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Abstract
The Coronavirus (Covid-19) pandemic is exerting unprecedented pressure on NHS Health and Social Care
provisions, with frontline staff, such as those of critical care units, encountering vast practical and
emotional challenges on a daily basis. Although staff are being supported through organisational
provisions, facilitated by those in leadership roles, the emergence of mental health difficulties or the
exacerbation of existing ones amongst these members of staff is a cause for concern. Acknowledging
this, academics and healthcare professionals alike are calling for psychological support for frontline
staff, which not only addresses distress during the initial phases of the outbreak but also over the
months, if not years, that follow. Fortunately, mental health services and psychology professional
bodies across the United Kingdom have issued guidance to meet these needs. An attempt has been
made to translate these sets of guidance into clinical provisions via the recently established Homerton
Covid Psychological Support (HCPS) pathway delivered by Talk Changes (Hackney & City IAPT).
This article describes the phased, stepped-care and evidence-based approach that has been adopted by
the service to support local frontline NHS staff. We wish to share our service design and pathway of
care with other Improving Access to Psychological Therapies (IAPT) services who may also seek to
support hospital frontline staff within their associated NHS Trusts and in doing so, lay the foundations
of a coordinated response.

Key learning aims

(1) To understand the ways staff can be psychologically and emotionally impacted by working on the
frontline of disease outbreaks.

(2) To understand the ways in which IAPT services have previously supported populations exposed to
crises.

(3) To learn ways of delivering psychological support and interventions during a pandemic context
based on existing guidance and research.
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Introduction
The Covid-19 pandemic is imposing pressure, unmatched since World War Two, on Health and
Social Care provisions, with NHS hospital frontline staff of various roles and teams encountering
vast practical and emotional challenges. Given this, the BMJ has described Covid-19 as a ‘physical
and mental health epidemic’, emphasising that during this ‘period of increased stress and
uncertainty it is more important than ever for NHS staff to look after themselves’ (BMJ, 2020;
Unadkat and Farquhar, 2020). As stated by the World Health Organisation (WHO),
healthcare workers are likely to encounter burn-out, traumatic experiences and may use
unhelpful coping strategies that can worsen their mental health. This has been indicated by
research emerging from China, which found that frontline staff, especially those involved in
the diagnosis and treatment of Covid-19 patients, reported high levels of symptoms consistent
with insomnia, depression and anxiety disorders. Based on this, the authors issued the striking
claim that ‘every clinician is also a patient’ and declared that ‘special interventions to promote
mental wellbeing in health care workers exposed to Covid-19 need to be immediately
implemented’ (Lai et al., 2020; Perlis, 2020). On the other hand, this viewpoint has been
subject to criticism, whereby the difficulties faced by frontline staff are perceived as transient
and normal emotional reactions to very difficult circumstances, which are likely to subside
over time given various resilience factors (Brooks et al., 2016). Although it is likely that this
will be the case for some, research from the 2003 SARS outbreak found that around 10% of
frontline workers, especially those who worked in high-risk roles or were quarantined,
continued to show symptoms of anxiety or post-traumatic stress beyond the initial outbreak
in 2006 (Wu et al., 2009). Due to these risks to staff mental wellbeing, which are likely to be
prolonged beyond the initial peak of Covid-19 cases, the premise that the coordinated
response need be ‘a marathon, not a sprint’ is key (WHO, 2020). Therefore, it stands to
reason that the psychological provisions for staff must adopt a phased approach as the
pandemic unfolds. This has been echoed by the British Psychological Society (BPS), whose
guidance outlines key principles with regard to supporting frontline staff across the three
phases defined as the ‘preparation’, ‘active’ and ‘recovery’ phases. Each of these pose distinct
challenges for frontline staff, requiring various forms of psychological input and care (BPS,
2020). Please see the cited article for a more in-depth description of this.

This article provides a summary of the research-informed guidance provided by experts and
professional bodies to support mental health services in delivering psychological support for
frontline staff. Furthermore, it seeks to highlight the likely prominent role of Improving
Access to Psychological Therapies (IAPT) services in implementing this support, given the
effectiveness of the stepped-care model and its adaptability to respond to national or local
crises. Finally, an outline is provided of the service delivery framework established by Talk
Changes (Hackney & City IAPT) to support frontline Homerton Hospital University
Foundation Trust frontline staff, which has become known as: ‘Homerton Covid Psychological
Support’ (HCPS).

Guidance for psychological support for frontline staff
Staff working on the frontline are likely to exhibit resilience and commonly use their own coping
strategies. However, for many, coping strategies may become unhelpful or experiences on the
frontline may pose a risk for the emergence of mental health difficulties or exacerbate existing
ones (McKinley et al., 2020; WHO, 2020). Therefore, psychological interventions should aim
to address the mental health difficulties that have emerged due to trauma or other distressing
experiences on the frontline such as ‘moral injury’. The latter, defined as ‘psychological
distress that results from actions, or the lack of them, which violate someone’s moral or
ethical code’, has been emphasised and viewed as a priority by experts (Greenberg et al.,
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2020). For healthcare workers, this may include being unable to offer possibly life-saving
treatment, such as ventilation, to some patients over others due to a lack of available
resources (Dean et al., 2019). Through moral injury, frontline staff are likely to develop
negative thoughts, concerning themselves or others, accompanied by strong negative emotions
(e.g. guilt), which over time can result in mental health difficulties including post-traumatic
stress disorder (PTSD). The emergence of such difficulties is likely to be impacted by whether
‘they [staff] are supported, before, during, and after a challenging incident’, reiterating the
need for a phased approach (Greenberg et al., 2020). Furthermore, as these difficulties may
originate from a multitude of potentially traumatising frontline experiences, specialists have
stressed the importance of a trauma-informed response across these phases. As summarised
by the Covid Trauma Response Working Group, this will be achieved through delivering
interventions that acknowledge various ‘dos and don’ts’, which echo the key principles of
trauma-informed care (Billings et al., 2020; Sweeney and Taggart, 2018).

It is important to note that final year medical students, junior or formerly retired staff and
volunteers are expected to be deployed to the frontline by various Trusts. Research strongly
suggests that formal or pre-deployment training and experience in healthcare roles serve as
protective factors (Brooks et al., 2015). Therefore, for these individuals in particular,
psychological input may be a ‘lifeline’ when working in these teams and contexts, whilst they
adjust to their new roles. Moreover, research suggests that clinical staff exhibit lower
psychological resilience, especially if their hours are long, than administration staff (Sull et al.,
2015). The authors of the study suggest that this is due to a tendency for clinical staff to
hesitate in taking up social or formal support. As a result, it is crucial for frontline leadership
to promote uptake and for organisational efforts to be made to enhance the presence of
psychological services to aid access for those in such clinical roles.

The time frame and nature of psychological intervention has been debated, with several
barriers to delivery highlighted. Drawing on accounts of staff support from China, an article
in The Lancet stated: ‘The implementation of psychological intervention services encountered
obstacles, as medical staff were reluctant to participate in the group or individual psychology
interventions provided to them. Moreover, individual nurses showed excitability, irritability,
unwillingness to rest, and signs of psychological distress, but refused any psychological
help and stated that they did not have any problems’ (Chen et al., 2020; p. 1). As an
alternative to psychological intervention, staff suggested they wanted ‘more rest without
interruption and enough protective supplies’. This indicates that a majority of frontline staff
were unwilling to engage with psychological support and secondly, that staff were more
focused on practical support. This is in line with the theoretical assumptions of Maslow’s
hierarchy of needs, which claims that individuals are less likely to address their psychological
needs when basic needs remain unmet, including security and safety (Maslow, 1943).
However, as always, there should be caution in generalising the contexts of one nation to
another, along with the research findings that emerge from them. As such, one reason for
the low uptake of psychological intervention amongst Chinese frontline staff may stem from
socio-cultural factors; for example, Huang and colleagues (Huang et al., 2019) suggest that
recognition of mental health problems in China is low compared with other countries such
as the UK. Therefore, low recognition of symptoms or stigma amongst Chinese frontline staff
may be a reason for the claims reported by The Lancet and for this reason, update of
psychological intervention amongst frontline staff in the UK context may differ; this is a
possible hypothesis for further research. Regardless, it is clear that psychological support,
such as our proposed model (HCPS) should not be offered as a standalone or disconnected
from other practical forms of support. Instead, it is important that psychological provisions
are embedded in a wider framework of support (see Fig. 1) and follows successful attempts
to address practical issues through organisational efforts and effective leadership (Brooks
et al., 2016).
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Staff can also acquire psychological support from within frontline teams themselves, as well as
less formal sources from their wider systems. Many hospitals in the UK currently have support
structures in place for staff impacted by the emotional challenges related to their roles. This
includes Schwartz Rounds: an open yet facilitated forum for staff of all clinical and non-
clinical roles to reflect on the emotional impact of their work. These have been shown to have
positive benefits for the individuals that take part but also for the wider organsiation and its
patients (Flanagan et al., 2019; Taylor et al., 2018). Peer support groups have also been
beneficial for the psychological and emotional wellbeing of nurses and doctors alike (Gerada,
2016; Jackson, 2018). In recent years, encouraging compassion amongst healthcare staff has
become a target of team-based interventions. For example, ‘Taking Care, Giving Care’ rounds
or ‘Compassion Circles’ have proven to be feasible and effective for enhancing staff emotional
and psychological wellbeing (Flowers et al., 2018). Despite these beneficial team-based support
structures, effective supervision and leadership remains as a cornerstone for supporting staff
wellbeing (Babin and Boles, 1996). In addition, frontline staff can seek support from non-formal
sources situated within their wider systems; for example, during the 2014 Ebola epidemic, staff
reported religion, country-wide morale and community or family support as protective factors
(Raven et al., 2018).

The role of IAPT services
Since 2008, services under the IAPT programme have offered evidence-based psychological
interventions to individuals with common mental health difficulties (anxiety disorders and
depression) across England (Clark, 2011). These interventions, which have been
predominantly CBT orientated, are delivered in line with guidance from the National Institute
for Health and Care Excellence (NICE) that advocates a stepped-care model of service
delivery, which has been shown to allow services to see more patients in a manner that is
clinically and cost effective (NICE, 2011; Boyd et al., 2019). As part of this model, a range of
high-intensity interventions are recommended that have expanded beyond CBT to include
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Figure 1. The role of Homerton Covid Psychological Support as part of the stepped psychological response (BPS, 2020).
PPE, personal protective equipment.
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Interpersonal Therapy (IPT), Couples Therapy, Dynamic Interpersonal Therapy (DIT) and
Counselling for Depression (CfD), as well as Eye Movement Desensitisation Re-processing
therapy (EMDR) for PTSD (NICE, 2018). Whilst undergoing these treatments, service users
self-report their symptoms using psychometric measures that comprise the ‘minimum data
set’ (MDS) and anxiety disorder-specific measures (ADSM). A full description of measures
and conditions treated under IAPT services can be found via the IAPT manual (National
Collaborating Centre for Mental Health, 2019). Through IAPT services, approximately
one million individuals per year start treatment, with outcomes England-wide largely
resembling those of efficacy studies (NHS Digital, 2020b). However, a significant degree of
variability in outcomes exists between services given organisational variables such as
wait-times (which can exceed 9 months), treatment dose offered and attendance rates.
Furthermore, social deprivation has been found to impact the effectiveness of interventions,
meaning that services in areas of high deprivation with possible inadequate funding are likely
to experience a detriment in recovery rates (Clark et al., 2018; Delgadillo et al., 2016).

In times of local or national crisis of a natural, man-made or industrial nature, individuals are
more likely to develop mental health problems (Makwana, 2019). Although there is no rigorous
published data to evidence this in the UK nationwide, it is expected that crises lead to a spike in
referrals to mental health services, whilst many affected may not seek help, as observed amongst
emergency and frontline workers of the 2005 London Bombings (Brewin et al., 2010). Therefore, it
is important for services to screen, assess and treat individuals, whilst paying careful attention to
the nature of the crisis and the trajectory at which it unfolds, both of which may impact the
emergence of mental health problems over time for the populations affected. This has been
achieved by services and psychological care pathways that have been designed on or
integrated into IAPT services. This includes, but is not limited to, The Ebola Psychological
Support Service (EPSS), The Grenfell Health and Wellbeing Service (psychological therapy for
communities affected by the Grenfell Tower fire) and the Trauma Outreach, Screen and
Support Service for London Terrorist Incidents (Albert, 2019; Bailey and Heke, 2019;
Waterman et al., 2018). EPSS, which informed the service model described in this paper,
sought to psychologically support Sierra Leonean nationals working on the healthcare
frontline for non-government organisations (NGOs) during and after the 2014 Ebola
epidemic. This consisted of three phases based on the IAPT stepped-care model: (1) screening
and psychological first aid via a group format, (2) workshops targeting commonly reported
difficulties, and (3) group CBT for anxiety and depression. EPSS, which has now ceased, was
found to be effective in reducing mental health difficulties across the three phases. Meanwhile,
the Grenfell Health and Wellbeing Service and the Trauma Outreach, Screen and Support
Service for London Terrorist Incidents continue to operate, with largely good clinical outcomes
reported outside of formalised studies (Albert, 2019; Bailey and Heke, 2019). It is likely that
these outcomes lend themselves, in part, to the features of the IAPT model such as supervisory
structures, ease of access, stepped-care and the IT systems utlised that permit effective evaluation.
Taking this into account, the IAPT model has proven itself in having the adaptability, workforce
and existing infrastructures to coordinate a planned, phased and stepped-care approach for
the emerging Covid-19 crisis. This approach will need to be sustained beyond the initial peak of
the outbreak and throughout what is being described as the ‘unseen curve’: a trajectory of
mental health problems inflicted upon healthcare workers beyond their initial distressing and
traumatic experiences (Fig. 2). Please note, this figure is solely conceptual.

Homerton Covid Psychological Support
Taking into account the above guidance, which has largely been informed by research, collectives
of experts and professional bodies, we have designed a new care pathway for Homerton Covid-19
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frontline staff: Homerton Covid Psychological Support (HCPS; see Fig. 3), which has been
approved by local directors. Individuals eligible for this support are defined as ‘frontline
workers’ across health and social care provisions of Homerton University Hospital Foundation
Trust. This includes, but is not limited to, doctors, nurses, midwives, paramedics, social
workers, care workers and volunteers (Cabinet Office, 2020). Support will also be offered to
those who uphold the sector without a clinical input such as cleaners, administrators and
security personnel. An online portal has been established to receive self- or signposted referrals,
which will be promoted within the Trust by management, supervisors and the communications
team, as well as through outreach initiatives. These referrals are accepted on the basis of the
presence of distress that is deemed ‘severe or persistent’ and after internal organisational
support efforts made by the Trust have not been adequate in meeting psychological or
emotional needs (Greenberg et al., 2020). As no routine measures are used to track the
psychological wellbeing of frontline staff, distress severity will be subjective to the member of
staff and their supervisors. However, upon referral, IAPT standardised measures (the minimum
data set, MDS) will be completed by those referred to gauge the degree of distress associated with
mental health symptoms, as well as functional impairment (National Collaborating Centre for
Mental Health, 2019). Individuals that are below ‘clinical caseness’ will still be offered support
as part of phases 1 and 2 (outlined below). If the individual declines HCPS, efforts will be
made to signpost them to alternative forms of support that best meet their needs.

HCPS has been designed based on the previously mentioned Ebola Psychological Support
Service (EPSS), which was designed and delivered by South London and Maudsley NHS Trust
(SLAM). Please read Waterman and colleagues (Waterman et al., 2018) for a full description
of the three-phased service model. EPSS has accumulated a body of preliminary evidence and
feasibility has been indicated (Waterman et al., 2018; Waterman et al., 2019). Amongst those
who took part in all phases of EPSS, improvement was observed on all measures of mental
health difficulties included (standardised and bespoke). A group CBT anxiety and depression
intervention for staff, resembling a low-intensity IAPT group, was also found to be effective
for frontline staff as a standalone (Cole et al., 2020). It is important to note that all EPSS
interventions and materials were based on those already delivered in IAPT services, i.e. CBT
of both low and high intensity. Therefore, we anticipated that the model would easily be

Figure 2. The conceptual ‘unseen curve’ of Covid-19-related mental health problems.
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adapted to the UK, NHS context. Inspired by the above we have plans to provide the following
(Fig. 3), which will most likely operate during the ‘active’ and ‘recovery’ phases of the Covid-19
outbreak (BPS, 2020). We anticipate that these provisions will extend beyond the year that follows
the initial peak of the outbreak.

Phase 1

This is a ‘screening and psychological first aid’ provision offered during the acute or ‘active’ phases
of the outbreak (BPS, 2020). Referrals are received via a dedicated online portal. During the
sessions conducted remotely, the practitioner will screen for mental health symptoms and
conduct a risk assessment. Following this, they will facilitate the caller’s recognition of their
own coping strategies and resilience factors but also suggest some additional coping strategies.
This will be formalised as a ‘psychological wellbeing plan’, which the frontline staff can
implement in a self-guided manner. These are later reviewed by the practitioner. We paid
careful attention in ensuring that this phase does not resemble single-session psychological
debriefing, which can cause possible harm (Brooks et al., 2020). A copy of our phase 1
protocol can be requested via the corresponding author (C.C.).

Phase 2

Phase 2 consists of CBT-based interventions, which can be facilitated in a group format by a
practitioner through video-conference technologies or at Homerton Hospital following social
distancing measures. These sessions would cover the same topics as the EPSS: ‘simple coping
strategies based on behavioural and cognitive approaches that staff could use as self-help’
(Cole et al., 2020; Waterman et al., 2018). Difficulties addressed include stress, anxiety,
unhelpful coping, bereavement and grief, low mood and sleep problems. It is important to
note that peer support was a powerful enabling process for frontline staff engaging with EPSS

Figure 3. HCPS pathway for frontline staff experiencing mental health difficulties. Some cases are allocated directly from
phase 1 to 3 due to having pre-existing mental health problems or severe symptoms.
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interventions, strengthening the rationale for the group format outlined above. In addition to
these CBT-orientated interventions, HCPS will also be providing the ‘20minCareSpace’ pilot
intervention to frontline staff on-site or remotely. Developed by Jones, Bradley and Waites
as cited in Scior and Clements (2020), this brief intervention is based on the previously
mentioned ‘Compassion Circles’ and has the aim of promoting self-care and self-compassion
amongst frontline staff to serve as a buffer against mental health difficulties. It will be
facilitated by two psychological practitioners from the HCPS team.

Phase 3

In Phase 3, a ‘screen and treat’ approach will be adopted, whereby frontline staff who have taken
part in phases 1 and 2 and yet have persistent difficulties, will be rapidly assessed and treated with
NICE-recommended interventions for mental health difficulties such as PTSD. Some individuals
screened during phase 1 who have pre-existing mental health difficulties or are experiencing
severe symptoms, as determined by interview and measures, will be directly allocated to phase 3
(Fig. 3). Outreach initiatives will also be conducted to encourage referrals from frontline staff who
did not refer during the earlier stages of the outbreak. This is important as it has been recognised
that some of the most impacted crisis responders are hesitant to refer for support (Brewin et al.,
2010). These phase 3 interventions will be provided by IAPT high-intensity practitioners. Overall,
this phase shares similarities to the Psychological Trauma Outreach, Screen and Support Service
for London Terrorist Incidents (Albert, 2019). Interventions can be delivered either by Talk
Changes (City & Hackney IAPT) or by the local service associated with the frontline staff’s
residence. Given social-distancing measures, this therapy may continue to be delivered
remotely (by telephone or online), although during later phases of the outbreak face-to-face
delivery may be possible.

Supervision structures

Staff will receive routine supervision from a consultant clinical psychologist as well as specialist
skills supervision from a consultant clinical psychologist who is part of the expert Covid Trauma
Response Working Group. Given the nature of the support the workforce will be providing and
due to the risks of secondary trauma, we will ensure sufficient training for clinicians and
supervisors as well as ‘supervision of supervision’.

Remote working

Because of the social-distancing measures brought in by the government to mitigate the spread of
the Covid-19 virus, a significant proportion of the clinical work conducted in phases 1–3 will be
completed remotely via the telephone or internet (Public Health England, 2020). This format
of therapy delivery has encountered scrutiny for its questioned likeness to ‘real therapy’.
More specific concerns have been raised about online facilitated therapy; for example, ‘the
therapeutic alliance won’t be as strong online’ or ‘internet-based therapies won’t be as effective
as face-to-face therapy’ (Thew, 2020; p. 4). However, by and large these concerns have been
counterbalanced by evidence that suggests therapy of this format is effective, albeit different
from therapy as ‘normal’. Above all, an undeniable strength of remote therapy, given social
distancing, is its ability to enhance the availability and accessibility of psychological support
(Thew, 2020). Similarly, telephone-delivered therapy has faced similar critiques, although research
indicates that it remains able to provide the basis for a working alliance: a foundation of effective
psychological support (Turner et al., 2018).
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Cultural adaptation

The workforce of NHS services is highly diverse both in nationality and ethnicity, with one in five
(20.7%) from a Black, Asian and Minority Ethnic (BAME) background, and 13% from overseas
nations. More specifically, it is estimated that around 29.7% of medical staff, who predominantly
form the ‘frontline’, are ‘Asian’, whilst 4.6% were ‘Black’, 2.5% ‘Chinese’ and 3.2% ‘Mixed’. Within
inner London boroughs such as Hackney (the borough of Homerton Hospital), BAME individuals
make up a greater proportion of the NHS workforce (NHS Digital, 2020a). This is of utmost
importance for mental health services to consider when delivering mental health interventions
for frontline staff. Firstly, the cultural and ethnic diversity of staff needs to be acknowledged,
with appreciation of the inequality and social injustice that exists between dominant and
minority groups. Individuals from minority groups are more likely to experience discrimination,
adversity and trauma: all risk factors for mental health difficulties (Levinson, 2011). Furthermore,
according to the Intensive Care National Audit & Research Centre (ICNARC), BAME individuals
made up 35% of approximately 2000 recorded Covid-19 cases who were hospitalised but form
only 13% of the UK population (ICNARC, 2020). However, the reason for this disproportionate
impact of the virus on BAME individuals is unknown. One possibility is that pre-existing health
inequalities have resulted in poorer underlying health within some BAME individuals, therefore
increasing their risk of developing severe and possibly life-threatening symptoms. This, which
may exacerbate fear of infection, on top of the experiences from the frontline, may make BAME
staff particularly vulnerable to mental health difficulties during the unfolding pandemic. As a
result, HCPS is striving to acknowledge and overcome barriers that exist in the existing mental
health system (especially during outreach and screening), to improve service access for BAME
staff (Beck, 2019). Secondly, the interventions delivered to frontline staff of diverse backgrounds
need to be adapted to take into account the differing conceptualisations of mental health and
‘recovery’ between cultures. Acknowledging this, the HCPS provisions delivered by its workforce
will be closely monitored with regard to cultural competency as described by Sue et al. (2009).
This will include case conceptualisation and supervision that recognises the therapist–client
interactions impacted by cultural context as described by El-Leithy (2014).

Evaluation plans

We intend to conduct a process evaluation covering the feasibility, acceptability and initial
effectiveness of the service, drawing on the Medial Research Council (MRC) ‘evaluating
complex interventions’ guidance (Moore et al., 2015). Standardised measures, commonly used
in IAPT, will be used (where possible) across the phases. This consists of the Patient Health
Questionnaire-9 (PHQ-9; Kroenke et al., 2001), the Generalised Anxiety Disorder-7 (GAD-7;
Spitzer et al., 2006) and the Work and Social Adjustment Scale (WSAS; Mundt et al., 2002).
The Traumatic Screening Questionnaire (TSQ; Brewin et al., 2002) will also be used across all
phases to screen for and actively monitor trauma symptoms (NICE, 2018). The findings with
regard to the pilot evaluation of the 20minCareSpace intervention offered during phase 2 will
be included in the overall pilot evaluation being conducted by UCL (Scior and Clements, 2020).

Concluding remarks
We hope to share our care pathway for frontline staff with other IAPT services who are planning
similar approaches. In doing so, we hope to formulate a coordinated response to offering
psychological support to hospital staff via pre-existing IAPT service infrastructures and
workforces. We welcome requests to share our materials and invite other services to adopt our
approach.
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Key practice points

(1) CBT has been delivered for frontline staff in disease outbreak settings based on the stepped-care IAPT model.
(2) These interventions would benefit from being phased to meet the needs of the frontline staff as they change

depending on the stage of the outbreak.
(3) Interventions will require adaptation, given social distancing and due to the diversity of NHS frontline staff.

Further reading
• For an example of a CBT-orientated service for frontline disease outbreak staff, see the papers evaluating the Ebola

Psychological Support Service (Cole et al., 2020; Waterman et al., 2018; Waterman et al., 2019).
• For expert guidance regarding the support required for frontline staff, see Greenberg and colleagues (2020).
• Thew (2020) provides an excellent review of research related to IAPT interventions delivered via the internet.
• El-Leithy (2014) explains the ways in which a CBT therapist can work in a manner that is sensitive to culture and

diversity.
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