’

‘Therapists would not be as good if they did not use recordings in this way’
	‘Strongly agree’ (93%; n=14)

‘Agree’ (7%; n=1)

‘Strongly agree’ (100%; n=15)

‘Agree’ (47%; n=7)

‘Unsure’ (27%; n=4)

‘Disagree’ (13%; n=2)

‘Strongly disagree’ (13%; n=2)

‘Strongly disagree’ (53%; n=8)

‘Disagree’ (47%; n=7)

‘Strongly agree’ (80%; n=12)

‘Agree’ (13%; n=2)

‘Strongly disagree’ (7%; n=1)

‘Strongly disagree’ (80%; n=12)

‘Disagree’ (20%; n=3)

‘Strongly disagree’ (93%; n=14)

‘Strongly agree’ (7%; n=1)

‘Strongly agree’ (40%; n=6)

‘Agree’ (27%; n=4)

‘Strongly disagree’ (13%; n=2)

‘Unsure’ (13%; n=2)




Table 17 suggests that therapists generally had favourable attitudes towards the use of recordings for supervision purposes. Although none of the therapists were worried about this, almost half felt uneasy about it with over an additional quarter being unsure whether they felt uneasy or not. None of the therapists expressed that they did not want their recordings to be used in this way, and the majority felt that recordings are used in a professional manner and made therapists better practitioners.    

3.4. Therapists’ overall attitudes towards therapy recordings

Finally, therapists were asked three summary questions. Eighty seven percent (n=13) responded ‘Yes’ and 13% (n=2) selected ‘No’ to the question, ‘Overall, patients listen to the recordings’. One hundred percent (n=15) responded ‘Yes’ when asked, ‘Overall, listening to recordings is helpful’. Lastly, 87% (n=13) responded ‘Yes’ and 13% (n=2) selected ‘No’ when asked, ‘Overall, listening to recordings is difficult for the patient to do’. 

4. Inter-rater reliability of content theme analysis
A second rater who had no involvement in the study or the centre was given a list of the themes generated for each question as presented above, and was asked to assign these themes to all of the data set. That is, 100% of the data was second rated, to determine the inter-rater reliability in the assignment of the themes generated by the first rater. For the patient end-of-therapy qualitative data, the average rate of concordance in the assignment of themes across all questions was 86%.  For the therapist data, the average rate of concordance in the assignment of themes across all questions was 77%. Therefore, the average rate of concordance in the assignment of themes across all qualitative data was 82%. This suggests a high level of reliability in the assignment of themes between two raters.

Discussion

The aims of the study were to explore patients’ and therapists’ behaviour and attitudes towards the recordings of therapy sessions, and patients’ preferences for the format that therapy recordings should be given. Furthermore, the study wanted to investigate what technological facilities patients had to listen to audio material at the start of therapy. This exploratory study was based at a centre specialising in CBT for anxiety disorders. 
Summary of results
The results suggested that at the start of therapy, patients most commonly owned compact disc (CD) players. A Chi-Square test highlighted an overall statistically significant difference between the frequencies of participants owning tape cassette, CD and MP3 players at the start of therapy. This overall difference represented a difference in frequencies of patients owning CD and MP3 players. Patients’ ranked preferences for the various formats of receiving therapy recordings showed a trend to be highest for CDs, which remained true when considering what equipment they owned at the start of therapy. The only exception to this was if they did not own a CD player, which represented a minority of the sample. However, these differences in rankings did not reach statistical significance when a Friedman ANOVA was conducted. 
The majority of patients reported that they were given their therapy recordings and asked to listen to them between sessions by their therapists every session. This was corroborated by the therapist data. In addition, around half of therapists typically reviewed patients’ reactions to these recordings ‘In half of sessions’. This seems to be done at the start of the next therapy session and included asking patients whether they listened to the recording, what they learnt from it and what was important, and if they had any questions. 
Ninety percent of patients reported listening to their therapy recordings to some extent, and 50% said that they did this ‘At least once’ between therapy sessions. The only patients who did not listen to their recordings were a subgroup of those with social anxiety. It seemed that therapists tended to underestimate the frequency that patients listened to recordings between sessions, given that most therapists believed that patients generally listened to their therapy recordings ‘Sometimes’. However, therapists were asked to think about patients in general, not just the sample of patients who participated in the study. A substantial proportion of patients reported that receiving their recordings on tape cassette format was not their preference. This may be reflected in the trend for patients preferring to receive their recordings on CD as found by the start-of-therapy questionnaire, despite this not reaching statistical significance. Therapists accurately specified what patients most commonly did with their recordings (discuss parts of them with the therapist) and what they most commonly planned to do with them after therapy ended (keep them). 

Both patients’ and therapists’ opinions about recording therapy sessions were generally favourable, with many advantages being generated by both. The most common advantage generated by both patients and therapists was that recordings served as a memory aid. Many patients could not think of any disadvantages to recording therapy sessions, although some were mentioned. The most common were practical issues (e.g. privacy) and disliking the sound of their own voice/self-consciousness. Therapists generated a variety of disadvantages to recording therapy sessions, including this being distressing/upsetting to patients, potential confidentiality issues and patients being self-consciousness about hearing their own voice. This suggests that both patients and therapists could generally think of both advantages and disadvantages of recording therapy sessions. However, both generally had favourable attitudes towards them, and aside from practical issues and disliking the sound of their voice, disadvantages represented rare events (e.g. others finding them; increased anxiety). It is interesting that distress/upset caused to patients was the most common disadvantage generated by therapists, whereas only one patient mentioned this (“increased anxiety”) as a disadvantage. It seems therefore that therapists may tend to over-estimate the amount of distress that listening to recordings causes to patients. Again, this may be due to therapists being asked about disadvantages for patients in general rather than the sample of patients participating in the study. Alternatively, the patients who participated in the study may have been less distressed than other patients when listening to recordings, due to a sampling bias. 

Half of patients thought that therapy recordings “Made therapy much more efficient”, and the most common reason given for this was that recordings was akin to having additional ‘therapy’ whenever patients listened to it. The majority of therapists thought that recordings made therapy ‘Slightly more efficient’, and the most common reason given for this was that recordings served as a memory aid for patients. This suggests that therapists believed recordings to affect the efficiency of therapy less than patients did. Despite the generally favourable attitudes towards the recordings, just under half of patients felt that they had experienced obstacles to listening to their recordings, the most common reasons being poor quality recordings and a lack of privacy. However, many patients could not think of any obstacles. Compared to patients, therapists felt that patients typically experienced more obstacles to listening to recordings. Some of the reasons for this overlapped with the reasons patients gave. A minority of patients, all with social anxiety, felt that they had not received enough information regarding the use of therapy recordings and would have liked more information. 

With regards to the centre using the recordings for therapist peer supervision purposes, both patients and therapists generally had favourable attitudes towards this. The majority of patients were happy about their use in this way, and were confident that they would have been used in a professional manner. Only a minority of patients were worried about and felt uneasy about this. None of the therapists were worried about this but, perhaps surprisingly, therapists felt considerably more uneasy about this than patients, which may be due to feeling ‘evaluated’ in supervision. However, none of the therapists expressed that they did not want their recordings to be used in this way, and the majority felt that recordings were used professionally within supervision and enabled them to be better practitioners, which corresponded to patients’ views. 

Relation to previous literature

The utility of recording therapy sessions:
The results of the present study seem to be most relevant to literature suggesting that recordings can improve patients’ memory of the session. Given that the most commonly identified advantage generated by both patients and therapists was that the recordings served as a memory aid, the results can be considered supportive of Macaskill (1996), who suggested that recording therapy sessions is the most obvious and efficient way of overcoming numerous difficulties associated with patients’ memories for sessions. The current results also support experimental studies in the oncology literature, which have reported positive effects of recording initial consultations on memory for side-effects of medication and other medical information (e.g. Hack et al., 2003; Ong et al., 2000). Finally, Ford et al. (1995) concluded that recording a previous oncology consultation facilitated absorption of complex information given when patients may have been too distressed to immediately assimilate it. In the present study, both patients and therapists recognised that recordings help assimilate information from the session and aid learning. Given that therapy sessions are often distressing for patients, recordings may give patients the opportunity to assimilate knowledge or aid learning after the therapy session has ended, when emotional distress has decreased. The results also support Macaskill’s (1996) assertion that recordings give patients the opportunity to overlearn key therapeutic points at their own pace.  
The results are also supportive of research which argues that recording therapy sessions can increase homework compliance. Macaskill (1996) argued that recordings can increase compliance with homework assignments and can eliminate problems with verbally giving homework that can be forgotten or misunderstood. The current results can be seen as supportive of this, given that therapists generated themes that suggested that recordings could serve as homework and/or exposure prompts.  
A further theme generated by patients in the current study was that recordings provided an objective view of self/anxiety. This supports Harvey, Clark, Ehlers and Rapee (2000), who argued that recordings could challenge the distorted self-perception of patients. Although the authors were specifically considering video-recording patients with social anxiety, the current results suggest that patients of varying anxiety disorders believe that recordings (both auditory and visual) help provide this objectivity. The results can also be related to Alpert’s (1996) assertion that patients can watch videotapes with significant others, which may promote others’ understanding of the patient’s difficulties. As discussed later, therapists but not patients generated this as an advantage of recordings, and a third of therapists (n=5) thought that patients typically do this, compared to only one patient who reported doing this.
The results can also be linked to previous research regarding therapist peer supervision. Alpert (1996) suggested that therapists can benefit from watching videotapes of therapy sessions, to allow them to note material to return to, and observe missed opportunities, errors and things that went well. Alpert (1996) also argued that videotaping can be a powerful resource for supervision and training. Therapist peer supervision using recordings in this way is routine practice at the centre and, as discussed earlier, therapists and patients had positive attitudes towards this. 
Alpert (1996) also argued that recordings might be helpful in providing data for an objective evaluation of how therapy has progressed. This was not supported by the current results in terms of themes generated by the therapists, although one patient thought that looking back at his/her progress made, by listening to recordings, can increase the efficiency of therapy. Macaskill (1996) also argued that recordings may also be used to motivate or activate lethargic patients. One patient mentioned this as an advantage of recordings in the current study. Finally, the present results suggested that both patients and therapists believed that recordings could increase the efficiency of therapy. This supports Perr (1985), who argued that recording psychotherapy sessions and asking patients to listen to these between sessions can shorten the time of therapy. 
Patient and therapist attitudes towards recording therapy sessions:
The results seem to support research based on therapists’ positive personal experiences of recording therapy sessions (e.g. Alpert, 1996; Macaskill, 1996), and this has already been discussed in terms of the utility of recordings.  However, it is also interesting to consider Alpert’s (1996) assertion that recording therapy sessions can create anxiety in both therapists and patients. As previously discussed, Alpert (1996) argued that therapists often cite the protection of their patients as their main objection to taping, despite many patients being open to it, possibly suggesting that therapists can often be more anxious at this prospect than patients. This seems to be supported by the current results, given that a number of therapists generated a theme that suggested recordings can cause distress/anxiety in patients, despite only one patient mentioning this. Furthermore, therapists rather than patients expressed feelings of uneasiness regarding recordings being used for therapist peer supervision purposes. This may be due to therapists feeling ‘evaluated’ during peer supervision. Furthermore, Aveline (1997) argued that in psychoanalytic psychotherapy, tape recording is considered controversial as it could affect privacy, confidentiality, and have ethical implications. In the current study, both patients and therapists raised privacy and confidentiality as a disadvantage of or obstacles towards listening to recordings. Regarding patients’ attitudes towards recordings, the results of the present research support studies in the physical health literature, which suggest that patients have positive attitudes towards them (e.g. at a six-month oncology follow-up appointment; McHugh et al, 1995). 
Patient and therapist behaviour:
The only relevant research identified was that by Ong et al. (2000) in the physical illness literature, who found that 75% of the cancer patients who received a recording of their consultation had listened to their audiotape at follow-up, with 73% of these having listened to it with other people. This seemed to suggest that the majority of patients, at least in the physical health domain, appeared to use recordings if given them. This is corroborated by the present results, given that the majority (90%; n=28) of patients listened to their recordings between therapy sessions to some extent. However, the figure for listening to these recordings with other people was significantly lower (4%; n=1) in the present study. This may be due to the present study focusing on psychological well-being rather than physical health. The latter poses a direct threat to life, and therefore patients may feel that their significant others may need to be more well informed. However, this is speculative. 
Clinical Implications
The results of the study have a number of implications for practitioners and services who record therapy sessions, or are considering implementing this.  Firstly, the results of the study suggested a trend for patients to most often own audio equipment to play compact discs (CDs) and that this would be the preferred format. Although these trends did not reach statistical significance, services may benefit from giving patients the option of receiving their therapy recordings on CD format. An additional benefit would be afforded to those patients with digital portable players, as CDs are digital formats of sound that can easily be converted into MP3/MP4 formats, and so be used on MP3 players and Ipods. Given that more than half of those surveyed reported owning digital portable players, it seems that this would be a valuable asset in overcoming some of the reported barriers in listening to recordings between sessions. Furthermore, a number of patients mentioned the poor quality of recordings as an obstacle to using them. This may be exonerated if CDs were given instead of cassette tapes as they tend to be of higher quality. 
Secondly, it is interesting that some therapists believed that patients’ sharing recordings with significant others was an advantage of recording therapy sessions. However, no patients mentioned this. Indeed, 33% of therapists thought that patients would ‘listen to it with another person’ and 13% would ‘ask another person to listen to it without the patient’, compared to 4% and 0% of patients endorsing these strategies, respectively. Given that significant others can unknowingly maintain a patient’s anxiety (i.e. through facilitating avoidance and safety-seeking behaviours), it may be useful for services to encourage the patient to consider sharing their recordings with significant others, explore any reasons for patients not wanting to, and possibly address any cognitive distortions surrounding this. 
Thirdly, there was a minority of patients in the sample who did not feel they had received sufficient information about the purpose of recording therapy sessions. Therapists working at services should be aware of this, and ensure that all their patients feel that they have received sufficient information and address any concerns patients may have. This may be particularly relevant for patients with social anxiety. 
Fourthly, as discussed earlier, a number of therapists believed that listening to recordings causes patient distress, and therapists may typically overestimate the obstacles that patients experience. Services could benefit from targeting therapist beliefs regarding this by providing information.
A fifth implication for services is that therapist peer supervision using recordings was generally considered positive by both patients and therapists. However, a number of therapists reported feeling uneasy about this. More senior therapists in services should ensure an informal and non-critical atmosphere during supervision groups. 
Finally, given that patients with social anxiety listened to recordings less, and found them less helpful and more difficult compared to other patient groups, therapists should be aware of this when working with this patient group and address any concerns they have. 
Limitations of the study
The most obvious limitations of the study are those regarding sampling. Firstly, only around half of patients starting and ending therapy in the data collection timeframe completed questionnaires. This means that the results may not be generalisable to all patients at the clinic. It is possible that the sample was biased, in that only patients who had more positive attitudes towards recording may have completed the end-of-therapy questionnaire due to patients not wanting to express negative attitudes. Secondly, as a greater proportion of the sample consisted of patients with social anxiety, the results may be less generalisable to other anxiety disorder groups. Furthermore, there was a smaller sample for the end-of-therapy data compared to start-of-therapy. However, this was not due to patients refusing to complete the questionnaire. Rather, it was due to fewer patients completing therapy compared to starting therapy in the data collection timeframe. It is also important to mention that the results may not be generalisable to other clinics or centres given that the centre is a specialist service, and may possibly see a different demographic population compared to other clinics. Furthermore, in other clinics where recording is not routine practice, patients and therapists may have different attitudes or behaviours. 
A final limitation may be that the qualitative data was analysed using simple content theme analysis (as described by Weber, 1985). A more rigorous qualitative methodology may have provided a more valid and reliable analysis. However, there was a high level of concordance in the assignment of themes when analysing inter-rater reliability and the study was exploratory in nature. 
Future research
Future research could assess patients’ attitudes before and after therapy to explore whether such positive attitudes are only found at the end of therapy after experiencing recordings or whether such attitudes are apparent before therapy starts. Differences in the use or attitude towards recordings between different anxiety disorder patients might also provide useful information and have clinical implications. It would also be interesting to investigate whether listening to recordings predicts outcome. Experimental studies could also be conducted to explore the utility of recordings more reliably. For example, investigating whether memory for the session and learning/assimilation of information is actually improved by the use of recordings, and whether psychological distress impedes patients’ processing of information or memory for the therapy session and whether recordings improve this. Finally, given the results regarding patients with social anxiety, it would be interesting to explore what is difficult about listening to recordings for this patient group, whether this decreases over the course of therapy, and whether targeting this should be a specific element of cognitive behaviour therapy for this disorder in its own right. 
Conclusion
The present study examined patients’ and therapists’ behaviour and attitudes towards recording cognitive-behavioural therapy sessions. The study also explored patient preferences for the technological formats that recordings should be given. The results suggested that the majority of patients and therapists held positive attitudes towards recordings, therapists most often asked patients to listen to recordings after every session, and 90% of patients listened to recordings between therapy sessions to some degree. Patients most commonly discussed parts of the recordings with their therapists and planned to keep them after therapy ended. 
The most common advantage of recordings, generated by both patients and therapists, was that the recordings served as a memory aid. There was some overlap regarding themes generated by patients and therapists in relation to disadvantages of recordings (e.g. confidentiality concerns, practical issues, and disliking the sound of their own voice). Interestingly, however, the most common disadvantage generated by therapists was that recordings were distressing for patients to listen to, whereas only one patient mentioned this. Therapists also appeared to over-estimate the difficulties patients experienced when listening to recordings. Patients with social anxiety listened to recordings less compared to patients with other anxiety disorders, found listening to recordings less helpful and more difficult, and felt less satisfied with the information received about recordings. This may be due to patients with social anxiety finding it more difficult to listen to their voice on recordings. 
Finally, there was a trend for patients to prefer to receive their therapy recordings on compact disc (CD), which is likely to reflect patients most commonly owning equipment that play CDs at the start of therapy. However, these findings did not reach statistical significance. The study has a number of clinical implications, and examples of future research have been outlined. 
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