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Abstract 

This thesis is comprised of a systematic literature review, an empirical research 

project and a critical appraisal. 

The systematic literature review offers a narrative synthesis of the published evidence 

regarding a relationship between childhood abuse and one’s sense of belonging/social 

connectedness, in the context of Joiner’s Interpersonal Psychological Theory of Suicide.  A 

total of 13 papers were included in this review and findings suggest that experiencing 

childhood abuse and a reduced sense of belonging/social connectedness are associated.  The 

literature review also offers an evaluation of the current measures used in childhood 

abuse/belongingness studies.  As a result, recommendations are made as to the feasibility, 

acceptability and reliability of measures used in future research. 

The empirical research paper explores the relationship between intolerance of 

uncertainty and thwarted belongingness in individuals who self-report a BD diagnosis.  Data 

was collected from 169 participants using an online survey in regards to demographic and 

clinical information, current depressive/(hypo)manic symptoms, belonging, intolerance of 

uncertainty and stigma.  Using a linear regression analysis, findings showed that intolerance 

of uncertainty (alongside experiencing a current mood episode) was significantly associated 

with thwarted belongingness.  Considering these findings, it is possible that existing, 

evidence-based interventions for intolerance of uncertainty can be used to tackle feelings of 

thwarted belongingness in clinical practice. 

The critical appraisal explores the findings of the previous two sections in the context 

of attachment and offers a critique of the current use of psychiatric diagnosis to lead clinical 

and research developments. 
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Abstract 

Background 

Childhood abuse is a risk factor for suicide but the mechanisms by which this occurs are not 

well understood.  The Interpersonal-Psychological Theory of Suicide provides a theoretical 

framework to understand this process, telling us that feelings of thwarted belonging may 

mediate the relationship between childhood abuse and suicidality.  This review aimed to 

examine the current evidence for an existing relationship between abuse in childhood and 

sense of belonging later in life. An existing relationship between these two variables could 

inform our understanding of the psychological processes contributing to suicide risk among 

people who have experienced childhood abuse. 

Method 

Thirteen quantitative articles were identified by searching the following databases: CINAHL, 

Embase, Medline Complete, PsycINFO, Scopus and Web of Science.  Findings have been 

synthesised into a narrative review. 

Results 

Of the 13 studies reviewed, 11 found that thwarted belongingness, low sense of belonging or 

reduced social connectedness was associated with having experienced childhood abuse.  Four 

of these studies also found evidence that one’s sense of belonging mediates the relationship 

between childhood abuse and negative psychosocial outcomes (e.g. suicidal ideation, risky 

alcohol use and psychological distress). 

Conclusions 

Childhood abuse appears to be related to sense of belonging, in that exposure to abuse as a 

child is associated with reduced (or thwarted) sense of belonging.  Low sense of (or thwarted) 
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belonging also appears to contribute to further negative outcomes for individuals, including 

suicide.   

Further research is required to understand the impact of culture, race, ethnicity or gender on 

the relationship between childhood abuse and one’s sense of belonging, as the outcome of 

this review suggests these factors may also be relevant.  Furthermore, it is particularly 

important to further investigate other forms of childhood adversity (e.g. poverty or household 

challenges) aside from child abuse, as it is thought that children who experience abuse are 

particularly vulnerable to other forms of adversity and that cumulative adverse or abuse 

experiences can have serious negative outcomes for such individuals. 
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A Systematic Review of the Relationship between Childhood Abuse and Belonging or 

Social Connectedness as a Contributing Factor to Suicide Risk 

Childhood abuse has been defined as “words or overt actions that cause harm, 

potential harm, or threat of harm to a child” (Leeb, Paulozzi, Melanson, Simon, & Arias, 

2008, p. 11) and can generally be categorised as acts of commission (physical, sexual or 

emotional abuse) or acts of omission (neglect) (Leeb, Paulozzi, Melanson, Simon, & Arias, 

2008).  Childhood abuse is a major health concern (Puzia, Kraines, Liu & Kleiman, 2014).  

According to The Office for National Statistics (2020), 20% of adults in the United Kingdom 

aged 18 to 74 have experienced at least one form of abuse before the age of 16.   

Childhood abuse is thought to be a risk factor for several, negative outcomes across a 

range of areas in a person’s life.  A systematic review by Hughes et al. (2017) found that 

adverse childhood experiences (including childhood abuse) are associated with risky or heavy 

alcohol use,  smoking, poor perception of own health, cancer, respiratory and cardiac 

diseases, obesity or physical inactivity, sexual risk taking, drug use, violence (towards both 

self and others) and poor mental health.  In terms of mental health, victims of childhood 

abuse often report difficulties with anxiety, low mood, trauma responses, paranoia, hostility, 

cognitive distortion and physical symptoms associated with emotional distress, as well as 

having an increased likelihood of receiving a psychiatric diagnosis (including post-traumatic 

stress disorder, personality and mood disorders) (Leeb, Lewis & Zolotor, 2011). 

Possibly of most concern is the association between childhood abuse and suicide.  As 

suicide is one of the leading causes of death worldwide, with one out of every 100 deaths 

being completed suicide (World Health Organisation, 2021), understanding the association 

between childhood abuse and suicide and the mechanisms behind this is of huge importance.  

Studies have shown that childhood abuse can lead to increased suicide risk (Briere, Madni, & 
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Godbout, 2016; Norman et al., 2012), however there is currently limited understanding of the 

underlying processes behind this association (Puzia et al., 2014) which require further 

exploration.   Experimental or cross-sectional studies are unable to ascertain causality and so 

cannot provide a definitive answer as to whether childhood abuse causes suicidal ideation or 

behaviour. Although there does appear to be a temporal sequence, in that child abuse tends to 

occur before suicidal behaviour, with suicidal behaviour often happening much later in life 

(Angelakis, Austin & Gooding, 2020).  Furthermore, when examining the relationship 

between childhood psychological abuse and depression/suicidal behaviour in later life, 

Bifulco et al. (2002) found a dose-response effect in regards to the severity of abuse (i.e. 

number of occurrences) and the prevalence of both depression and suicidal behaviour.  

Further supporting the idea that there could be a causal relationship between childhood abuse 

and suicidality. 

Recently, The Interpersonal Psychological Theory of Suicidal Behaviour (IPTS) (Van 

Orden et al., 2010) has been considered as a theoretical framework in research to understand 

how abuse in childhood might lead to suicidal behaviours later in life.  The IPTS posits that 

for an individual to complete lethal (or near-lethal) suicide, there must be both a desire and 

ability to do so (Van Orden et al., 2010).  In this model, the ability to complete suicide is 

referred to as acquired capability for suicide (ACS).  ACS is thought to result from repeated 

painful or frightening experiences, resulting in a high tolerance for pain.  For example, 

previous suicide attempts, self-harm and experiences of violence, can lead to an acquired 

capability to inflict pain upon oneself and an increased tolerance for fear.  A person’s desire 

for suicide is thought to come from experiencing two painful, interpersonal, psychological 

states, known as perceived burdensomeness (PB) and thwarted belongingness (TB).  PB is 



1-6 
 

 

 

the belief that one’s existence is a burden to those around them, or to society generally, whilst 

TB refers to feeling that one is alienated from valued social groups.   

The IPTS suggests that childhood trauma could be a risk factor for suicide (Van 

Orden et al., 2010).  If we consider the implicit messages given by the perpetrator of the 

abuse to the victim (or indeed explicit in the case of emotional abuse), childhood abuse could 

lead to feelings of PB and TB and so provide a mechanism for the link between childhood 

abuse and suicide (Joiner, 2005).  Furthermore, Smith and Cukrowicz (2010) have suggested 

that the pain and fear associated with child abuse can in itself lead to ACS, again contributing 

to risk of completed suicide.  Joiner (2005) tells us that more severe forms of abuse (i.e. 

physical or sexual abuse) are assumed to be more painful and so are associated with the 

highest risk of suicide due to the way it can lead to habituation to pain (and increase ACS), 

and that emotional abuse or neglect are less life threatening (but not necessarily less harmful).  

That said, we should acknowledge this assumption that some categories of abuse are more 

severe than others.  Although there is evidence to support the idea that severity of abuse is 

related to the severity of negative outcomes (Bifulco et al., 2002; Kirisci et al., 2001; Trickett 

et al., 1997), in these cases severity was defined not by the type of abuse experienced, but by 

frequency, duration, acts of force or relationship to the abuser (Clemmons et al., 2007).  

Furthermore, Higgins (2004) found that when looking at the impact of child abuse on 

psychosocial adjustment, abuse it better classified by degree (i.e. frequency), as opposed to 

type, which contradicts Joiner’s assumptions that some categories of abuse are intrinsically 

more severe. 

The IPTS was chosen as the preferred theoretical model for this review, as it provides 

us with a contextual framework to explain the complex processes contributing to suicide, 

which is particularly relevant to a subgroup of individuals who have experienced abuse, in 
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line with evidence that a person’s early experiences of adversity are a significant risk factor 

for suicide (Turecki et al., 2012).  Other models, such as The Cognitive Behavioural Model 

of Suicidality (Rudd, 2000) which focusses more on the impact of mental health diagnosis, or 

The Stress-Diathesis model (Mann, Waternaux, Haas and Malone, 1999) which champions 

genetic predispositions as a primary risk factor, have less focus on contextual factors and 

transdiagnostic processes and are therefore less applicable to the population and focus of this 

review.  Also, there is a good amount of research supporting the IPTS model, in particular the 

negative impact of childhood abuse on all three IPTS constructs; acquired capability for 

suicide, perceived burdensomeness and thwarted belongingness (Brausch & Holaday, 2014; 

Puzia, Kraines, Liu & Kleiman, 2014; Twomey, Kaslow & Croft, 2000).   

Belonging and Social Connectedness 

Thwarted belongingness, one of the three IPTS constructs, is of particular interest 

because the impact of childhood abuse on belonging has been researched elsewhere, not only 

in regards to the IPTS model.  The review will therefore consider studies examining thwarted 

belonging, as well as a sense of belonging or social connectedness in relation to child abuse.  

Sense of belonging has been included as, similar to TB, a sense of belonging is the perception 

that one is an integral or valued member of a system.  Social connectedness has been 

included as it is defined as subjective awareness of interpersonal closeness with the social 

world as a whole and is a core element of one’s sense of belonging (Lee & Robbins, 1995).   

Belonging or social connectedness also appear to be related to suicide.  A systematic 

review by Hatcher and Stubbersfield (2013) found that a low sense of belonging was 

associated with suicidality.  Research has also found evidence to suggest social 

connectedness is a protective factor against suicidality (Czyz, Liu & King, 2012; Stone, Luo, 

Lippy & McIntosh, 2015), which suggests that there is an association between the two.  
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Although limited, there is also evidence showing that low social connectedness is a risk 

factor for suicide (Arango, Opperman, Gipson, & King, 2016).  It is also important to note for 

this review that it is thought current research does not adequately measure the phenomenon of 

belongingness (Lee & Robbins, 1995) and has been suggested that this may be a result of an 

inconclusive understanding of factors which contribute to one’s sense of belonging, for 

example attachment, loneliness or tangible social support (Newcombe, 1990).   

There are gaps in our current understanding of the processes through which childhood 

abuse is associated with suicide risk.  As discussed in this introduction, it may be that child 

abuse negatively impacts one’s sense of belonging and that in turn, reduced or thwarted 

belonging can lead to suicidal ideation (Joiner, 2005), yet there is limited evidence supporting 

this.   

In order to fill this gap in our knowledge, this review aims to synthesise the existing 

evidence for an association between childhood abuse and a reduced sense of belonging in 

later life, in the context of The Interpersonal Psychological Theory of Suicidal Behaviour 

(IPTS) (Van Orden et al., 2010).  Published, quantitative studies, reporting a statistical 

relationship between child abuse and belonging will be narratively reviewed and results 

discussed.  The author hypothesises that victims of childhood abuse will report lower sense of 

belonging/social connectedness, compared to individuals who have not experienced 

childhood abuse.  Although the review uses the IPTS as a theoretical model to inform the 

research, this review does not examine the role of suicidality.  By focussing specifically on 

the relationship between abuse and belonging, we are able to provide a broad scope of this 

relationship, not only in the context of suicide, but in a more general sense.  This decision 

also allows the inclusion of all papers examining this relationship, not only those referring to 
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suicidality, which again provides a broader view of the available evidence and could provide 

more generalisable findings. 

In an attempt to address concerns regarding whether research appropriately measures 

belonging as a phenomenon, a secondary aim of this review is to present information on the 

instruments which are frequently used to measure belongingness, social connectedness and 

child abuse.  Instruments used in the field will be reviewed and discussed in relation to item 

content, face validity and internal consistency as well as acceptability and feasibility for use 

in research practice, in an attempt to make conclusions about the usefulness of these 

measures when conducting research into belongingness, social connectedness and childhood 

abuse. 

Method 

This systematic review was guided by the Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses (PRISMA) (Liberati et al., 2009), as recommended for 

systematic reviews in clinical psychology by Perestelo-Pérez (2013).  As this is the first 

review of its kind and due to the limited amount of available data, as recommended in 

Cochrane Guidelines (McKenzie & Brennan, 2021), a narrative synthesis was used.  A 

narrative review was also deemed to be appropriate in this case, as many of the reviewed 

studies provided multivariate regression data from models with disparate sets of designs, 

covariates and instruments, which limit the use of standard meta-analysis.  To address the 

possibility for bias in a narrative synthesis of existing evidence, written guidance by Popay et 

al. (2006) was used (e.g. the use of a critical appraisal tool to assess robustness of 

methodology). 

Search Strategy  
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The search strategy for this review was developed in consultation with a specialist 

librarian at Lancaster University.  Papers were identified by searching the following 

databases; CINAHL, Embase, Medline Complete, PsycINFO, Scopus and Web of Science. 

Due to this review being the first in its area, no date limits were applied to searches.  

Search terms included free text and, where applicable, subject headings.  Terms were 

searched for in titles, abstracts and keywords of articles.  Terms relating to the same concept 

were combined using the Boolean operator OR and these groups were then combined with 

AND (see Table 1 for search terms).  Truncation and proximity operators were also used to 

refine the search strategy.  Following the identification of papers a review of reference lists 

was completed to identify any further relevant articles.   

Inclusion and Exclusion Criteria  

Studies were included for review if they met the following criteria; quantitative 

methodology, full text available in English, peer reviewed and reporting a statistical 

relationship between childhood abuse and belonging and/or social connectedness, regardless 

of the final role assigned to belonging/social connectedness; whether that be predictor, 

mediator, moderator or outcome.  Social connectedness was included alongside belonging as 

a sense of belonging is thought to be a core element of social connectedness (Frieling et al., 

2018).   

Papers were excluded if they met the following criteria; qualitative methodology, 

unpublished literature (articles, theses/dissertations) or where the full text was unavailable in 

English.  Studies were excluded if they focussed on social support (rather than 

connectedness), as this is considered to refer to tangible resources provided by others to help 

one achieve an objective (Dovidio et al., 2006) rather than a psychological sense of 
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belonging.  Furthermore, studies measuring connectedness to specific social groups (e.g. 

school, family or racial identity) were also excluded from the review, as they focus on the 

quality of particular relationships, rather than a general sense of belonging.   

Data Extraction and Quality Assessment 

To create the data extraction form (see Appendix 1-A), work by Booth et al. (2016) 

was taken as a reference and adaptations were made to ensure all necessary data could be 

captured (e.g. sample characteristics, methodology, findings).  The data extraction form was 

also used to capture instruments used to measure childhood abuse and belonging/social 

connectedness, to address the secondary aim of this review.  The form was initially piloted 

against three studies and no issues were identified.  Data gathered using this form was then 

summarised and clustered by statistical criteria (see Table 3) as according to the ‘hourglass 

model’ (Swales, 1990).   

The Quality Assessment Tool for Studies with Diverse Designs (QATSDD) (Sirriyeh 

et al., 2012) (see Table 2) was used to assess the quality of each study.  This is 16-item tool, 

14 of which relate to quantitative studies, providing an overall score ranging from 0-42.  The 

QATSDD can be used to assess a diverse range of studies and has been shown to have good 

validity and reliability for the assessment of study quality.  Each item was scored between 0-3 

by the reviewer, overall scores were converted to percentages to enable comparison.  The 

percentages were then used to classify the quality of reviewed papers as low (<50%), medium 

(50-80%) or high (>80%).  Two papers identified for review were assessed by a blind, 

independent rater, as well as the author of this review, any discrepancies in scoring were 

discussed, clarified and a final rating agreed upon.  If a consensus could not be reached, 

although not the case in this review, a third independent rater would be asked to assess the 

paper and the majority rating would be used. 
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Results 

The literature search process is outlined diagrammatically in Figure 1.  Initial 

identification of papers involved electronic database searching, which identified 1239 

articles.  These were then screened for duplicates, of which there were 711.  Following the 

removal of duplicates, the remaining 528 papers were then screened using title and abstract, 

at this stage 437 were excluded.  The remaining 91 articles were read in full to determine 

their eligibility for review, resulting in the exclusion of a further 79 articles.  One further 

paper was identified for inclusion from review of the reference lists of the final 12 articles, 

therefore 13 papers were included in the final review. 

The purpose of this review was to narratively synthesise the evidence for a 

relationship between childhood abuse and belongingness/social connectedness.  Key 

information from reviewed papers is summarised in Table 3.   

Study and Sample Characteristics 

The 13 studies were published between 2001 and 2020.  Eleven of these employed a 

cross-sectional design, while two (Puzia, Kraines, Liu & Kleiman, 2014; Spínola, Campos, 

Marques & Holden, 2020) instead used (two-wave) longitudinal designs.  The majority of the 

studies were conducted in the USA (n=9), as well as Germany (n=1), Canada (n=1), Australia 

(n=1) and Portugal (n=1).   

The total sample from all studies was 11,779, with individual sample sizes ranging 

from 59 to 8,806.  Studies included both clinical (n=6) and non-clinical (n=7) populations.  

Mean age of participants ranged from 15.51 to 46.6.  Not all studies reported data about 

ethnicity within their sample.  Of those that did, all but one reported predominantly 
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Caucasian participants (ranging from 54-96%).  One study (Allbaugh et al., 2017) employed 

a sample entirely of African-American women. 

Data Collection Instruments   

The studies in the review employed a range of instruments to measure childhood 

abuse and belonging or social connectedness, details of which can be found in Table 4. 

Among the reviewed papers, seven different instruments were used to evaluate 

belonging/social connectedness, with the INQ-15 (Van Orden et al., 2012) being used most 

frequently (i.e. in four of the 13 papers).  All instruments used to measure belonging/social 

connectedness were self-report measures.  In regards to internal consistency, other than 

Zhornitsky et al. (2020), all studies reported Cronbach’s alpha for the measures used and 

these ranged from poor (α=.54 in Allbaugh et al., 2017) to excellent (α=.94 in Prior & Quinn, 

2010), with the majority of the papers (77%) reporting a Cronbach’s alpha rating of good or 

excellent.  The number of items relating to belonging/social connectedness within the 

instruments ranged from 7-17. 

In terms of childhood abuse measures, seven different instruments were used.  The 

most frequently used instrument to collect data on childhood abuse was the CTQ (Bernstein, 

Fink, Handelsman & Foote, 1998), which was used in 6 of the 13 papers.  All but one of the 

measures were self-report, with Seeds et al. (2010) using a semi-structured contextual 

interview and a standardised rating scale.   In regards to internal consistency, only six papers 

reported Cronbach’s alpha for the measures.  Of those that did, Cronbach’s alpha ranged from 

acceptable (α=.72 in Schönfelder et al., 2019) to excellent (α=.96 in Smith et al., 2018).  The 

number of items relating to childhood abuse within the instruments used ranged from 1-28.   

Quality Assessment 
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In regards to the quality of the reviewed studies, as according to the QATSDD critical 

appraisal tool (Sirriyeh et al., 2012), three reviewed studies were classified as high quality 

(Corrales et al., 2016; Prior & Quinn, 2010; Rew et al., 2001a), while the remaining 10 

studies were classified as medium quality.  The mean quality score for all papers was 74% 

(ranging from 62-81%).  Studies generally scored well on QATSDD items relating to a 

statement of aims/objectives, assessment of the reliability and validity of measurement 

instruments and the fit between the research question and data collection/analysis.  Studies 

generally performed poorly on items relating to evidence of service-user involvement in 

study design and evidence of sample size having been considered in terms of analysis.  

Further details on the individual ratings of each paper are presented in Table 2. 

Key Findings  

The purpose of this section is to present the key statistical findings from the reviewed 

papers, all results should be interpreted in the context of sample characteristics. 

Correlations between childhood abuse and sense of belonging/social 

connectedness. Of the 10 studies which reported a correlation between childhood abuse and 

belonging or social connectedness, all but one (Allbaugh et al., 2017) found a significant 

relationship between the two variables.  Due to differences across measures in the way 

belonging is defined and scored, some correlations are reported as positive (i.e. as 

experiences of child abuse increase, so do feelings of thwarted or low belonging).  However, 

even in these cases, the general trend is that child abuse and sense of belonging are negatively 

correlated. 

Bryan et al. (2013) found that physical and/or sexual abuse (combined as one 

variable) in childhood were negatively associated with a sense of belonging in military 
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personnel (r= -.14, p< .05), while Torgerson et al. (2018) found childhood trauma was 

negatively correlated with a sense of belonging in females (r= -.18, p< .01) but not males.   

Four studies found positive associations between different types of childhood abuse 

and thwarted belongingness.  Puzia et al. (2014) reported an association between thwarted 

belongingness and childhood emotional (r= .304, p< .01) and physical abuse (r= .160, p< 

.05), but not sexual abuse.  Schönfelder et al. (2019) found childhood emotional abuse was 

associated with thwarted belongingness (r= .31, p< .01), but neither childhood physical nor 

sexual abuse were found to be correlated with thwarted belongingness.  Smith et al. (2018) 

however, found that all three types of childhood abuse; physical (r= .46, p< .001), emotional 

(r= .69, p< .001) and sexual (r= .34, p<.01), were all associated with thwarted belongingness.   

Spínola et al. (2020) found a positive association between childhood trauma and thwarted 

belongingness, at both Time 1 (r= .52, p< .001) and Time 2 (r= .43, p< .001).  Corrales et al. 

(2016) found that childhood adversity was positively associated with a low sense of 

belonging (r= .26, p< .01).   

Looking at social connectedness, a similar pattern was found in that types of 

childhood abuse appear to be associated with feelings of social connectedness.  Prior and 

Quinn (2010) found that emotional neglect was negatively associated with social 

connectedness (r= -.284, p< .05) and that the relationship between these two variables was 

significant (χ2= 14.02, p< .05, df= 3).  Rew et al. (2001b)  found that social connectedness 

was negatively associated with childhood physical (r= -.223, p< .01) and sexual abuse (r= -

.125, p< .01). 

Allbaugh et al.’s (2017) study is the only reviewed paper not to find a significant 

correlation between measures of child abuse and belonging.  This study found no correlation 

between thwarted belonging and physical, sexual or emotional abuse in African-American 
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women who reported both a suicide attempt and exposure to intimate partner violence in the 

last year. 

Comparison of means. Rew et al. (2001a) carried out t-tests for within-group 

differences in sexual abuse.  They found that social connectedness was not significantly 

different for those who had experienced sexual abuse to participants who had not.  

Interestingly, those who had experienced sexual abuse did report significantly higher 

loneliness scores. 

Regression analyses. Zhornitsky et al. (2020) used stepwise regression which 

included childhood abuse, sociodemographic characteristics, cocaine use, personality traits, 

depression and self-esteem as predictors and found that when male and females participants 

were combined, both childhood emotional (β= .63, t= 2.90, p< .01) and sexual abuse (β= .34, 

t= 2.03, p< .05) both predicted thwarted belongingness.  Meaning that greater childhood 

abuse predicted increased thwarted belongingness.  However, when split by biological sex, 

emotional abuse predicted thwarted belongingness in male (β= 1.10, t= 5.22, p< .0001), but 

not females participants.  Interestingly, when split by sex, childhood sexual abuse did not 

predict thwarted belongingness for males or females. 

Belonging as a mediator.  Of the 13 studies selected for review, eight carried out 

mediational analysis of data.  Seven of these studies examined belonging as a mediator 

between childhood abuse as a predictor and various outcomes. 

Corrales et al. (2016) examined whether low sense of belonging mediated the 

relationship between childhood adversity and several outcomes; psychological distress, 

educational engagement and early parenthood.  They found that childhood adversity had a 

direct effect on low sense of belonging and that low sense of belonging mediated the effect of 
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childhood adversity on psychological distress (β= .08, p< .001, BCa CI [0.03,0.14]) and 

educational engagement (β= .01, p< .001, BCa CI [0.00, 0.03]), but not early parenthood. 

Puzia et al. (2014) examined whether thwarted belongingness mediated the 

relationship between different types of childhood abuse (emotional, physical or sexual) and 

suicidal ideation.  Childhood emotional abuse was the only type of abuse found to have a 

direct effect on thwarted belongingness in this model (β= .072, p<.001, r= .265), however as 

thwarted belongingness was not found to predict suicidal ideation, it was not considered a 

mediator.   

Schönfelder et al. (2019) examined whether thwarted belongingness mediated the 

relationship between emotional, physical or sexual abuse and suicidal ideation.  In line with 

the results of the correlational analysis, childhood emotional abuse was found to have a direct 

effect on thwarted belongingness (β= .257, p< .01), however no indirect effect of emotional 

abuse on suicidal ideation via belongingness was found.  Childhood sexual or physical abuse 

were not found to have a direct effect on thwarted belongingness, nor were they found to 

have an indirect effect on suicidal ideation via thwarted belongingness. 

Spínola et al. (2020) examined whether thwarted belongingness mediated the 

relationship between childhood trauma and suicidal ideation.  At Time 2 they found that 

childhood trauma had a direct effect on thwarted belongingness (β= .195, CI [0.099, 0.291], 

p< .01) and results suggested that thwarted belongingness mediated the effect of childhood 

trauma on changes in positive suicidal ideation. 

Seeds et al. (2010) examined whether belonging mediated the relationship between 

father- or mother-perpetrated maltreatment and the outcome of depression.  Results showed 

that father-perpetrated maltreatment had a direct effect on belonging (β= -.22, p< .05) and 



1-18 
 

 

 

that belonging mediated the effect of father-perpetrated maltreatment on depression (β= .11, 

p< .01, CI [.04, .21]).  Mother-perpetrated maltreatment had no significant effect on 

belonging. 

Torgerson et al. (2018) examined whether belonging (and/or adult mental health) 

mediated the relationship between childhood trauma and the outcome of risky alcohol use.  

When male and female participants were combined, childhood trauma was found to have a 

direct effect on belonging (β= -.05, p< .001).  Belonging and adult mental health were also 

found to mediate the effect of childhood trauma on risky alcohol use (β= .04, p< .05). 

Allbaugh et al.’s results do not reflect the findings of the studies outlined so far in this 

section.  In their mediational analysis, thwarted belongingness was examined as a mediator 

for the relationship between types of abuse as predictors and suicide resilience as an outcome.  

Analysis was conducted for five categories of childhood abuse; physical, sexual, emotional, 

cumulative and cumulative-severe.  None of these were found to have a direct effect on 

thwarted belongingness and therefore thwarted belongingness was not considered a mediator. 

Finally, Smith et al. (2018) examined thwarted belongingness as an outcome, rather 

than a mediator, to establish whether the relationship between the predictor of childhood 

emotional abuse as the predictor and thwarted belonging, was mediated by depressive 

symptoms.  Childhood emotional abuse was found to have a direct effect on thwarted 

belongingness (β= .21, p< .001), and an indirect effect, mediated by depressive symptoms 

(β= .08, p< .05, CI [0.07,0.19]).  However, neither physical nor emotional abuse were found 

to have a direct or indirect effect on thwarted belongingness. 

Review of Data Collection Instruments 

Measures of Belonging and Social Connectedness 
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Reviewing the belongingness measures and their item content where available, they 

do appear to be relatively consistent in the questions that are asked, particularly focussing on 

the perception of being valued and cared for within a social group, rather than simply being a 

part of said group.  Similarly, the Social Connectedness Scale items ask about the sense of 

belonging or connection, rather than the type or level of social connection available to the 

individual.  As belongingness is a personal phenomenon, this seems the most appropriate way 

to measure it and these instruments appear to capture the subjective nature of belongingness.   

Internal Consistency.  Other than Zhornitsky et al. (2020), all studies reported 

Cronbach’s alpha, the majority ranging from good to excellent for belonging/social 

connectedness measures.  Allbaugh et al. (2017), found that the INQ-25 belonging subscale 

had poor internal consistency (α= .54) in their sample of African-American women, which 

raises concerns about how appropriate this instrument is for measuring belonging in their 

population.  The authors note in this study that when the two INQ-25 subscales (i.e. thwarted 

belonging and perceived burdensomeness) are considered together, Cronbach’s alpha 

increased to .63.  In line with Allbaugh’s suggestions, the author of this review recommends 

that the use of the INQ-25 to measure belonging in this population is further investigated to 

better understand how to best capture their experience of thwarted belonging. 

Feasibility and Acceptability.  Next we should consider the feasibility of the 

belongingness and social connectedness measures, for use in future research.  It is thought 

that in order to maximise responses to psychometric measures, brevity is a key factor which 

must be considered, hence to frequent use of short-form versions of psychometric 

instruments.  Most instruments used to measure belonging or social connectedness in this 

review are relatively short, suggesting that it would be feasible to use them in research, as 

they take little time to complete.  However, the MAHS (used by Rew et al., 2001b) contained 
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225 items in total, with nine items assessing social connectedness.  It is possible that the 

length of this instrument makes it less appropriate for use in future research, as a lengthy 

completion process could result in missing responses, reduced concentration or reduced 

motivation to complete the measure.   

On reviewing these measures and examples of their individual items (where 

published), the language used is accessible and items appear to be clear in what they are 

asking participants.  In the case of MAHS (Blum et al., 1989), very little information was 

provided about the content of the instrument, both in Rew et al. (2001b) and in other 

published literature, so it is not possible to ascertain the acceptability of the instrument in 

regards to the items used to measure social connectedness.  Furthermore, there was limited 

information provided in the reviewed studies regarding missing responses, which again 

makes it difficult to comment on ease of use or acceptability of these instruments. 

Measures of Childhood Abuse 

In terms of childhood abuse measures, it is important to note that some instruments 

were designed to measure trauma or adversity, not limited to child abuse.  For example, the 

TESI-A, used by Torgerson et al. (2018) covers physical, emotional, and sexual abuse, but 

also other potentially traumatic events such as severe accidents, illness and separation from 

caregiver.  Similarly, the CDQ (Corrales et al., 2016) focuses on adversity, which includes 

experiences of abuse, but also factors thought to contribute to adversity such as family 

disruption, parental drug and alcohol misuse or exposure to violence.  Because of this, results 

should be interpreted with caution, at it is possible that participants scored highly on other 

areas of adversity, but not have experienced abuse.  The reviewer recommends that future 

research into childhood abuse employ instruments which measure abuse only, to gain a 

clearer picture of its impact. 
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Feasibility and Acceptability.  Similarly to the belonging/social connectedness 

measures, instruments used to measure child abuse in this review are relatively short.  Aside 

from the MAHS (as previously discussed), the instrument requiring the highest number of 

responses had 28 items, suggesting that these measures are appropriate for use in research in 

terms of their feasibility.   

The reviewed instruments for childhood abuse vary in the way they ask about abuse.  

The Childhood Trauma Questionnaire (CTQ) (Bernstein, Fink, Handelsman & Foote, 1998) 

and its short-form version, The Childhood Trauma Screener (Grabe et al., 2012) use Likert 

scales to measure the degree to which someone agrees with each individual item (e.g. ‘‘I 

thought that my parents wished I’d never been born”).  The remainder of the self-report 

measures used in the reviewed studies simply invited participants to indicate whether or not 

they have experienced abuse (or certain types of abuse).  The use of dichotomous questions 

can result in an instrument which is short and simple for participants to use (Allen, 2017), 

suggesting good feasibility.  However, it does raise concerns about the usability of the 

instruments, as reduced responding options could limit how accurately participants responses 

are able to reflect their experiences, which could not only lead to participant frustration, but 

also compromised results.   

Method of Data Collection.  Finally, the reviewed studies relied heavily on self-

report measures, with only one study (Seeds et al., 2010) employing independent raters to 

categorise participants’ abuse experiences.  It is thought that self-report measures of abuse are 

better able to capture the reality of the prevalence of abuse than official reports (Gilbert et al., 

2009) and so this seems an appropriate form of data collection.  However, according to 

Widom and Morris (1997) self-report measures may still underestimate the rates of abuse due 

to difficulties with forgetting, denial, misunderstanding or embarrassment leading to under-
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reporting, particularly in relation to sexual abuse.  This highlights the complex nature of 

researching childhood abuse and should be taken into account when interpreting outcomes. 

Discussion 

The primary aim of this review was to synthesise the evidence regarding the 

relationship between childhood abuse and belongingness/social connectedness. The findings 

suggest that such a relationship does exist and are aligned with our hypotheses.  The review 

of available data highlights areas for further discussion and will be organised here into three 

sections.  Firstly, an interpretation of the findings and emerging patterns of this review in 

relation to its primary aim.  Secondly, reflections and discussion on the use of varying data 

collection instruments and finally, an evaluation of this review and its implications will be 

presented. 

When interpreting the findings of this review, it is important to consider the quality of 

the papers included.  None of the papers reviewed in the study were classified as being of 

very low quality (i.e. a score of less than 50% indicates low quality according to the 

QATSDD tool).  If this had been the case and any papers to be reviewed were classified as 

very low quality, these would have been excluded to ensure only papers of satisfactory 

quality were used in the review.  As reported in the results section of this paper, all studies 

were rated to be of medium-high quality, which suggests the methodology of these papers 

was of reasonable quality.  However, as only 3 of the reviewed studies were of high quality, 

the results should be interpreted with some caution.  Furthermore, the findings of the quality 

assessment highlighted a lack of reported service-user involvement in study design and lack 

of reported consideration of sample size in regards to analysis.  As a result, the author of this 

review recommends that future research address these shortcomings.  Most studies used in 

this review employed large sample sizes and so we could assume that these studies were 
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adequately powered. However in the case of Rew et al., (2001a) a relatively small sample 

size of 59 was used.  The potential implications of Rew et al.’s small sample size on findings 

are outlined later in this discussion.   

The Impact of Childhood Abuse on Belonging or Social Connectedness 

Overall, findings from the reviewed studies were mixed, however the majority of 

studies (84.62%) found evidence of an existing relationship between childhood abuse and 

belonging/social connectedness.  Most studies provided correlational data between the two 

variables, providing evidence that a relationship exists and offers a starting point for further 

research.  However, correlational data cannot provide information on the nature of 

relationships and so does not tell us if one variable predicts the other once the impact of other 

variables has been controlled for.  By using regression analyses, it is possible to gain a better 

understanding of how the two variables interact.  Eight of the reviewed studies found 

evidence that (at least one form of) childhood abuse was a significant predictor of sense of 

belonging, which provides more information in terms of the direction of the relationship.  

These findings are in line with the theory that childhood abuse can lead to various forms of 

psychopathology, including suicidal behaviour (Norman et al., 2012) and is particularly 

pertinent in the context of the IPTS (Joiner, 2005), as it provides a potential pathway from 

childhood abuse to suicide. 

The results of this review are consistent with the theoretical predictions.  Although we 

are not able to confirm that childhood abuse as a direct, causal effect on one’s sense of 

belonging, it appears that not only does childhood abuse appear to have a direct relationship 

with one’s sense of belonging, but that in turn, low sense of belonging can lead to further 

negative outcomes such as psychological distress, less engagement in education (Corrales et 

al., 2018), positive suicidal ideation (Spínola et al., 2020) and risky alcohol use (Torgerson t 
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al., 2018).  It is widely accepted that early experiences of trauma or abuse can disrupt an 

individual’s relational attachments (Harvey, Dorahy, Vertue & Duthie, 2012) and lead to 

beliefs that oneself is unworthy, others cannot be trusted and the world is dangerous.  It has 

also been suggested by Baumeister, DeWall, Ciarocco & Twenge (2005) that such 

experiences of rejection reduces one’s ability or willingness to behave in a pro-social way, 

for fear of further exclusion, which could contribute to our understanding of how childhood 

abuse (and thwarted belongingness) impacts psychosocial outcomes.  

It is important to consider non-significant results in the context of the study, in order 

to understand what may have led to a difference in results.  Allbaugh et al. (2017) was the 

only study in this review to use a homogenous sample of participants, consisting entirely of 

African-American women.  As there is limited cross-cultural research into childhood abuse 

and belonging, it is not possible to conclude that race or ethnicity plays a role in this 

relationship.  However, existing evidence tells us that one’s racial or ethnic identity can 

positively impact adjustment for individuals who have experienced adversity (Rivas-Drake et 

al., 2014).  Moses, Villodas & Villodas (2020) identified ethnic-racial identity (ERI) as 

having a protective role in mitigating the negative impact of adverse childhood experiences 

on black adolescents’ future expectations.  If we consider ERI in the context of belonging, it 

could be hypothesised that a sense of belonging to a particular ethnic group plays a protective 

role in maintaining a sense of connectedness for individuals who have experienced childhood 

abuse.  A study of racial disparities in risk and protective factors for suicide (Davidson & 

Wingate, 2011) found that African American college students endorsed higher levels of hope, 

which in turn can protect against feelings of thwarted belongingness (Davidson, Wingate, 

Rasmussen & Slish, 2009).  It has also been suggested that although African American 

individuals are more likely to encounter stressors such as racism or socio-economic 



1-25 
 

 

 

disadvantage (Clark, Anderson, Clark & Williams, 1999), they are less likely to die by 

suicide (American Association of Suicidology, 2008), which could suggest they are more 

resilient.  There is evidence to support that African Americans are more resilient to mental 

health difficulties than their white counterparts and that racial-identity, religious affiliation or 

increased exposure to (and so experience of coping with) adversity (Breslau  et al., 2006) 

may play a role in this.  However we should also consider that the apparent reduced rates of 

suicide in African Americans are in part a result of racial disparities in the classification of 

death by suicide (Rockett et al., 2010) or systematic reporting biases.  The all-female sample 

of participants in Allbaugh et al.’s study may also have impacted results, the role of gender is 

discussed later in the discussion. 

In terms of methodology, the outcome measures used in this study were the 

Childhood Trauma Questionnaire and the Interpersonal Needs Questionnaire, which were 

also used by multiple other studies in this review (Puzia et al., 2014; Smith et al., 2018; 

Spinola et al., 2020; Zhornitsky et al., 2020).  It therefore seems unlikely that the choice of 

outcome measures in Allbaugh et al. (2017) were responsible for the discrepancies in the 

findings.  The key methodological differences, as previously mentioned are the sample 

population characteristics and so we should consider that this could be the reason for 

differences in findings.  

Rew et al. (2001a) also found non-significant results in that levels of social 

connectedness did not differ between those who had or had not been sexually abused.  We 

could again consider this in the context of resilience.  Participants in this study reported 

relatively high levels of resilience and social connectedness was found to be inversely related 

to resilience, it is suggested that this may relate to adolescents perception of resilience as 

being isolated and disconnected from others (Hunter & Chandler, 1999).  Considering the 
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average social connectedness score was extremely low in Rew et al.’s (2001a) sample, it is 

also possible that there are other factors impacting on social connectedness levels for this 

population, which require further exploration.  For example we might assume that homeless 

young people have less access to family support or employment, which in turn may impact 

their sense of social connectedness.   

In terms of outcome measures, it seems unlikely that the use of the Social 

Connectedness Scale (SCS) played a role in these findings, as the SCS is considered a valid 

and reliable measure.  Also, Prior and Quinn (2010) from this review employed the SCS and 

found significant results.  However as only two studies in the review used the SCS, it is not 

possible to make definitive conclusions regarding this.  Secondly, Rew et al. (2001a) had the 

smallest sample size of all reviewed papers.  This could mean that the study was not 

adequately powered and so unable to detect the true effects, as non-significant results does 

not mean there is no existing relationship between the two variables, simply that this study 

was unable to find it (Alderson, 2004).   

We should also acknowledge the population of participants.  Rew et al. (2001a) 

recruited young people experiencing homelessness and SCS scores were extremely low.  As 

previously mentioned, it is possible that this impacted the results of this study.  In contrast, 

Corrales et al. (2016) recruited young people engaged with community services and found 

that childhood adversity was significantly associated with low sense of belonging.  Although 

these studies are not directly comparable due to differences in constructs and outcome 

measures, we could consider how engagement with community services (or assumed lack of 

in the case of homeless young people) might impact social connectedness and/or belonging.  

In a study by Ron (2004), findings showed that duration of homelessness episode was 

associated with reduced sense of belonging, it is therefore possible that the population of Rew 
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et al.’s (2001a) sample impacted the outcome of the study, particularly as homelessness 

experiences were not controlled for in the analysis. 

Bryan et al. (2013) studied two non-clinical populations, military personnel and 

undergraduate students and found that only in military personnel was there a significant 

correlation between childhood abuse and belonging.  Again, this has been suggested that 

developmental and contextual factors specific to each population are responsible for 

divergent results.  In particular, it is thought that younger individuals are more likely to have 

experienced sexual abuse than older participants (Acierno et al., 2001) and this is reflected in 

the data collected in Bryan et al.’s (2013) study.  It is possible that this difference in abuse 

could explain the divergent results between populations, particularly as it has been suggested 

that different forms of abuse can impact one’s sense of belonging differently.  

Considering methodological issues, in this study a novel questionnaire was developed 

by the authors to measure childhood abuse, whereas most reviewed studies tended to use 

previously validated or widely used measures.  According to the original paper, this 

questionnaire presented participants with a list of potential traumatic events and asked to 

indicate whether they had experienced each item.  Only one item on the list related to 

childhood physical or sexual abuse.  This raises two concerns.  Firstly, due to the novel 

nature of the questionnaire, we are unable to make judgements on the validity and reliability 

of the measure (and these are not addressed in the original paper).  Secondly, as only one 

item on the questionnaire referred to childhood abuse, it is not possible to distinguish 

between the impact of childhood abuse and the impact of other items in the questionnaire 

(e.g. abuse, rape, robbery or assault during adulthood).  Furthermore, the mean age of student 

participants was 19.83, raising questions about the appropriateness of the questionnaire for 

this population.  It is also worth mentioning that Bryan et al.’s (2013) paper was one of the 
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lowest scoring during the quality assessment (medium quality at 67%).  It is therefore 

possible that the methodological quality of the paper impacted the results. 

Different types of childhood abuse.  Of the five studies which examined the impact 

of different types of abuse on belonging or social connectedness, findings of four studies 

seem to show that different types of abuse may impact belonging differently.  Results of three 

studies (Puzia et al., 2014; Schönfelder et al.,2019; Smith et al., 2018) appear to suggest that 

childhood emotional abuse is most relevant to one’s sense of belonging.  We could consider 

this in terms of cognitive vulnerability to suicidality (Abramson, Metalsky & Alloy, 1989), 

which tells us negative cognitive styles (particularly hopelessness) can lead to increased risk 

of suicide.  It is thought that childhood maltreatment can lead to negative cognitive styles 

(Gibb, Alloy & Abramson, 2001) particularly childhood emotional abuse (Rose & Abramson, 

1992), as the nature of emotional abuse itself allows for negative cognitions to be passed on 

from the perpetrator to the victim, which are then internalised (Glaser, 2002).  We should also 

consider that emotional abuse is more closely related to the IPTS construct of thwarted 

belongingness, than physical or sexual abuse, as it can lead to the absence of care (Van Orden 

et al., 2010), feelings of social alienation (Schönfelder et al., 2019) or low self-esteem 

(Mullen, Martin, Anderson, Romans, & Herbison, 1996). 

Seeds et al. (2010) found that father-perpetrated maltreatment (FPM) was 

significantly related to belonging, but not mother-perpetrated maltreatment (MPM).  

Considering there were limited differences in the types of abuse reported, regardless of 

perpetrator, it appears that there is something qualitatively different between FPM and MPM.  

It has been shown that adolescents from abusive homes perceive peers as strong sources of 

support (Bao, Whitbeck & Hoyt, 2000) and it may be that in instances of MPM, victims are 

more likely to seek out alternative sources of support than victims of FPM, which may 
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maintain their sense of belonging.  This was reflected in Seeds et al.’s (2010) study, in that 

severe MPM had a direct, positive effect on levels of perceived tangible support. However, 

more research is required to further understand these relationships.  It may also be useful for 

future research to investigate the differences in belonging related to FPM and MPM in the 

context of suicidality, as this was not a focus of Seeds et al.’s work, nor has it been widely 

researched.  

The effect of gender.  Two of the reviewed studies considered the impact of gender 

on the relationship between childhood abuse and belonging (Torgerson et al.,2018 ; 

Zhornitsky et al., 2020).  It appears from these studies that gender differences may exist in 

terms of how abuse impacts belonging, yet conflicting findings are inconclusive.  It has been 

suggested that women are more vulnerable to feelings of thwarted belongingness (Van Orden 

et al., 2010), which is reflected in Torgerson et al.’s findings.  However, it is thought that 

males and females have different risk factors for thwarted belongingness.  For example, 

Donker, Batterham, Van Orden and Christensen (2014) found that in males, negative 

interactions with others or being single predicted higher thwarted belongingness for males, 

whilst in female participants poor mental health and low mastery were risk factors.  

Understanding other potential risk factors (alongside child abuse) in the context of gender 

requires further exploration, and could contribute to our understanding. 

Data Collection Instruments 

As the findings of the outcome measures review is detailed in the results, this section 

will outline future recommendations for the use of relevant outcome measures in research. 

Measures of Belonging and Social Connectedness 
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Recommendations for the use of outcome measures for belonging and social 

connectedness are that they should be easy and relatively quick to complete, to maximise 

responses and reduce missing data.  Instruments should be appropriate and relevant to their 

intended population, to ensure measures are sensitive to cultural differences within these 

constructs, something which in itself requires more research, as illustrated in Allbaugh et al. 

(2017). 

Measures of Childhood Abuse 

In order to make recommendations for the use of these measures, it is perhaps better 

to consider the nature of future research when judging the most appropriate instrument.  For 

example, studies interested in gathering more detailed information on the experience of 

victims of child abuse may be more suited to the CTQ, which allows for a range of responses 

and provides continuous data.  For research which is more focussed on the prevalence of 

child abuse, it may be more feasible to use shorter, simpler instruments, such as the 

Childhood Difficulties Questionnaire (Corrales et al., 2016). 

Evaluation and Implications  

Strengths and limitations. This review was limited to published studies which were 

written in English, which may contribute to publication bias.  Studies with non-significant 

results are less likely to be published, or if published, less likely to be in English journals 

(Egger et al., 1997), meaning this review may have excluded pertinent data by limiting the 

search in this way.  There was also a heavy-reliance on self-report measures in the reviewed 

studies.  Although the majority of measures used provided psychometric information and 

were therefore considered valid and reliable, it is known that responses on self-report 

measures are often influenced by other factors than the content of the items in the measures, 
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such as psychological, sociological or contextual factors and language (Harrison, McLaughlin 

& Coalter, 1996).  This should be considered when interpreting results.  There was a notable 

lack of cross-cultural studies investigating child abuse and belonging/social connectedness.  

All but one reviewed study had predominantly white samples and the majority of studies 

were conducted in America.  As a result, the findings of this review may not be generalisable 

to individuals from other countries or cultural backgrounds.  Further investigation using 

cross-cultural samples is necessary, particularly considering the findings from Allbaugh et 

al.’s study.  This review was also limited in that the majority of studies were cross-sectional 

and so cannot provide much insight into causal relationships.  As previously mentioned some 

studies used measures which did not focus entirely on abuse, but adversity more generally.  

As a result, these results should be interpreted with caution as it is possible that some 

participants rated highly only on the items relating to adversity, and not abuse.  Another 

limitation of this study is the use of Joiner’s IPTS model without a focus on suicidality, but 

rather a focus on the relationship between childhood abuse and belonging.  Although 

focussing the review in this way provided a broader view of the relationship between 

childhood abuse and belonging, we acknowledge that including suicidality in the review 

would provide a more complete picture of the constructs within the model and how childhood 

abuse fits with this.  This is therefore a limitation of this study and could be a focus of future 

research in this area.  Finally, the narrative nature of this review should be considered as a 

limitation.  It may be possible to conduct a meta-analysis if further information regarding the 

original data was obtained from the authors of the reviewed studies.  However, due to 

practical considerations related with the nature of this programme, this has not been possible. 

Despite limitations, this review is the first to synthesise evidence for the relationship between 

childhood abuse and belonging, bringing further understanding to this area and highlighting 

areas for further investigation.  Quality assessment was carried out using a well-established, 
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psychometrically sound tool and employed a second, independent rater to minimise bias.  

Furthermore, this review followed PRISMA guidelines.  

Clinical implications. The findings of this review highlight the role of belonging for 

victims of abuse.  As a result, there should be a routine and integral focus on sense of 

belonging when working clinically, both at assessment and during intervention.  This could 

be particularly important when working with victims of childhood abuse, but also more 

generally if we consider the potential consequences of thwarted belongingness.  We should 

also consider potentially barriers when working with victims of abuse.  Considering the 

evidence that early traumatic experiences can lead to a negative view of the self, world and 

others, greater importance should be placed on the client-therapist relationship to foster a 

sense of belonging within services.  It has also been highlighted that population 

characteristics could play a role in one’s sense of belonging, therefore any clinical work 

should be specific and targeted, to ensure they are appropriate for the intended recipient. 

Recommendations for future research.  This review offers a summary of the 

current evidence base for the impact of childhood abuse on belonging or social 

connectedness.  However, there is clearly a need for further research.  In particular, to further 

examine the impact of population characteristics on this relationship.  Furthermore, cross-

cultural understanding of this concept is extremely limited.  This could be particularly 

important considering the individualistic, independent culture of Western society, in 

comparison to an interdependent, collective identity which is associated more with Eastern 

cultures (Markus & Kitayama, 1991).  Future research could also address other group 

associations which may impact on one’s sense of belonging generally, for example ethnic-

racial identity or school belonging, as these have been suggested to mitigate the impact of 

childhood abuse on feelings of belonging (Moses et al., 2020; Zhang, Liu & Long, 2021).  
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Considering the promising literature on the importance of belonging for wellbeing, future 

research should examine factors which contribute to an increased sense of belonging, in order 

to inform future psychological interventions designed to target belonging and/or social 

connectedness. 
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Tables 

Table 1 

Free text search terms for Childhood Abuse, Belonging and Social Connectedness 

Childhood Abuse  Belonging  Social Connectedness 

(child* OR early) N3 

(abus* OR trauma* OR 

maltreat* OR neglect*) 

belonging* (social*) N3 (connect*) 



1-48 
 

 

 

Table 2 

Quality Assessment with QATSDD tool (Sirriyeh, Lawton, Gardner & Armitage, 2012) 

Criteria 

Allbaugh 

et al. 

(2017) 

Bryan et 

al. 

(2013) 

Corrales 

et al. 

(2016) 

Prior & 

Quinn 

(2010) 

Puzia et 

al. 

(2014) 

Rew et 

al. 

(2001a) 

Rew et 

al. 

(2001b) 

Schönfelder 

et al. (2019) 

Seeds et 

al. 

(2010) 

Smith et 

al. 

(2018) 

Spínola 

et al. 

(2020) 

Torgerson 

et al. 

(2018) 

 

Zhornitsky 

et al. 

(2020) 

 

Explicit theoretical 

framework 
3 2 3 3 3 2 3 3 3 3 3 3 3 

Statement of 

aims/objectives in main 

body of report 

3 3 3 3 3 3 3 3 3 3 3 3 3 

Clear description of 

research setting 
2 3 3 3 2 3 3 2 3 3 2 1 1 

Evidence of sample 

size considered in terms 

of analysis 

0 0 0 1 0 3 0 0 1 0 0 0 0 

Representative sample 

of target group of a 

reasonable size 

 

2 3 3 2 1 2 3 1 1 2 2 2 2 

Description of 

procedure for data 

collection 

3 3 3 3 3 3 2 2 3 1 3 2 1 

Rationale for choice of 

data collection tool(s) 
3 2 2 3 1 3 2 3 3 3 2 3 2 
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Detailed recruitment 

data 
2 0 2 3 2 2 3 3 2 0 3 3 1 

Statistical assessment 

of reliability and 

validity of 

measurement tool(s) 

(Quantitative only) 

3 2 3 3 3 3 3 3 3 3 3 3 1 

Fit between stated 

research question and 

method of data 

collection (Quantitative 

only) 

3 3 3 3 3 3 3 3 2 3 3 3 3 

Fit between stated 

research question and 

format and content of 

data collection tool e.g. 

interview schedule 

(Qualitative only) 

n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a 

Fit between research 

question and method of 

analysis (Quantitative 

only) 

3 3 3 3 3 3 3 3 3 3 3 3 3 

Good justification for 

analytic method 

selected 

1 2 3 2 3 1 1 3 3 3 0 3 3 

Assessment of 

reliability of analytic 

process (Qualitative 

only) 

n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a n/a 

Evidence of user 

involvement in design 
0 0 0 0 0 1 0 0 0 0 0 0 0 
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Strengths and 

limitations critically 

discussed 

3 2 3 2 3 2 2 3 3 3 2 3 3 

Total Score 

(maximum of 42) 
31 28 34 34 30 34 31 32 33 30 29 32 26 

Quality (%) 74% 67% 81% 81% 71% 81% 74% 76% 79% 71% 69% 76% 62% 

Quality Classification Medium Medium High High Medium High Medium Medium Medium Medium Medium Medium Medium 
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Table 3 

Summary Table of Study Characteristics and Results 

 

Study Location Design Sample N Gender 

(%) 

Mean 

Age 

(SD) 

Childhood 

Abuse 

Measure 

Belonging 

Measure 

Key Findings in relation to 

Current Review 

Quality 

(%) 

Corrales et 

al. (2016) 

Australia Cross-

sectional 

Young people 

engaged in 

community based 

services 

254 62.9% 

female 

37.1% 

male 

18.89 

(1.45) 

Childhood 

Difficulties 

Questionnaire 

Sense of 

Belonging 

Instrument- 

Psychological 

State 

A significant positive correlation 

between childhood adversity and 

low sense of belonging (r= .26, p< 

.01).  In all mediation analyses, 

childhood adversity was the 

predictor and low sense of belonging 

was the mediator.  For the outcome 

of psychological distress, a small but 

significant mediation effect was 

found (β= .08, p< .001, BCa CI 

[0.03,0.14]).  Low sense of 

belonging also mediated the 

relationship between childhood 

adversity and educational 

engagement (β= .01, p< .001, BCa 

CI [0.00, 0.03]).  Low sense of 

belonging did not mediate the 

relationship between childhood 

adversity and early parenthood.  

81 
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Consistent with the correlations, in 

all mediation models, there was a 

significant pathway from childhood 

adversity to low sense of belonging. 

Puzia et al.  

(2014) 

USA Two-wave 

longitudinal 

People with a history 

of moderate-severe 

childhood abuse 

189 84.2% 

female 

15.8% 

male 

22.02 

(0.49) 

Childhood 

Trauma 

Questionnaire 

(28-item) 

Interpersonal 

Needs 

Questionnaire 

(15-item) 

Thwarted belongingness was 

significantly, positively correlated 

with both childhood emotional abuse 

(r= .304, p< .01) and to a lesser 

degree, childhood physical abuse (r= 

.160, p< .05).  Thwarted 

belongingness was not significantly 

correlated with childhood sexual 

abuse.   

In the mediation analysis, childhood 

emotional abuse predicted thwarted 

belongingness (β= .072, p<.001, r= 

.265), but thwarted belongingness 

did not predict suicidal ideation (the 

outcome), and therefore thwarted 

belongingness was not considered a 

candidate mediator. 

71 

Schönfelder 

et al. (2019) 

Germany Cross-

sectional 

Adult psychiatric 

inpatients 

84 69% 

female 

31%  

male 

37.6 

(14.0) 

Childhood 

Trauma 

Screener (5-

item) 

Interpersonal 

Needs 

Questionnaire 

(15-item) 

Childhood emotional abuse was 

significantly correlated with 

thwarted belongingness (r= .31, p< 

.01).  Childhood physical and sexual 

abuse were not significantly 

correlated with thwarted 

76 
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belongingness.  In the mediational 

analysis, emotional abuse had a 

direct effect on thwarted 

belongingness (β= .257, p< .01).  No 

direct effect of physical or sexual 

abuse on thwarted belonging were 

found. 

Seeds et al. 

(2010) 

Canada Cross-

sectional 

Adolescents  101 63.4% 

female 

36.6% 

male 

15.51 

(1.27) 

Childhood 

Experience of 

Care and Abuse 

Interpersonal 

Support 

Evaluation List 

(Belonging 

Subscale) 

Father-perpetrated maltreatment had 

a direct, negative effect on belonging 

(β= -.22, p< .05).  The relationship 

between father-perpetrated 

maltreatment (predictor) and 

depression (outcome) was mediated 

by belonging (β= .11, p< .01, CI 

[.04, .21]).  Mother-perpetrated 

maltreatment had no significant 

effect on belonging. 

79 

Smith et al. 

(2018) 

USA Cross-

sectional 

Adults who engaged 

in NSSI 5 times in the 

last year 

 

Adults with elevated 

scores on Difficulties 

in Emotional 

Regulation Scale 

 

31 

 

 

 

 

30 

 

 

 

 

88.8% 

female 

11.2% 

male 

21.72 

(5.79) 

Childhood 

Trauma 

Questionnaire 

(28-item) 

Interpersonal 

Needs 

Questionnaire 

(15-item) 

Thwarted belongingness was 

significantly correlated with physical 

abuse (r= .46, p< .001), emotional 

abuse (r= .69, p< .001) and sexual 

abuse (r= .34, p<.01).  In mediation 

analysis, with abuse as the predictor, 

thwarted belonging as the outcome 

and depressive symptoms as the 

mediator, emotional abuse had a 

direct effect on thwarted belonging 

71 
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Healthy individuals 

without a  psychiatric 

diagnosis, emotional 

dysregulation or self-

harm 

 

30 

(β= .21, p< .001), as well as an 

indirect effect, mediated by 

depressive symptoms (β= .08, p< 

.05, CI [0.07,0.19]).  There was no 

significant direct or indirect effect of 

physical abuse or sexual abuse on 

thwarted belonging. (NB Analysis 

was inclusive of all participants, 

rather than in relation to individual 

populations.) 

Spínola et 

al. (2020) 

Portugal Longitudinal University students 386 53.8% 

female 

46.2% 

male 

19.49 

(1.89) 

Childhood 

Trauma 

Questionnaire 

(28-item) 

Interpersonal 

Needs 

Questionnaire 

(15-item) 

Childhood trauma was correlated 

with thwarted belongingness at Time 

1 (r= .52, p< .001) and Time 2 (r= 

.43, p< .001).  At Time 2, childhood 

trauma had a direct effect on 

thwarted belonging (β= .195, CI 

[0.099, 0.291], p< .01).  Mediation 

analysis results indicated at Time 2, 

changes in thwarted belongingness 

(along with perceived 

burdensomeness and depressive 

symptoms) mediated the relationship 

between childhood trauma 

(predictor) and changes in positive 

suicidal ideation (outcome). 

69 

Torgerson 

et al. (2018) 

USA Cross-

sectional 

Adults  654 62.1% 

female 

31.88 

(4.32) 

Traumatic 

Events 

Assessment of 

Quality of Life 

Childhood trauma and belonging 

were significantly, negatively 

76 
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37.9% 

male 

Screening 

Inventory 

(Relationship 

Domain) 

correlated in females (r= -.18, p< 

.01) but not in males.   

Path analysis showed that childhood 

trauma was directly, negatively 

associated with belonging (β= -.05, 

p< .001).  Belonging also mediated 

the relationship between childhood 

trauma (predictor) and risky alcohol 

use (outcome) (β= .04, p< .05). 

Rew et al. 

(2001a) 

Texas, 

USA 

Cross-

sectional 

Homeless young 

people 

59 36% 

female 

64%  

male 

18.66 

(1.65) 

Population 

Characteristics 

Survey 

Social 

Connectedness 

Scale 

Childhood sexual abuse did not 

predict social connectedness. 

 

 

81 

Zhornitsky 

et al.  

(2020) 

USA Cross-

sectional 

Cocaine dependant 

adults 

 

 

 

 

 

Healthy controls 

70 

 

 

 

 

 

 

70 

32.9% 

female 

67.1% 

male 

 

 

 

35.7% 

female 

64.3% 

male 

Females 

44.4 

(7.7) 

Males 

46.6 

(6.3) 

 

Females 

43.3 

(11.6) 

Males 

45.7 

(9.7) 

Childhood 

Trauma 

Questionnaire 

(28-item) 

Interpersonal 

Needs 

Questionnaire 

(25-item) 

Regression analyses were conducted 

for cocaine-dependent participants 

only.  When males and females were 

combined, thwarted belongingness 

was predicted by both childhood 

emotional abuse (β= .63, t= 2.90, p< 

.01) and sexual abuse (β= .34, t= 

2.03, p< .05).  When split by 

biological sex, only emotional abuse 

predicted thwarted belongingness in 

males (β= 1.10, t= 5.22, p< .0001), 

and neither emotional or sexual 

abuse predicted thwarted 

belongingness in females. 

62 
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Allbaugh et 

al. (2017) 

USA Cross-

sectional 

African-American 

women from  public 

hospital (inpatients 

and outpatients) 

reporting both a 

suicide attempt and 

exposure to intimate 

partner violence in the 

last year 

179 100% 

female 

36.5 

(10.55) 

Childhood 

Trauma 

Questionnaire 

(28-item) 

Interpersonal 

Needs 

Questionnaire 

(25-item) 

No correlation between different 

types of childhood abuse and 

thwarted belongingness.  Thwarted 

belongingness did not mediate the 

relationship between childhood 

abuse and suicide resilience, nor was 

there a direct effect of any type of 

abuse on thwarted belongingness. 

74 

Bryan et al. 

(2013) 

USA Cross-

sectional 

Military personnel 

 

 

 

 

Undergraduate 

students 

273 

 

 

 

 

309 

18.3% 

female  

81.7% 

male  

 

53.7% 

female 

46.3%   

male 

25.99 

(5.90) 

 

 

 

19.83 

(3.15) 

Novel 

questionnaire 

ISEL Belonging 

Subscale 

A significant negative correlation 

between having experienced 

physical or sexual abuse as a child 

and sense of belonging (r= -.14, 

p<.05) in military sample.  No 

significant correlation between 

having experienced physical or 

sexual abuse as a child and sense of 

belonging in undergraduate sample. 

67 

Prior & 

Quinn 

(2010) 

USA Cross-

sectional 

University students 

(Master’s and 

undergraduate) 

254 90.2% 

female 

9.8%  

male 

30  

(no SD 

reported) 

Childhood 

Trauma 

Questionnaire 

(28-item) 

Social 

Connectedness 

Scale 

A significant negative correlation 

between emotional neglect and 

social connectedness (r= -.284, p< 

.05).  There was also a significant 

association between levels of 

severity of emotional neglect and 

connectedness to others (χ2= 14.02, 

p= .05, df= 3). 

81 
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Rew et al. 

(2001b) 

USA Cross-

sectional 

High school students 8806 52.4% 

female 

47.6% 

male 

Not 

reported  

Minnesota 

Adolescent 

Health Survey 

Minnesota 

Adolescent 

Health Survey 

Social connectedness was 

significantly, negatively correlated 

with both childhood physical abuse 

(r= -.223, p< .01) and childhood 

sexual abuse (r= -.125, p< .01) 

74 
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Table 4 

Instruments and Measures 

Measure Studies used Type of 

Measure 

Items Examples Scoring Interpretation Psychometric Properties 

in Reviewed Studies 

Belonging 

Interpersonal 

Needs 

Questionnaire 

(INQ-15) 

 

(Van Orden et 

al., 2012) 

Puzia et al. 

(2014) 

 

Schönfelder et 

al. (2019) 

 

Smith et al. 

(2018) 

 

Spínola et al. 

(2020) 

Self-report 9 items 

(Thwarted 

Belongingness 

Subscale) 

 

“These days people 

care about me” 

 

“These days, I often 

feel like an outsider in 

social gatherings” 

 

“These days, I feel 

like I belong” 

7-point Likert scale 

 

 

Higher scores 

indicate higher 

thwarted belonging 

(i.e. lower sense of 

belonging) 

In Puzia et al. (2014), 

α=.88 (good) 

 

In Schönfelder et al. 

(2019), α=.84 (good) 

 

In Smith et al. (2018), 

α=.93 (excellent) 

 

In Spínola et al. (2020), 

α=.83 at Time 1, α=.79 at 

Time 2 (good) 

 

Interpersonal 

Needs 

Questionnaire 

(INQ-25) 

 

(Van Orden et 

al., 2012) 

Allbaugh et al. 

(2017) 

 

Zhornitsky et 

al. (2020) 

Self-report 10 items 

(Thwarted 

Belongingness 

Subscale) 

“These days people 

care about me” 

 

“These days, I often 

feel like an outsider in 

social gatherings” 

 

7-point Likert scale 

 

 

Higher scores 

indicate higher 

thwarted belonging 

(i.e. lower sense of 

belonging) 

In Allbaugh et al. (2017), 

α=.54 (poor) 

 

No psychometric 

information provided in 

Zhornitsky et al. (2020).   

 

 



1-59 
 

 

 

“These days, I feel 

like I belong” 

Interpersonal 

Support 

Evaluation List 

(ISEL) 

 

(Cohen, 

Mermelstein, 

Kamarck & 

Hoberman, 

1985) 

Bryan et al. 

(2013) 

 

Seeds et al. 

(2010) 

Self-report 10 items 

(Belonging 

Subscale) 

“I don’t often get 

invited to do things 

with others” 

Dichotomously scored; 

whether or not they agree with 

the statement (Seeds et al., 

2010) 

 

4-point scale ranging from 

‘definitely false’ to ‘definitely 

true’ 

(Bryan et al., 2013) 

Higher scores 

indicate higher 

sense of belonging 

In Bryan et al. (2013), 

α=.85 (good) in military 

sample, stated that α was 

comparable for 

undergraduate sample. 

 

In Seeds et al. (2010), 

α= .86 for full ISEL and 

α=.81 for Belonging 

Subscale (good) 

Sense of 

Belonging 

Instrument 

(SOBI) 

 

(Hagerty & 

Patusky, 1985) 

Corrales et al. 

(2016) 

Self-report 17 items 

(Psychological 

State Subscale) 

“I could disappear for 

days and it wouldn't 

matter to my family” 

 

“I would describe 

myself as a misfit in 

most social situations” 

4-point scale (how much 

participants agree with the 

statement) 

Higher scores 

indicate a lower 

sense of belonging 

In Corrales et al. (2016), 

α=.93 (excellent) 

Assessment of 

Quality of Life 

(AQoL-8D) 

 

(Richardson et 

al., 2011) 

Torgerson et 

al. (2018) 

Self-report 7 items 

(Relationship 

Domain Subscale) 

“How much do you 

enjoy your close 

relationships (family 

and friends)?”  

 

“How often do you 

feel socially excluded 

or left out?” 

4-, 5- or 6-point Likert scale 

 

 

 

 

 

 

Higher scores 

indicate higher 

sense of belonging 

In Torgerson et al. (2018), 

α=.84 in males and α=.85 

in females (good) 
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Social Connectedness 

Social 

Connectedness 

Scale  

(SCS) 

 

(Lee & Robbins, 

1995) 

Prior & Quinn 

(2010) 

 

Rew et al. 

(2001a) 

Self-report 8-items “I feel disconnected 

from the world around 

me” 

 

“Even among my 

friends, there is no 

sense of 

brother/sisterhood” 

 

“Even around people I 

know, I don't feel that 

I really belong” 

4-point scale (how much 

participants agree with the 

statement) 

 

Higher scores 

indicate higher 

social 

connectedness 

In Prior & Quinn (2010), 

α=.94 (excellent) 

 

In Rew et al. (2001a), 

α=.69 (acceptable) 

Minnesota 

Adolescent 

Health Survey 

(MAHS) 

 

(Blum et al., 

1989) 

Rew et al. 

(2001b) 

Self-report 9-items (as part of 

a larger 

instrument) 

Information not 

available 

Information not available Higher scores 

indicated  

In Rew et al. (2001b), 

α=.82 for Caucasian 

participants, α=.82 for 

African American 

participants, and α=.80 for 

Hispanic Latino 

participants (good) 

Childhood Abuse 

Childhood 

Trauma 

Questionnaire 

(CTQ) 

 

Allbaugh et al. 

(2017)  

 

Prior & Quinn 

(2010)  

 

Self-report 28-items 

(5 subscles for 

emotional, 

physical or sexual 

abuse, physical 

‘‘I thought that my 

parents wished I’d 

never been born’’ 

 

‘‘People in my family 

hit me so hard that it 

5-point Likert scale Higher scores 

indicate higher 

levels of childhood 

trauma 

Not available in Allbaugh 

et al. (2017).  

 

In Prior & Quinn (2010), 

for the emotional neglect 

subscale, α=.86 (good) 
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(Bernstein, Fink, 

Handelsman & 

Foote, 1998) 

Puzia et al. 

(2014)  

 

Smith et al. 

(2018)  

 

Spínola et al. 

(2020)  

 

Zhortinsky et 

al. (2020) 

and emotional 

neglect) 

left me with bruises or 

marks’’ 

 

‘‘Someone tried to 

make me do sexual 

things or watch sexual 

things’’ 

 

In Puzia et al. (2014), for 

emotional, physical and 

sexual abuse, α=.77, 

α=.81, α=.90, respectively 

(acceptable-excellent) 

 

In Smith et al. (2018), for 

emotional, physical and 

sexual abuse, α=.90. 

α=.90, α=.96 (excellent) 

 

In Spínola et al. (2020), 

α=.85 (good) 

 

Not provided in 

Zhortinsky et al. (2020) 

Childhood 

Trauma 

Screener 

(CTS) 

 

(Grabe et al., 

2012) 

Schönfelder et 

al. (2019) 

Self-report 5-items Not available (CTS is 

a shorter version of 

the CTQ) 

5-point Likert scale Higher scores 

indicate higher 

levels of childhood 

trauma 

In Schönfelder et al. 

(2019), α=.72 (acceptable) 

Childhood 

Difficulties 

Questionnaire 

Corrales et al. 

(2016) 

Self-report 19-items “I've been left alone 

without adults to care 

for me” 

Dichotomously scored; 

whether or not they 

Higher scores 

indicate higher 

number of adverse 

In Corrales et al. (2016), 

α=.88 (good) 
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(CDQ) 

 

(Corrales et al., 

2016) 

 

“I've been exposed to 

unwanted sexual 

behaviour” 

 

“My parents separated 

or divorced” 

experienced certain traumatic 

events (yes or no) 

childhood 

experiences 

Traumatic 

Screening Events 

Inventory 

(TESI-A) 

 

(Ford & Rogers, 

1997) 

 

Torgerson et 

al. (2018) 

Self-report 17-items Not available Dichotomously scored; 

whether or not they 

experienced certain traumatic 

events (yes or no) 

Higher scores 

indicate higher 

instances of 

traumatic events 

Not provided in Torgerson 

et al. (2018).  Although 

the TESI has been shown 

to have sound 

psychometric properties, 

validity of the TESI when 

administered online (as it 

was in this case) is not 

known. 

Minnesota 

Adolescent 

Health Survey 

(MAHS) 

 

(Blum et al., 

1989), 

Rew, Taylor-

Seehafer, 

Thomas & 

Yockey 

(2001a) 

 

Rew, Thomas, 

Horner, 

Resnick and 

Beuhring 

(2001b) 

Self-report 2-items as part of a 

larger instrument 

(Rew et al., 2001b)  

 

1-item only as part 

of a larger 

instrument 

(Rew et al., 2001a) 

Not available Dichotomously scored; 

whether or not they 

experienced abuse (yes or no) 

Higher scores 

indicate higher 

instances of abuse 

Not available in Rew et al. 

(2001a) or Rew et al. 

(2001b). 
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Novel 

Instrument 

 

(Bryan et al., 

2013) 

Bryan et al. 

(2013) 

Self-report 4-items (1-item 

relating to child 

abuse) 

“Child physical or 

sexual abuse” 

Dichotomously scored: 

whether or not they had 

experienced certain traumatic 

events (yes or no) 

Higher scores 

indicate higher 

instances of abuse 

Not available in Bryan et 

al. (2013) 

Childhood 

Experience of 

Care and Abuse 

(CECA) 

 

(Bifulco, Brown 

& Harris, 1994) 

Seeds et al. 

(2010) 

Semi-structured 

contextual 

interview and 

standardised 

rating scale 

Not applicable  Not applicable Participants are interviewed 

and independent raters rank 

level of threat associated with 

each item.  4-point scale 

ranging from ‘marked’ to 

‘little or none’ by comparing 

participant responses to case 

examples, then dichotomised 

to ‘severe’ or ‘non-severe’. 

Higher scores 

indicate higher 

severity of abuse 

Not available in Seeds et 

al. (2010) 
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Abstract 

Background 

This study investigates the relationship between belongingness and intolerance of uncertainty 

for people with a diagnosis of Bipolar Disorder. People with a diagnosis of Bipolar Disorder 

are thought to be at increased risk of suicide and thwarted belongingness is thought to be a 

risk factor for suicide, yet there is little existing research into belongingness for people with a 

diagnosis of Bipolar Disorder.  It is possible that intolerance of uncertainty will affect one’s 

ability to engage socially, which in turn could reduce feelings of belonginess.  This study will 

investigate the relationship between intolerance of uncertainty and thwarted belongingness in 

people with a diagnosis of Bipolar Disorder. 

Method 

169 individuals who self-reported a Bipolar Disorder diagnosis took part in an online survey.  

Linear regression was used to ascertain the relationship between intolerance of uncertainty 

and thwarted belongingness, after controlling for other confounding variables. 

Results 

Intolerance of uncertainty (part= .263) and experiencing a current mood episode (part= .256) 

were found to be significantly associated with thwarted belongingness, over and above the 

impact of depression, stigma and being prescribed medication for Bipolar Disorder. 

Conclusions 

Intolerance of uncertainty is relevant to belongingness in people with a diagnosis of Bipolar 

Disorder.  Interventions which tackle intolerance of uncertainty, may be helpful in addressing 

thwarted belongingness.  Recommendations for future research are made as findings indicate 

more research is required. 
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Thwarted Belongingness and Intolerance of Uncertainty in Individuals with a Diagnosis 

of Bipolar Disorder 

Belongingness, or a sense of belonging, refers to the sense that one is part of a valued 

group and the feeling of being connected to others.  It is defined by Hagerty et al. (1992) as 

“an experience of personal involvement in a system or environment so that persons feel 

themselves to be an integral part of that system or environment”.   

The belongingness hypothesis (Baumeister & Leary, 1995) states that individuals 

have a desire to form interpersonal relationships, and that threats to one’s sense of belonging 

can elicit negative emotions.  According to Maslow’s Hierarchy of Needs (1968), love and 

belonging are fundamental needs which humans are motivated to achieve, and it is thought 

that a desire to be accepted by others influences thoughts, emotions and behaviours 

(Baumeister & Tice, 1990; Leary, 1990).  Baumeister and Tice’s (1990) social exclusion 

theory of anxiety posits that a primary cause of anxiety is perceived exclusion from social 

groups, as social exclusion is an innate fear.  Meaning that as humans, we are prone to a fear 

response, when our connection to social groups is threatened.  The fear is suggested to trace 

back to socioanalytic theory (Hogan, 1982) and the idea that membership to a tribe would 

increase chances of survival.  In short, the social exclusion theory of anxiety is based on the 

following propositions; humans possess a fundamental motive to avoid exclusion from social 

groups, much social behaviours reflect attempts to maintain inclusion, and that perception of 

social exclusion leads to negative affective states.   

Baumeister and Tice (1990) suggest that anxiety does not result from chronic 

exclusion, but is rather an emotional response to the threat of exclusion.  Although 

Baumeister and Tice (1990) also suggest that exclusion can make one vulnerable to increased 

anxiety, due to lack of connections providing comfort in times of distress.  Leary (1990) 
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develops these ideas further, based on the aforementioned propositions, to consider affective 

reactions to exclusion outside of anxiety, suggesting social anxiety (i.e. a motivation to 

achieve inclusion but lack of confidence in one’s ability to do so), loneliness, jealousy and 

depression can all result from social exclusion.  Furthermore, although the social exclusion 

theory of anxiety states that lack of belonging is a primary cause of anxiety, it is thought that 

anxiety itself is a heterogenous concept (Baumeister & Tice, 1990), impacted upon by many 

factors, one of which could be social exclusion. 

Conversely, there appears to be a buffering effect of social inclusion on negative 

emotions.  There are two principal models used to understand how social support impacts 

wellbeing, introduced by Cohen and Wills (1985); the buffering hypothesis and the main-

effect model.  The buffering hypothesis tells us that social support can act as a protective 

factor against the negative psychological impact of stressful events, whereas the main-effect 

model states social support has a beneficial impact on wellbeing regardless of whether 

someone is experiencing stress.  Although these models present conflicting information on 

the role of social support, there is empirical evidence to support the relevance of both models 

(Cohen & Wills, 1985) and that they represent different processes by which social support 

impacts wellbeing.  Irrespective of the process, the influence of connection to others on 

wellbeing is clear from the literature; whether that be in regards to social support (Harandi et 

al., 2017), social exclusion or a sense of belonging (Sargent et al., 2002; Torgerson et al., 

2018; Treichler & Luckstead, 2018).  

An example of the importance of belonging in wellbeing which is particularly 

relevant to this study is the relationship between belongingness and suicide, illustrated by 

Joiner’s Interpersonal-Psychological Theory of Suicidal Behaviour (IPTS) (Joiner, 2005).   
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The Interpersonal-Psychological Theory of Suicidal Behaviour 

The IPTS states that in order for someone to die by suicide, that they must have the 

desire and ability to do so (Joiner, 2005).  The acquired capability for suicide is said to result 

from recurrent exposure and therefore habituation to painful or fearful experiences (e.g. 

previous suicide attempts or self-harm, a history of suicide in the family or childhood 

maltreatment) and so a cumulative tolerance for such pain.   The desire for suicide is thought 

to result from the simultaneous experience of two interpersonal, psychological states; 

perceived burdensomeness and thwarted belongingness.  Perceived burdensomeness refers to 

the perception that one’s existence itself is a burden to others and/or society.  Thwarted 

belongingness is feeling alienated from valued social groups and is a construct of interest in 

the current study.   

The IPTS as a model for predicting suicidal behaviour is supported in research 

literature (Ribeiro & Joiner, 2009) and is the theoretical model upon which this study is 

based.  Although at present there is more evidence to support perceived burdensomeness as a 

predictor for suicidal behaviour, than thwarted belongingness (Van Orden et al., 2008; Hill & 

Pettit, 2012), there still exists a wealth of evidence to support thwarted belongingness as a 

risk factor, as illustrated in a review by Van Orden et al. (2010).  It also appears from the 

literature that thwarted belongingness is an underlying mechanism which can explain the link 

between other factors and suicide.  For example, in a sample of veterans, Rogers et al. (2017) 

found that thwarted belongingness explained the link between anger and risk of suicide.  

Similarly, there is evidence that thwarted belongingness explains the link between suicide 

and insomnia (Chu et al., 2017), grief (Hill et al., 2018) and alcohol related problems (Lamis 

& Malone, 2011) in various populations.  It is thought that thwarted belongingness has two 

components; loneliness and the absence of reciprocal care, and that this can lead to a desire 
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for suicide.  According to the IPTS, thwarted belongingness is not a static trait, but a dynamic 

cognitive-affective state which is impacted upon by both interpersonal (e.g. number of people 

in one’s social circle or a tendency to perceive others as rejecting) and intrapersonal factors 

(e.g. one’s emotional state such as low mood). 

The relationship between belongingness and suicidal behaviours is a particularly 

important issue for individuals with a diagnosis of bipolar disorder (BD), as they are thought 

to be at high risk of both self-harm (Singhal, Ross, Seminog, Hawton & Goldacre, 2014) and 

suicide (Eroglu, Karakus & Tamam, 2013; Goodwin & Jamison, 2007).  There are very few 

studies which have examined the IPTS in relation to BD.  However, one study by Silva et al. 

(2015) looked at IPTS constructs and their relevance to several psychiatric diagnoses, 

including BD.  This study found that having a diagnosis of BD (along with depression and 

borderline personality disorder) was associated with feelings of thwarted belongingness and 

perceived burdensomeness, suggesting that such individuals are at a greater risk of suicide.  

Silva et al. suggest that this is due to certain diagnoses (including BD) being associated with 

social withdrawal or dependence on others, further highlighting the importance of the IPTS 

for people with a BD diagnosis. 

Understanding Bipolar Disorder 

BD is characterised as instability or changes in mood, ranging from very low mood to 

very high mood.  Low mood in BD is understood in the same way as unipolar depression and 

involves periods of extreme sadness, loss of enjoyment in activities and often suicidality 

(Rihmer, 2001).  According to the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5) (American Psychiatric Association, 1994), BD differs from unipolar depression in 

that people also experience periods of high mood, known as mania or hypomania.  Mania can 

be understood as euphoric or irritable mood alongside an increase in energy.  Other common 
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features of mania include reduced need for sleep, impulsivity, hallucinations and delusions. 

These symptoms lead to a marked change in a person’s usual behaviour and cause significant 

impairment in functioning.  Hypomania is defined in a similar way to mania yet is thought to 

cause less significant impairment to a person’s functioning (Strakowski, 2014). 

Psychological Models of Bipolar Disorder 

BD has long been regarded as having biological or genetic causes and there is 

evidence to support this (Goodwin and Jamison, 1990), leading to mostly pharmacological 

treatment.  However more recently, psychological models have been proposed to explain how 

psychosocial factors may have implications for people with a diagnosis of BD.  This shift can 

in part be attributed the proven efficacy of psychological treatments (alongside medication), 

as well as the apparent comorbidity of mental health difficulties which people with a BD 

diagnosis experience (Leahy, 2007).  It has since been suggested that stress can trigger BD 

episodes and relapses (Brietzke et al., 2012) and there is evidence that certain life events can 

increase the risk of BD episodes (Alloy et al., 2005; Johnson & Roberts, 1985).  

The Stress-Diathesis Model aims to understand the interplay of both the genetic and 

psychosocial factors contributing to mental health difficulties.  The model was initially 

developed in relation to schizophrenia (Nuechterlein & Dawson, 1984), but has since been 

applied to many mental health diagnoses, including BD.  This model tells us that the amount 

of stress needed to trigger an episode of mental ill-health varies between individuals.  Some 

people are more vulnerable to developing mental health difficulties and so require less stress 

to trigger these problems. However, this model has been criticised as being lacking in its 

ability to explain the role of stress within mental health difficulties, particularly as there is a 

lack of evidence for a linear relationship between experiences of stress and psychopathology 

(Brietzke et al., 2012). 
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We must also consider the evidence for the role of the circadian system, as evidence 

tells us disruptions to these rhythms can act as a vulnerability factor for BD (Goodwin & 

Jamison, 1990).  Although disruptions in circadian rhythms are likely influenced by genetics, 

it has been suggested that certain stressors (including interpersonal and environmental 

stressors) which lead to poor sleep can also cause rhythm instability, leading to an increase in 

experiences associated with a BD episode (Jones, 2001).  These ideas are supported in a 

study by Harvey et al. (2016) investigating treatment for insomnia in people with a BD 

diagnosis, which was found to be associated with a reduced risk of relapse. 

Psychological Therapeutic Approaches to Bipolar Disorder 

In this section will be a brief overview of the available psychotherapies for people 

with a BD diagnosis and their current evidence base. 

Psychoeducational Interventions 

Psychoeducational interventions aim to educate individuals about their diagnosis to 

increase understanding of symptoms or warning signs and aid self-management.  This can be 

done one-to-one with clients, in a group or as a family intervention.  There is limited research 

(and so evidence) in regards to the efficacy of individual psychoeducation.  One study 

reported fewer mania relapses and longer times between relapses in those who received such 

an intervention, as well as better social and work-related functioning, however these benefits 

did not extend to depressive symptoms (Perry, 1999).  Similarly, the evidence base for the 

benefits of family psychoeducation is limited (Smith, Jones & Simpson, 2010). Jones (2004) 

suggests this lack of evidence may be due to methodological issues in research and a lack of 

BD appropriate outcome measures.  That said, there is evidence that psychoeducation can 

increase knowledge of the benefits of medication and so improved adherence to 
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pharmacological treatment, which in turn can have positive, long term effects for people with 

a BD diagnosis (Bond & Anderson, 2015).  Watson and Dodd (2017) also found that 

psychoeducation delayed time until relapse in comparison to a peer support group.  These 

findings suggest a potential benefit of psychoeducation, however more research is needed to 

reach a consensus. 

Cognitive Behavioural Therapy 

Cognitive Behavioural Therapy (CBT) has a substantial evidence base for use with 

individuals experiencing depression and more recently the application of CBT to BD has 

been investigated.  The concept of CBT interventions for BD does not drastically differ from 

CBT for depression, focussing on thinking errors and cognitive distortions, whether that be 

during negative mood states or mania.  A 2017 meta-analysis of randomised-controlled trials 

investigating CBT for BD (Chiang et al., 2017) showed that CBT does indeed appear to have 

benefits for people with a BD diagnosis; reducing low mood and mania severity, reduced 

relapse rates and improved psychosocial functioning.  Interestingly, this review also found 

that sessions of 90 minutes or more had better outcomes for individuals with BD Type I, 

which is attributed to the ability to develop a stronger therapeutic relationship.  A 

randomised-controlled trial by Scott et al. (2006) highlighted the complexity of using CBT in 

BD, as their findings suggested that CBT is possibly only helpful for those with less frequent 

recurring mood episodes.  They state that this subgroup of individuals are likely a minority of 

those presenting to mental health services, which could have implications for the 

appropriateness of CBT for the ‘more complex’ majority. 

Interpersonal and Social Rhythm Therapy 
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Interpersonal and Social Rhythm Therapy (IPSRT) (Frank, Swartz & Boland, 2007) 

was developed specifically for people with a BD diagnosis and is based in interpersonal 

therapy (IPT) (Klerman, Weissman & Rounsaville, 1984).  As in IPT, IPSRT focuses on 

improving interpersonal relationships and functioning within one’s social roles, whilst also 

supporting individuals to use structure and routine in their everyday life to maintain stability 

(e.g. regular wake times, meals and consistent adherence to medication).  The importance of 

structure comes from our understanding of how disrupted circadian rhythms can have 

implications for mood and functioning for people with a BD diagnosis, IPSRT aims to 

regulate these rhythms.  It also aims to improve understanding of events which may disrupt 

rhythms and how best to manage these (Frank et al., 2007). 

The efficacy of IPSRT has limited research evidence in regard to beneficial outcomes 

for people with a BD diagnosis (Steardo et al., 2020), although the evidence we do have is 

promising.  For example, IPSRT has been found to be associated with delayed relapse 

episodes and increased regularity of social rhythms (Frank et al., 2005).  Furthermore, 

Steardo et al. (2020) found that participants receiving an IPSRT intervention showed 

improvements in symptoms of anxiety, depression and mania, psychosocial functioning, and 

response of medication. However, research findings are not unanimous.  Crowe et al. (2020) 

found that IPSRT was associated with improved overall functioning, and yet even when used 

alongside medication, did not decrease mood episode relapses.  Similarly, a recent meta-

analysis of IPSRT for people with a BD diagnosis (Lam & Chung, 2021) found that although 

improved functioning was an outcome of the intervention, it did not improve symptomology.   

Recently, Social Rhythm Therapy has been developed to incorporate the key aspects 

of IPSRT into a short, simple intervention which can easily be used in clinical practice 
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(Crowe, Inder, Swartz, Murray & Porter, 2020), however this is yet to be trialled for its 

effectiveness. 

As shown above, although strides have been made recently in the development of 

psychological interventions for BD with promising results, these remain underdeveloped and 

there is no definitive answer as to their effectiveness.  In order to address this, it may be 

helpful to take a less typical view of BD and consider the common clinical experiences for 

people with this diagnosis. 

Sense of Belonging for Individuals with a Bipolar Disorder Diagnosis 

A study by Taylor et al. (2016) suggested that individuals with a BD diagnosis may be 

susceptible to feelings of thwarted belongingness.  They hypothesise characteristics of this 

diagnosis could reduce a sense of belonging, for example, aggression, impulsivity and risky 

behaviours.  Considering the evidence that individuals with a BD diagnosis are a highly-

stigmatised group (Hawke, Parikh & Michalak, 2013), we could also hypothesise this could 

reduce one’s sense of belonging, a point discussed in detail below.  That said, we should also 

consider that people could develop a sense of belonging within stigmatised or marginalised 

groups.  Although there is no available research on this which is specifically relevant to 

people with a BD diagnosis, it has been documented that belonging within stigmatised groups 

can develop for people with a dual diagnosis (Blank, Finlay & Prior, 2016) and in black 

students living in America (Hunter, Case & Harvey, 2016), which could extend to other 

stigmatised groups, such as people with a BD diagnosis. 

There is some evidence that feelings of thwarted belongingness in individuals with a 

BD diagnosis could be related with compromised relationships (Greenberg, Rosenblum, 

McInnis & Muzik, 2014), meaning that people with a BD diagnosis tend to experience 
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difficulties with family, marital, work and other social relationships across their lifetime 

(Robb et al., 1997).  Greenberg et al.’s review noted that individuals with a BD diagnosis 

frequently reported insecure attachment styles in adult relationships, experienced lower levels 

of social support and that reduced support is associated with adverse outcomes, such as 

increased symptom severity and impairment.  Greenberg et al. also criticise the available 

literature due to lack of controlling for current mood state, as this may impact one’s perceived 

level of social support.  In spite of the important role that belonging plays as a candidate 

predictor of significant negative outcomes for people with BD diagnosis, there are few 

studies about the experience of belongingness in this population. 

Anxiety and Intolerance of Uncertainty in Bipolar Disorder 

As mentioned, there is evidence for a relationship between anxiety and belonging.  

However, this relationship has not been studied in relation to BD.  High levels of anxiety are 

a prevalent experience in individuals with a BD diagnosis.  Research by Kessler et al. (1997) 

found that 93% of individuals meeting the diagnostic criteria for a bipolar diagnosis in their 

lifetime, also met the criteria for a lifetime anxiety disorder diagnosis, compared to 25% in 

the general population.   Furthermore, a recent review of the comorbid diagnosis of BD and 

anxiety found that at least half of individuals with a BD diagnosis are likely to develop an 

anxiety disorder within their lifetime (Spoorthy, Chakrabarti & Grover, 2019).  Considering 

this, and the clear link between belonging and anxiety, research should address this 

relationship for people with a BD diagnosis specifically. 

Anxiety can be conceptualised and understood in different ways.  For example, 

according to Beck’s cognitive model of anxiety (Beck, Emery & Greenberg, 1985) states that 

there are three core concepts resulting in anxiety; negative schemas about the world (i.e. that 

the world is a dangerous place), negative automatic thoughts (e.g. that one cannot cope or that 
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other people cannot be trusted) and biases in thinking styles (e.g. catastrophising or jumping 

to conclusions).  In this model it is proposed that individuals who experience anxiety tend to 

selectively attend to threat based information.  Or more recently, the meta-cognitive model 

(Wells, 1995) has been used to understand anxiety and worry in relation to Generalised 

Anxiety Disorder.  The meta-cognitive model states that not only do anxious individuals fear 

external events, but posits that ‘type 2’ worry also exists, where people regard anxiety (or 

worry) as uncontrollable and harmful, which can further increase anxiety.  In this study, we 

are using the construct of Intolerance of Uncertainty (IU) to conceptualise anxiety.  IU 

compliments previous cognitive models of anxiety and furthers our understanding of the 

mechanisms involved. IU is described as a dispositional characteristic which rises from a set 

of negative beliefs about uncertainty and its implications (i.e. uncertainty is distressing and 

unexpected events should be avoided).  IU is thought to be key to the development and 

maintenance of anxiety (Dugas & Robichaud, 2006), as well as the distress associated with 

multiple psychiatric diagnoses (Boswell et al., 2013). To date, there is very little research into 

the role of IU for people with a diagnosis of BD and the current study will seek to address 

this.  A recently published paper by Şen and Yildizhan (2020), which to our knowledge is the 

first to explore the concept of IU in the context of BD, concluded that individuals with a BD 

diagnosis who exhibit high levels of IU (alongside anxious attachment styles and increased 

levels of disability), could be at increased risk of suicide.  Considering these findings, it is 

clearly important to further our understanding in regards to the experience of IU for people 

with a BD diagnosis. 

The Relationship Between Belonging and Intolerance of Uncertainty 

It is thought that individuals who are intolerant of uncertainty are more likely to 

experience worry when presented with uncertainty (Ladouceur, Gosselin, & Dugas, 2000).  
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Research into IU and social anxiety tells us that as social situations are inherently uncertain, 

such situations may cause individuals who are intolerant of uncertainty to feel anxious (Katz, 

Rector & Laposa, 2017).  From this, we could infer that if an individual is intolerant of 

uncertainty, they may withdraw socially and that in turn, reduced social functioning could 

result in feelings of thwarted belongingness.  In other words, an individual’s ability to tolerate 

uncertainty may impact their perception of belongingness.  However at present, there is an 

absence of research into IU for individuals with a BD diagnosis. 

There is also evidence in psychosis literature which could help us to understand how 

IU impacts a person’s sense of belonging.  There is evidence that IU is related to a jumping to 

conclusions reasoning style (i.e. individuals make hasty decisions based on limited 

information) (Broome et al., 2007; Freeman et al., 2014), although there is some conflicting 

evidence for this relationship (Dudley et al., 2011).  In turn, jumping to conclusions has been 

shown to contribute to persecutory delusions (Peters & Garety, 2006) and IU has been found 

to be associated with paranoia (Lebert et al., 2021).  This could be relevant to belongingness, 

as we could logically assume that feeling persecuted and paranoid would impact both a 

person’s ability to engage in interpersonal interactions and their sense of belonging (i.e. 

feeling valued or cared for).  We must use this information with caution when applying it to a 

BD population, as this was not the target population of these studies, however these findings 

may be applicable to an extent, as psychotic experiences are often reported by people with a 

BD diagnosis (Goodwin and Jamison, 1990).   

The Impact of Stigma on Belonging 

Another important factor that could be related with belonging in this population is that 

of stigma, as individuals with a BD diagnosis often report stigmatisation as a result of their 

diagnosis (Hawke et al., 2013).  Wastler et al. (2019) found that in veterans with a serious 



2-15 
 

 

 

mental illness, internalised stigma and thwarted belongingness interact to increase risk of 

suicide, whilst Treichler and Luckstead (2018) found that a sense of belongingness can 

protect against internalised stigma in adults with a serious mental illness.  These studies 

recruited participants with a diagnosis of a “serious mental illness”, including BD.   

Psychological interventions for individuals with a BD diagnosis are underdeveloped 

(Jones et al., 2018; Oud et al, 2016), making this a challenging clinical issue.  As argued, 

there is evidence to suggest that both belongingness and IU could contribute to negative 

outcomes for individuals with a diagnosis of BD, as well as indirect evidence that the two 

constructs could be related.  However, there is no research into the experience of 

belongingness and IU in individuals with a diagnosis of BD.   

In order to address this, we will explore the relationship between belongingness and 

IU, after controlling for the effect of other relevant factors such stigma and current mood 

state in the context of BD.  In doing so, we can investigate the highly prevalent clinical 

experience of anxiety in people with a BD diagnosis (conceptualised as IU), and how this 

might relate to belongingness (which is considered a risk factor for suicide according to the 

IPTS).  We hypothesise that participants who report higher intolerance of uncertainty will 

report higher levels of thwarted belongingness.  If a relationship exists between these two 

factors over and above other confounders, and for example one’s ability to tolerate 

uncertainty is related to one’s sense of belongingness, this could benefit practice in clinical 

psychology, as evidence-based interventions targeting IU are readily available (Robichaud & 

Dugas, 2006).  In turn, this could reduce the negative, sometimes devastating outcomes such 

as suicide, currently associated with thwarted belongingness and improve quality of life for 

individuals with a BD diagnosis. 

Methods 
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Participants 

Participants were 169 English speaking individuals aged 18+, self-reporting a BD 

diagnosis, who may or may not have been currently engaging with mental health services.  

Current mood state (i.e. depressive or (hypo)manic mood states) was not used as an exclusion 

criterion, however this was measured using mood questionnaires to allow its impact to be 

accounted for during analyses.  Participants were recruited between January 2021 and August 

2021. 

Recruitment 

Recruitment used convenience sampling and took place online, via relevant 

organisations and/or support groups from English speaking countries (i.e. UK, North 

America, Canada, New Zealand and Australia).  These organisations were contacted directly, 

provided with details of the study, using a poster and participant information sheet and the 

researcher requested they disseminate details of the study to any members who would be 

interested in taking part.  Any interested parties were provided with researcher contact details 

to register their interest or ask questions and were sent an email invitation to complete the 

study, containing a link to the REDCap survey site (Patridge & Bardyn, 2018) (REDCap was 

the system used to collect survey data).  The link to the study was also circulated using a 

poster, via professional accounts on Twitter and Facebook.  

Of the 169 people who clicked on the link to the survey, 132 consented to participate.  

Four people did not start the survey (i.e. completed less than one questionnaire) and 26 did 

not complete the survey (i.e. left one or more questionnaires incomplete), meaning that 102 

participants completed the full survey. 

Design 
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A cross-sectional study design was employed.  Questionnaires were used to ascertain 

levels of belongingness, IU and stigma reported by each participant, as well as current mood 

state.  Instruments used in this study are outlined below.  All reported values regarding 

reliability are values for Cronbach’s α. 

Materials  

Demographic Questionnaire.  A demographic questionnaire was used to establish 

population characteristics and other relevant data (Sicilia et al., 2020).  Participants were 

asked to provide details on their age, gender, sexual orientation, ethnicity, country of 

residence, employment status, current living situation and diagnosis.  Within this section was 

a question asking participants if they were currently feeling very high or very low in mood, to 

establish whether participants felt they were experiencing a mood episode at the time of 

completion.  This was a single item question which participants were invited to answer yes or 

no to.  As a single question is not a validated measure of mood, however it has been used in 

previous studies (Sicilia et al., 2020; Lukacs et al., 2021).  Furthermore, The 7 Up 7 Down 

Inventory (Youngstrom, Murray, Johnson & Findling, 2013), which is a validated measure, 

also asked participants about their mood over the last two weeks. 

Interpersonal Needs Questionnaire.  Belongingness was measured using the 

Belongingness subscale from The Interpersonal Needs Questionnaire (INQ) (Van Orden et 

al., 2012), which contains items such as “These days people care about me” and “These days, 

I often feel like an outsider in social gatherings”.  This subscale is composed of 10 items from 

a pool of the 25-item self-report assessment, designed specifically to measure perceived 

belongingness and burdensomeness.  This subscale has been shown to have good internal 

consistency (.88) (Hill et al., 2015).  The items used in this study were taken from the 

belonging subscale only.  For this reason, a second measure of belongingness was used to 



2-18 
 

 

 

evaluate the convergent validity of the INQ subscale.  In the sample for this study, 

Cronbach’s α for the INQ belongingness subscale was good at .85. 

The Sense of Belongingness Instrument- Psychological State.  The Sense of 

Belongingness Instrument- Psychological State (SOBI-P) (Hagerty & Patusky, 1995) was 

used to measure belongingness (alongside the 10-items taken from the INQ) and contains 

items such as “I could disappear for days and it wouldn't matter to my family” and “I would 

describe myself as a misfit in most social situations”.  The SOBI-P has been shown to have 

excellent internal consistency (.93) and good test-retest reliability (.84) when used with a 

clinical population (Hagerty & Patusky, 1995).  In the sample for this study, Cronbach’s α for 

the SOBI-P was .94. 

The Intolerance of Uncertainty Scale.  Intolerance of uncertainty was measured 

using 12-item The Intolerance of Uncertainty Scale Short Form (IUS-12) (Carleton, Norton, 

& Asmundson, 2007a) and contains items such as “Uncertainty keeps me from living a full 

life” and “Unforeseen events upset me greatly”.  This is an abbreviated version of the 27-item 

Intolerance of Uncertainty Scale (Freeston, Rhéaume, Letarte, Dugas, & Ladouceur, 1994).  

This has been found to have excellent internal consistency (.91) and good test-retest 

reliability (.74) (Freeston et al., 1994).  In the sample for this study, Cronbach’s α for the 

IUS-12 was excellent at .92. 

The Inventory of Stigmatising Experiences.  The Inventory of Stigmatising 

Experiences (ISE) was used to measure stigma experiences participants (Stuart, Milev & 

Koller, 2005).  This instrument is comprised of two subscales, the Stigma Experiences Scale 

which contains items such as “Do you think that people think less of you if they know you 

have a mental illness?”, and the Stigma Impact Scale, which asks how much stigma has 

affected different areas of a person’s life such as family relations or self-esteem.  This 

measure has shown strong reliability (.83 for the Stigma Experiences Scale and .91 for the 
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Stigma Impact Scale) and has been used to measure stigma in individuals with a diagnosis of 

Bipolar Disorder (Thomé et al., 2012).  In the sample for this study, Cronbach’s α for the 

Stigma Experiences Scale was .79 and for Stigma Impact Scale was .90. 

The 7 Up 7 Down Inventory.  The 7 Up 7 Down Inventory (Youngstrom, Murray, 

Johnson & Findling, 2013) was used to measure mood over the two weeks prior to 

participation.  This is a brief 14-item measure of manic and depressive symptoms taken from 

the full 78-item General Behaviour Inventory (Depue et al., 1981).  It is separated into two 

subscales; the ‘7 Up’ which measures (hypo)manic tendencies and contains items such as 

“Have there been times lasting several days or more when you felt you must have lots of 

excitement, and you actually did a lot of new or different things?” and the ‘7 Down’ which 

measures depressive tendencies and contains items such as “Have there been several days or 

more when you were so sad that it was quite painful or you felt that you couldn’t stand it?”. 

This measure has been shown to have excellent reliability (.83 for the mania items and .95 for 

depression items) and strong validity across multiple samples (Youngstrom et al., 2013).  In 

the sample for this study, Cronbach’s α for the 7 Up and 7 Down was excellent at .91 and .96 

respectively. 

Procedure 

On following the link to the survey, participants were presented with a participant 

information sheet and asked to electronically sign a consent form if they wished to take part.  

Once participants had consented to take part they were asked to complete six online 

questionnaires in the following order; demographic questionnaire, 7 Up 7 Down Inventory, 

10-item belongingness scale from the INQ, SOBI-P, IUS-12 and the ISE.  Participation in the 

study took approximately 20 minutes.  Following the completion of the questionnaires, 

debrief information was provided to participants, alongside contact details for both the 
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researcher and sources of support relevant to their country of residence, should they have felt 

distressed following their participation.  Questionnaire responses were downloaded from 

REDCap by the researcher and stored anonymously on the secure Lancaster University 

server. 

Statistical Analysis 

All statistical analysis was carried out using IMB SPSS 26.0 software.  Cronbach’s 

alpha was calculated for each of the scales used, in order to determine their internal 

consistency (reliability).  All analyses were adequately powered following an a priori power 

calculation, which identified that in order to detect a medium effect size in a linear regression 

with up to six predictors, with a power of .80 and probability of p=.05, a minimum sample 

size of 98 was required.    

Descriptive statistics and frequencies were used to conduct exploratory analyses to 

provide characteristics of the sample, as well as to identify any influential cases or patterns of 

missing data.  In regards to missing data, analyses were conducted using only participants 

who had completed the main survey items (i.e. INQ belongingness subscale, SOBI-P and 

IUS).  Demographic comparisons were made between those who had (completers, n=102) 

and had not completed the main questionnaires (non-completers, n=30).  Correlation analyses 

were conducted to examine the associations between clinical and demographics variables, to 

inform the final regression model. 

To answer the main research question, a linear regression analysis was conducted to 

test the relationship between thwarted belongingness and IU, after controlling for the effect of 

stigma and low mood, as well as the demographic variables identified in subsidiary 
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correlational analyses; whether participants were prescribed medication for BD and whether 

or not they reported experiencing a current mood episode. 

Results 

Sample Demographic and Clinical Characteristics 

A total of 169 participants initiated the questionnaire, 132 consented to take part and 

128 of these completed at least the demographics section.  Of these 128 individuals, 102 were 

used as the final sample, as these participants had completed the main questionnaires in 

relation to our research question.  When comparing completers and non-completers in terms 

of age, no significant differences were found; t(118) = -1.559, p = .122.  Similarly, no 

significant differences were found in terms of gender; χ2(1, N=102)= .401, p= .527, or level 

of education; χ2(3, N=102)= 2.172, p= .538, for these two groups.  Demographic and clinical 

characteristics of the final sample are presented in Table 1.  In summary, the mean age of 

participants was 35.35, and the majority of the sample were female (82.4%), white (89.2%), 

heterosexual (70.6%), cisgender (98%) and living in the United Kingdom (87.3%).   

Correlational analyses were conducted to identify which demographic (Table 2) and 

clinical variables (Table 3) were associated with the dependent variable, thwarted 

belongingness.  Six variables were found to be correlated with thwarted belongingness; 

current mood episode (i.e. whether or not participants reported feeling currently very high or 

very low in mood) (r= -.49, p< .01), medication (i.e. whether not participants were prescribed 

medication for BD) (r= -.27, p< .01), IUS-12 score (r= .44, p< .01), SOBI-P score (r= .77, p< 

.01), SES score (r= .34, p< .01) and 7 Down score (r= .36, p< .01).   

To explore our main research question, a linear regression analysis was conducted 

with thwarted belongingness as the dependent variable (i.e. the total summed score on the 
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INQ belongingness subscale) (Table 4).  The model also included potential confounding 

variables, which were identified as being correlated with thwarted belongingness in prior 

analysis.  SOBI-P was not included in the model as this was used to evaluate the convergent 

validity of the INQ belongingness subscale.  A regression model using the SOBI-P as the 

dependent variable was used to replicate findings of the model using the INQ belongingness 

subscale as the dependent variable. 

The final, most stringent regression model (with the INQ as the dependent variable) 

was significant (F(5,94)= 11.51, p< .05, R2 = .38).  The findings indicate that depression, 

stigma experiences, intolerance of uncertainty, medication and current mood state 

collectively accounted for 38% of variance in thwarted belongingness. Intolerance of 

uncertainty (part= .263) and current mood episode (part= .256) were found to be significant 

predictors of thwarted belongingness (intolerance of uncertainty: b= .236, t= 3.15, p< .05; 

current mood episode: b= 5.26, t= 3.23, p< .05).  This suggests that a unit increase in 

intolerance of uncertainty was associated with a .24 unit increase in thwarted belongingness, 

and a unit increase in current mood episode (i.e. feeling very low or very high in mood at the 

time of participation) was associated with a 5.26 unit increase in thwarted belongingness.  

As a sensitivity analysis, a second regression analysis was conducted using the SOBI-

P as the dependent variable, instead of the INQ (Table 5).  This model was significant 

(F(5,94)= 24.65, p< .05, R2 = .57).  The findings indicate that depression, stigma experiences, 

intolerance of uncertainty, medication and current mood state collectively accounted for 57% 

of variance in thwarted belongingness, 19% more than the previous model. Again, 

intolerance of uncertainty (part= .345) and current mood episode (part= .228) were found to 

be significant predictors of thwarted belongingness (intolerance of uncertainty: b= .428, t= 

5.08, p< .05; current mood episode: b= 6.16, t= 3.37, p< .05), as in the model using the INQ 
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as the dependent variable, alongside depression (7 Down score; part= .181; b= .456, t= 2.67, 

p< .05).   

Discussion 

The current study aimed to investigate the relationship between intolerance of 

uncertainty and thwarted belongingness amongst people with a BD diagnosis, to ascertain 

whether individuals within this population who are intolerant of uncertainty, experience 

thwarted belongingness.  The results of the regression analysis, in which intolerance of 

uncertainty and experiencing a current mood episode (i.e. very low or very high mood) were 

found to be significant predictors of thwarted belongingness, when the impact of stigma 

experiences, depression and medication was controlled for, support the idea that intolerance 

of uncertainty and one’s sense of belonging are associated.  Overall results are promising and 

appear to support our hypothesis, however it is not possible to infer causality from these 

findings, due to the cross-sectional design of the study.   

To our knowledge, this is the first study to examine the relationship between 

intolerance of uncertainty and belongingness in this group.  Our results suggest there could be 

a social aspect (i.e. affects one’s sense of belonging) to an individual’s experience of 

intolerance of uncertainty.  Research into social anxiety has found that intolerance of 

uncertainty explained a significant amount of variance in severity of social anxiety, which 

supports this idea (Boelen & Reijntjes, 2009; Carleton, Collimore & Asmundson, 2009).  It 

has been suggested that intolerance of uncertainty is central to anxiety (Dugas & Robichaud, 

2006) and that for people who are intolerant of uncertainty, unpredictable situations will lead 

to increased anxiety (Dugas, Gosselin & Ladouceur, 2001).  Furthermore it has been shown 

that inhibitory intolerance of uncertainty (i.e. the inability to act in the face of uncertainty) is 

significantly associated with several factors associated with social anxiety; social interaction, 
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performance anxiety and social avoidance.  Although these studies were conducted in the 

context of social anxiety, which is not our target population, these findings could support our 

hypothesis that people who are intolerant of uncertainty are less likely to engage socially 

(which in turn may impact belonging), particularly as social anxiety has been found to be a 

significant predictor of thwarted belongingness (Davidson et al., 2011).  We should also 

acknowledge the relationship between paranoia and IU (Lebert et al., 2021), as previously 

discussed.  Although this study did not measure paranoia and so definitive conclusions about 

this are not possible in the context of this study, it could be that high IU in relation to 

paranoia could also impact one’s sense of belonging. 

Sociotropy could also be relevant when interpreting the findings of this study.  

Sociotropy refers to a strong need to be cared for and approved of by others and is considered 

a stable personality trait.  According to Beck (1983) people with high levels of sociotropy are 

more dependent on their social connections and view stress on or threats to their interpersonal 

relationships as a major loss and it has been found that high levels of sociotropy are related to 

interpersonal sensitivity (Otani et al., 2012).  As it has been shown that people with a BD 

diagnosis exhibit higher levels of sociotropy than healthy controls (Scott et al., 2000), it could 

be possible that a high level of dependence of others could contribute to feelings of thwarted 

belongingness, if an individual’s social needs are perceived to be unmet.  There is no research 

into the relationship between sociotropy and belongingness in the context of BD, however it 

has been shown that sociotropy is positively correlated with social anxiety and avoidance 

(Fistikci et al., 2015), which tells us that people who are high in sociotropy experience 

anxiety in relation to social situations.  Furthermore, Park and Kim (2019) and found a 

significant interaction between sociotropy and thwarted belongingness in a non-clinical 
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sample of  Korean university students, which supports the idea that sociotropy may play a 

role in one’s sense of belongingness. 

Recently there has been published research on the relationship between intolerance of 

uncertainty and loneliness in relation to the COVID-19 pandemic, with other populations.  

Although the similarities, differences and relationship between loneliness and belongingness 

is not currently well understood (Lim et al., 2021), current evidence suggests that there are 

similarities between the two, as they are both considered to relate to the continuum of social 

connectedness (Mellor et al., 2008).  Furthermore, Lim et al. (2021) proposed a Dual 

Continuum Model of Belonging and Loneliness which provides a framework to understand 

the relationship between the two.  We could therefore, with caution, use this research on 

intolerance of uncertainty and loneliness to further contextualise the findings of the current 

study. For example, Parlapani et al. (2020) found that in Greek older adults, loneliness and 

intolerance of uncertainty were positively correlated (r= .335, p< .01) and that intolerance of 

uncertainty was a significant predictor of loneliness, during the COVID-19 pandemic.  

Furthermore, Rehman et al. (2021) found that in university students, during the pandemic, 

that loneliness mediated the relationship between intolerance of uncertainty and mental 

wellbeing.  In Rehman et al.’s study, it is suggested that loneliness is ‘nourished’ by 

uncertainty, leading to poor mental wellbeing, although the mechanisms behind this are not 

explicated.  These findings provide further evidence that there is an existing relationship 

between intolerance of uncertainty and loneliness (which is thought to exist on the same 

continuum as belongingness).  We should consider the unique challenges brought by a global 

pandemic, which may not apply specifically to people with a BD diagnosis, for example 

increased and unexpected levels of uncertainty generally, or specifically the duration of self-
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isolation or quarantine, which could logically lead to loneliness.  That said, this study was 

conducted in the midst of the COVID-19 pandemic, so could still be relevant to our results.  

Despite the recent considerations of intolerance of uncertainty as a transdiagnostic 

process (Einstein, 2014), it has yet to be studied in detail in regards to people with a BD 

diagnosis, however our results could suggest that this construct is relevant to such 

individuals.  As it is closely related with worry (Dugas, Schwartz & Francis, 2004), 

intolerance of uncertainty was previously thought to be specific to Generalised Anxiety 

Disorder (Sexton et al., 2003), however recent research has found that intolerance of 

uncertainty is relevant to individuals with other psychiatric diagnoses, including Major 

Depressive Disorder and Obsessive Compulsive Disorder (Gentes & Ruscio, 2011).  If we 

consider the high levels of anxiety often reported amongst those with a BD diagnosis (Kessler 

et al., 1997), it seems reasonable to assume that intolerance of uncertainty could also be 

relevant to BD.  A recently published paper (Şen & Yildizhan, 2020), which to our 

knowledge is the first published research to investigate of intolerance of uncertainty in BD, 

found that for people with a BD diagnosis who were considered to be in remission, increased 

intolerance of uncertainty was related with duration of illness, number of previous mood 

episodes and number of previous hospitalisation.  It is possible that IU is associated with 

these factors via traumatic experiences, as research had found that recurrent BD mood 

episodes and hospitalisation experiences are traumatic (Cohen, 1994; Strawn et al., 2010) and 

that traumatic experiences can impact levels of IU (Lytvyn, 2020).  Interestingly, Şen and 

Yildizhan’s study also found a relationship between anxious attachment styles and 

intolerance of uncertainty.  It is thought that people with insecure attachment styles are more 

likely to worry about social relationships and their ability to cope with uncertainty in these 

relationships, as a result of inconsistent care in early life (Wright et al., 2017).  Insecure 
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attachment styles are found more frequently in individuals with a BD diagnosis (Morriss et 

al., 2009) and so this could provide us with a further framework to understand how 

intolerance of uncertainty is relevant to people with a diagnosis of BD.  Considering the role 

that attachment can play in intolerance of uncertainty and thwarted belongingness (Venta et 

al., 2014), understanding the interplay of attachment, intolerance of uncertainty and 

belongingness should be a focus of future research in regards to BD. 

The Impact of Experiencing a Current Mood Episode 

The findings of the current study indicated that alongside intolerance of uncertainty, 

currently experiencing a mood episode (feeling either very high or very low in mood) was 

significantly associated with thwarted belongingness.  This is to be expected, as there is a 

wealth of research showing that depression is related to feelings of thwarted belongingness 

(Anestis, Moberg & Arnau, 2014; Davidson et al., 2011; Silva, Ribeiro & Joiner, 2015).  

More specifically to BD, it has been suggested that symptoms of mania (or hypomania), such 

as impulsivity, aggression, reduced insight and risky behaviours have negative consequences 

such as interpersonal alienation, which could lead to thwarted belongingness (Taylor et al., 

2016).  We  should also consider mixed mood states, as these have been shown to be the 

strongest predictor of suicidal behaviour for individuals with a BD diagnosis (Valtonen et al., 

2008), however the role of thwarted belongingness in this relationship is yet to be 

investigated.  The impact of experiencing a mood episode on thwarted belongingness also has 

clinical importance, particularly considering the increased risk for suicide which is 

experienced by individuals with a BD diagnosis in comparison to both the general population 

and other clinical populations (Eroglu, Karakus & Tamam, 2013) and so should be 

considered when supporting people who are currently experiencing a mood episode. 

Strengths and Limitations 
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This study is not without limitations.  Firstly, the sample contained little diversity in 

terms of location, gender and race.  Although this study recruited participants internationally,  

the majority of our final sample were white females, residing in the UK, which could impact 

the generalisability of our findings to other populations.  We should also consider the lack of 

diversity in terms of sexual orientation and gender identity, as it has been shown that 

members of the LGBTQIA+ community experience increased levels of stigma (Gates, 2013) 

and a lower sense of belongingness, as a result of institutionalised discrimination 

(Concannon, 2008; Meyer, 2003).  Secondly, this study employed a cross-sectional design, 

which precludes the inference of causality. Thirdly, due to funding, time and study design 

restrictions, this study relied on participants self-reporting a BD diagnosis.  Although items 

were included in the final survey, which allowed the authors to evaluate the data in regards to 

the self-reported diagnosis, it is not possible to be certain that all participants met the 

diagnostic criteria for bipolar disorder, which may impact on the validity of our findings.  

Future research should seek to address this by recruiting via clinical services for people with 

an established BD diagnosis.  The timing of this study was also not ideal, in that data was 

collected during the COVID-19 pandemic and so in an unusual and unique context.  As a 

result, our findings should be interpreted with caution, particularly considering how increased 

self-isolation may affect belongingness (Gratz et al., 2020) and high levels of uncertainty in 

regards to the pandemic can affect those who are intolerant of uncertainty (Seco Ferreira et 

al., 2020).  A limitation also exists in the fact that listwise deletion was used to manage 

missing data in this study, rather than approaches such as multiple imputation.  It is possible 

that listwise deletion could lead to bias in the regression analysis.  Therefore, results should 

be interpreted with some caution.  Finally, although suicidality is a key element of the IPTS 

model which we have used to contextualise our research, we did not fully explore or measure 

suicidality.  Measuring suicidality would have enabled us to test the claims of the IPTS and 
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although we believe that issues in which we are interested in are broader than the issue of 

suicidality, this should be considered a limitation and an area for future research.  Despite 

limitations, this study had some strengths.  This study is the first of its kind, in regards to both 

the constructs of interest, and the population.  It therefore furthers our knowledge of both the 

relationship between intolerance of uncertainty and belongingness, and the experiences of 

people with a BD diagnosis.  Furthermore, Cronbach’s alpha for all instruments used ranged 

from good to excellent, supporting their internal consistency.  

Clinical Implications 

Our findings have important clinical implications in regards to potential psychological 

interventions.  As previously discussed, psychological interventions are limited for people 

with BD diagnosis.  Considering the growing evidence for intolerance of uncertainty as a 

transdiagnostic process, it could be that existing interventions which tackle intolerance of 

uncertainty could be of benefit to people with a BD diagnosis.  Furthermore, belongingness is 

widely acknowledged as being related to mental wellbeing (Cajax & Gill, 2017; Morris, 

2021), yet there are currently no interventions which have been evidenced to directly tackle 

thwarted belongingness.  Given the evidence we have found for a relationship between 

intolerance of uncertainty and belongingness, it is possible that interventions targeting 

intolerance of uncertainty, will in turn improve one’s sense of belonging.  This is particularly 

important considering the evidence that interpersonal relationships can improve engagement 

in treatment (Ciechanowski et al., 2001) and relapse prevention (Miklowitz et al., 2005) for 

people with a BD diagnosis, suggesting that interventions which improve one’s sense of 

belonging could lead to other positive outcomes for such individuals. 

Recommendations for Future Research 
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In this study, we hypothesised that intolerance of uncertainty would be associated 

with belongingness in that uncertainty about social situations could lead to withdrawal and so 

an increased sense of thwarted belongingness.  Although the current study found evidence to 

support an existing relationship between the two variables, the mechanisms behind this 

remain unknown.  Future research should seek to address this.  For example, a longitudinal 

design would enable the investigation of causality within this relationship and potentially 

provide evidence that thwarted belongingness is in part caused by intolerance of uncertainty, 

further contributing to our existing knowledge on this topic.  It could also be useful to explore 

the relationships between IU, thwarted belongingness and early experiences (e.g. trauma, 

adversity or attachment disruption), considering the evidence for the association between 

childhood adversity and BD (Palmier-Claus et al., 2016).  Furthermore, exploring the role of 

IU and thwarted belongingness in the context of established models of BD (e.g. Mansell et 

al., 2007) would be useful.  This could allow us to further understand how individuals with a 

BD diagnosis respond to internal processes such as IU and thwarted belongingness and how 

this contributes to their difficulties.  It is possible that qualitative research could be of use, as 

it would enable researchers to gain a deeper understanding of the experiences intolerance of 

uncertainty and belongingness for people with a BD diagnosis (and other populations), the 

narratives of these individuals may shed light on the processes or themes through which these 

two constructs are related. 

As mentioned above, it is possible that interventions targeting intolerance of 

uncertainty would be appropriate for people with a BD diagnosis.  Future research should 

evaluate the efficacy of such interventions for people with a BD diagnosis, to ascertain its 

clinical effectiveness.  Similarly, future research could examine the impact of established 

intolerance of uncertainty interventions on thwarted belongingness. 
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Tables 

Table 1 

Demographic and Clinical Characteristics of the Final Sample 

Variable  

Age, n, Mean(SD), [Range] 97, 35.35(9.85), [19-66] 

Gender, n(%)  

Female 84(82) 

Race, n(%)  

White 91(89) 

Country of residence  

United Kingdom 89(87) 

Sexual Orientation  

Heterosexual 72(70) 

Gender Identity, n(%)  

Same as gender assigned at birth 100(98) 

Employment, n(%)  

Employed 49(48) 

Unemployed 27(27) 

Student 14(14) 

Retired 2(2) 

Education, n(%)  

Secondary school graduate 47(46) 

Undergraduate degree 36(35) 

Master’s degree (or similar) 13(13) 

Other 6(6) 

Relationship status, n(%)  

Single 32(31) 

Ina relationship 35(34) 

Married/civil partnership 27(27) 

Divorced/separated 8(8) 

Living situation, n(%)  

Living alone 16(16) 

Living with partner or spouse 51(50) 

Living with family 24(24) 

Shared accommodation 5(5) 

Homeless 1(1) 

Other 5(5) 

Diagnosis Type, n(%)  

Bipolar Disorder Type 1 24(24) 

Bipolar Disorder Type 2 49(48) 

Bipolar Disorder NOS 27(27) 
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Other 2(2) 

Time since diagnosis, n(%)  

Less than a year 15(15) 

2-5 years 48(47) 

6-10 years 24(24) 

11-15 years 9(9) 

16+ years 6(6) 

Number of BD episodes since diagnosis, n(%)  

0-5 episodes 19(19) 

6-10 episodes 27(27) 

11-20 episodes 21(21) 

20+ episodes 35(34) 

Currently engaging in psychological therapy, 

n(%) 

 

Yes 33(32) 

Currently receiving medication for BD, n(%)  

Yes 90(88) 

Currently experiencing a mood episode, n(%)  

Yes 50(49) 

Co-morbid psychiatric diagnosis, n(%)  

Yes 59(58) 
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Table 2 

Point Biserial Correlations between INQ Score and Demographic Variables 

 
Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 

1. INQ score 1                  

2. Location -.082 1                 

3. Gender -.017 -.290** 1                

4. Sexual orientation .021 -.063 .100 1               

5. Ethnicity -.020 .591** -.095 .025 1              

6. Employment  .161 .045 .099 -.011 .025 1             

7. Relationship status -.122 -.068 .054 -.117 -.127 .022 1            

8. Living situation .027 -.056 -.040 -.192 .025 .051 -.213* 1           

9. Education -.086 -.018 .029 -.096 .002 .156 .059 -.005 1          

10. English as first language -.080 -.589** .072 .104 -.467** -.048 .029 .010 -.026 1         

11. Gender identity .105 -.037 .120 -.109 .041 -.114 .024 .050 -.224* -.025 1        

12. Diagnosis -.064 .158 -.059 -.064 .160 .114 -.059 .015 .081 -.238* -.062 1       

13. Time since diagnosis -.152 .032 -.325** -.125 -.054 -.065 .014 -.026 .073 .074 .060 -.062 1      

14. No. of episodes .158 .047 -.281** .025 -.157 .067 .059 -.053 .111 .109 -.100 .080 .314** 1     

15. Engaging in therapy .097 .052 -.010 -.040 -.077 .105 -.035 .069 .184 -.128 -.204* -.036 -.072 .050 1    

16. Medication .272** -.421** .183 -.028 -.227* .000 .034 .030 .072 .126 -.050 -.060 -.064 .018 .033 1   

17. Current episode .492** -.030 -.005 .107 -.026 -.016 .055 -.109 -.096 -.060 -.001 .001 -.253* .217* .028 .217* 1  

18. Comorbid diagnosis .155 -.123 .021 .197* -.076 .009 -.071 .127 -.071 .204* -.121 -.097 .057 .094 -.131 .027 .132 1 

 

Note: *p<.05 **p<.01 
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Table 3 

 

Correlations between Clinical Variables 

 

 

Variables INQ IUS SIS SES SOBI-P 
Seven 

Up 

Seven 

Down 

INQ 1       

IUS .444** 1      

SIS .062 .193 1     

SES .341** .293** .421** 1    

SOBI-P .769** .577** .161 .465** 1   

Seven Up .055 .151 .043 .158 .157 1  

Seven Down .358** .351** .319** .543** .560** .414** 1 

 
Note: **p<.01 
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Table 4 

Final Regression Model for Variables Predicting Thwarted Belongingness 

Source B SE B β t p 

(Constant) 3.949 3.344  1.181 .241 

Current episode 5.260 1.626 .305 3.236 .002 

Medication 4.314 2.304 .157 1.873 .064 

7 Down  .065 .152 .045 .430 .668 

SES .453 .329 .134 1.378 .172 

IUS .236 .075 .280 3.157 .002 

 

Note: Overall model F(5,94)= 11.51, p< .05, R2 = .38   

 

 

 

Table 5 

Sensitivity Analysis Regression Model for Variables Predicting Sense of Belonging (SOBI-P) 

Source B SE B β t p 

(Constant) 4.867 3.765  1.293 .199 

Current episode 6.164 1.830 .265 3.368 .001 

Medication .779 2.594 .021 .300 .765 

7 Down  .456 .171 .232 2.672 .009 

SES .695 .370 .153 1.879 .063 

IUS .428 .084 .377 5.080 .000 

  

Note: Overall model F(5,94)= 24.65, p< .05, R2 = .57 
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Appendices 

Appendix 2-A 

Journal of Affective Disorders Guide for Authors 

Description 

 

The Journal of Affective Disorders publishes papers concerned with affective disorders in the widest 

sense: depression, mania, anxiety and panic. It is interdisciplinary and aims to bring together 

different approaches for a diverse readership. High quality papers will be accepted dealing with any 

aspect of affective disorders, including biochemistry, pharmacology, endocrinology, genetics, 

statistics, epidemiology, psychodynamics, classification, clinical studies and studies of all types of 

treatment. 

Submission checklist 

You can use this list to carry out a final check of your submission before you send it to the journal for 

review. Please check the relevant section in this Guide for Authors for more details. 

Ensure that the following items are present: 

One author has been designated as the corresponding author with contact details: 

• E-mail address 

• Full postal address 

All necessary files have been uploaded: 

Manuscript: 

• Include keywords 

• All figures (include relevant captions) 

• All tables (including titles, description, footnotes) 

• Ensure all figure and table citations in the text match the files provided 

• Indicate clearly if color should be used for any figures in print 

Author Statement Contributors, Role of the Funding Source and Acknowledgements are mandatory 

and must be retained in the Author Statement (submission file type) under their respective 

headings. 

Graphical Abstracts / Highlights files (where applicable) 

Supplemental files (where applicable) 

Further considerations 

• Manuscript has been 'spell checked' and 'grammar checked' 

• All references mentioned in the Reference List are cited in the text, and vice versa 

• Permission has been obtained for use of copyrighted material from other sources (including the 

Internet) 

• A competing interests statement is provided, even if the authors have no competing interests to 

declare 

• Journal policies detailed in this guide have been reviewed 

• Referee suggestions and contact details provided, based on journal requirements 

For further information, visit our Support Center. 

https://service.elsevier.com/app/home/supporthub/publishing/
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Ethics in publishing 

Please see our information on Ethics in publishing. 

Ethical Considerations 

Authors of reports on human studies, especially those involving placebo, symptom provocation, drug 

discontinuation, or patients with disorders that may impair decision-making capability, should 

consider the ethical issues related to the work presented and include (in the Methods and Materials 

section of their manuscript) detailed information on the informed consent process, including the 

method or methods used to assess the subject's capacity to give informed consent, and safeguards 

included in the study design for protection of human subjects. Specifically, authors should consider 

all ethical issues relevant to their research, and briefly address each of these in their reports. When 

relevant patient follow-up data are available, this should also be reported. Specifically, investigators 

reporting on research involving human subjects or animals must have prior approval from an 

institutional review board. This approval should be mentioned in the methods section of the 

manuscript. In countries where institutional review boards are not available; the authors must 

include a statement that research was conducted in accordance with the Helsinki Declaration as 

revised 1989. All studies involving animals must state that the authors followed the guidelines for 

the use and care of laboratory animals of the author's institution or the National Research Council or 

any national law pertaining to animal research care. 

Declaration of interest 

All authors must disclose any financial and personal relationships with other people or organizations 

that could inappropriately influence (bias) their work. Examples of potential competing interests 

include employment, consultancies, stock ownership, honoraria, paid expert testimony, patent 

applications/registrations, and grants or other funding. Authors must disclose any interests in two 

places: 1. A summary declaration of interest statement in the title page file (if double anonymized) 

or the manuscript file (if single anonymized). If there are no interests to declare then please state 

this: 'Declarations of interest: none'. 2. Detailed disclosures as part of a separate Declaration of 

Interest form, which forms part of the journal's official records. It is important for potential interests 

to be declared in both places and that the information matches. More information. 

Submission Declaration 

Submission of an article implies that the work described has not been published previously (except 

in the form of an abstract, a published lecture or academic thesis, see 'Multiple, redundant or 

concurrent publication' for more information), that it is not under consideration for publication 

elsewhere, that its publication is approved by all authors and tacitly or explicitly by the responsible 

authorities where the work was carried out, and that, if accepted, it will not be published elsewhere 

in the same form, in English or in any other language, including electronically without the written 

consent of the copyright-holder. To verify originality, your article may be checked by the originality 

detection service Crossref Similarity Check. 

Preprints 

Please note that preprints can be shared anywhere at any time, in line with Elsevier's sharing policy. 

Sharing your preprints e.g. on a preprint server will not count as prior publication (see 'Multiple, 

redundant or concurrent publication' for more information). 

Use of inclusive language 

Inclusive language acknowledges diversity, conveys respect to all people, is sensitive to differences, 

and promotes equal opportunities. Content should make no assumptions about the beliefs or 

commitments of any reader; contain nothing which might imply that one individual is superior to 

https://www.elsevier.com/about/policies/publishing-ethics#Authors
https://service.elsevier.com/app/answers/detail/a_id/286/supporthub/publishing/
https://www.elsevier.com/authors/journal-authors/policies-and-ethics
https://www.elsevier.com/authors/journal-authors/policies-and-ethics
https://www.elsevier.com/editors/perk/plagiarism-complaints/plagiarism-detection
https://www.elsevier.com/about/policies/sharing/preprint
https://www.elsevier.com/about/policies/sharing
https://www.elsevier.com/authors/journal-authors/policies-and-ethics
https://www.elsevier.com/authors/journal-authors/policies-and-ethics
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another on the grounds of age, gender, race, ethnicity, culture, sexual orientation, disability or 

health condition; and use inclusive language throughout. Authors should ensure that writing is free 

from bias, stereotypes, slang, reference to dominant culture and/or cultural assumptions. We advise 

to seek gender neutrality by using plural nouns ("clinicians, patients/clients") as default/wherever 

possible to avoid using "he, she," or "he/she." We recommend avoiding the use of descriptors that 

refer to personal attributes such as age, gender, race, ethnicity, culture, sexual orientation, disability 

or health condition unless they are relevant and valid. When coding terminology is used, we 

recommend to avoid offensive or exclusionary terms such as "master", "slave", "blacklist" and 

"whitelist". We suggest using alternatives that are more appropriate and (self-) explanatory such as 

"primary", "secondary", "blocklist" and "allowlist". These guidelines are meant as a point of 

reference to help identify appropriate language but are by no means exhaustive or definitive. 

Contributors 

Each author is required to declare his or her individual contribution to the article: all authors must 

have materially participated in the research and/or article preparation, so roles for all authors 

should be described. The statement that all authors have approved the final article should be true 

and included in the disclosure. 

Changes to authorship 

Authors are expected to consider carefully the list and order of authors before submitting their 

manuscript and provide the definitive list of authors at the time of the original submission. Any 

addition, deletion or rearrangement of author names in the authorship list should be made 

only before the manuscript has been accepted and only if approved by the journal Editor. To request 

such a change, the Editor must receive the following from the corresponding author: (a) the reason 

for the change in author list and (b) written confirmation (e-mail, letter) from all authors that they 

agree with the addition, removal or rearrangement. In the case of addition or removal of authors, 

this includes confirmation from the author being added or removed. 

Only in exceptional circumstances will the Editor consider the addition, deletion or rearrangement of 

authors after the manuscript has been accepted. While the Editor considers the request, publication 

of the manuscript will be suspended. If the manuscript has already been published in an online issue, 

any requests approved by the Editor will result in a corrigendum. 

Article transfer service 

This journal is part of our Article Transfer Service. This means that if the Editor feels your article is 

more suitable in one of our other participating journals, then you may be asked to consider 

transferring the article to one of those. If you agree, your article will be transferred automatically on 

your behalf with no need to reformat. Please note that your article will be reviewed again by the 

new journal. More information. 

Copyright 

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing Agreement' 

(see more information on this). An e-mail will be sent to the corresponding author confirming 

receipt of the manuscript together with a 'Journal Publishing Agreement' form or a link to the online 

version of this agreement. 

Subscribers may reproduce tables of contents or prepare lists of articles including abstracts for 

internal circulation within their institutions. Permission of the Publisher is required for resale or 

distribution outside the institution and for all other derivative works, including compilations and 

translations. If excerpts from other copyrighted works are included, the author(s) must obtain 

https://www.elsevier.com/authors/article-transfer-service
https://www.elsevier.com/about/policies/copyright
https://www.elsevier.com/about/policies/copyright/permissions
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written permission from the copyright owners and credit the source(s) in the article. Elsevier 

has preprinted forms for use by authors in these cases. 

For gold open access articles: Upon acceptance of an article, authors will be asked to complete a 

'License Agreement' (more information). Permitted third party reuse of gold open access articles is 

determined by the author's choice of user license. 

Author rights 

As an author you (or your employer or institution) have certain rights to reuse your work. More 

information. 

Elsevier supports responsible sharing 

Find out how you can share your research published in Elsevier journals. 

Role of the funding source 

You are requested to identify who provided financial support for the conduct of the research and/or 

preparation of the article and to briefly describe the role of the sponsor(s), if any, in study design; in 

the collection, analysis and interpretation of data; in the writing of the report; and in the decision to 

submit the article for publication. If the funding source(s) had no such involvement then this should 

be stated. 

Open access 

Please visit our Open Access page for more information. 

Elsevier Researcher Academy 

Researcher Academy is a free e-learning platform designed to support early and mid-career 

researchers throughout their research journey. The "Learn" environment at Researcher Academy 

offers several interactive modules, webinars, downloadable guides and resources to guide you 

through the process of writing for research and going through peer review. Feel free to use these 

free resources to improve your submission and navigate the publication process with ease. 

Language (usage and editing services) 

Please write your text in good English (American or British usage is accepted, but not a mixture of 

these). Authors who feel their English language manuscript may require editing to eliminate possible 

grammatical or spelling errors and to conform to correct scientific English may wish to use 

the English Language Editing service available from Elsevier's Author Services. 

Submission 

Our online submission system guides you stepwise through the process of entering your article 

details and uploading your files. The system converts your article files to a single PDF file used in the 

peer-review process. Editable files (e.g., Word, LaTeX) are required to typeset your article for final 

publication. All correspondence, including notification of the Editor's decision and requests for 

revision, is sent by e-mail. 

Manuscript Submission 

The Journal of Affective Disorders now proceeds totally online via an electronic submission system. 

Mail submissions will no longer be accepted. By accessing the online submission 

system, https://www.editorialmanager.com/JAFD/default.aspx, you will be guided stepwise through 

the creation and uploading of the various files. When submitting a manuscript online, authors need 

to provide an electronic version of their manuscript and any accompanying figures and tables. 

https://www.elsevier.com/__data/assets/word_doc/0007/98656/Permission-Request-Form.docx
https://www.elsevier.com/about/policies/copyright
https://www.elsevier.com/about/policies/open-access-licenses
https://www.elsevier.com/about/policies/copyright
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The author should select from a list of scientific classifications, which will be used to help the editors 

select reviewers with appropriate expertise, and an article type for their manuscript. Once the 

uploading is done, the system automatically generates an electronic (PDF) proof, which is then used 

for reviewing. All correspondence, including the Editor's decision and request for revisions, will be 

processed through the system and will reach the corresponding author by e-mail. 

Once a manuscript has successfully been submitted via the online submission system authors may 

track the status of their manuscript using the online submission system (details will be provided by 

e-mail). If your manuscript is accepted by the journal, subsequent tracking facilities are available on 

Elsevier's Author Gateway, using the unique reference number provided by Elsevier and 

corresponding author name (details will be provided by e-mail). 

Authors may send queries concerning the submission process or journal procedures to our Editors-

in-Chief 

Paolo Brambilla: paolo.brambilla1@unimi.it or Jair Soares: Jair.C.Soares@uth.tmc.edu. 

Please submit your article via https://www.editorialmanager.com/JAFD/default.aspx. 

Types of Papers 

The Journal primarily publishes: 

Full-Length Research Papers (up to 5000 words, excluding references and up to 6 tables/figures) 

Review Articles and Meta-analyses (up to 8000 words, excluding references and up to 10 

tables/figures) 

Short Communications (up to 2000 words, 20 references, 2 tables/figures) 

Correspondence (up to 1000 words, 10 references, 1 table/figure). 

At the discretion of the accepting Editor-in-Chief, and/or based on reviewer feedback, authors may 

be allowed fewer or more than these guidelines. 

Retraction Policy 

It is a general principle of scholarly communication that the editor of a learned journal is solely and 

independently responsible for deciding which articles submitted to the journal shall be published. In 

making this decision the editor is guided by policies of the journal's editorial board and constrained 

by such legal requirements in force regarding libel, copyright infringement and plagiarism. Although 

electronic methods are available to detect plagiarism and duplicate publications, editors nonetheless 

rely in large part on the integrity of authors to fulfil their responsibilities within the requirements of 

publication ethics and only submit work to which the can rightfully claim authorship and which has 

not previously been published. 

An outcome of this principle is the importance of the scholarly archive as a permanent, historic 

record of the transactions of scholarship. Articles that have been published shall remain extant, 

exact and unaltered as far as is possible. However, very occasionally circumstances may arise where 

an article is published that must later be retracted or even removed. Such actions must not be 

undertaken lightly and can only occur under exceptional circumstances, such as: 

• Article Withdrawal: Only used for Articles in Press which represent early versions of articles and 

sometimes contain errors, or may have been accidentally submitted twice. Occasionally, but less 

frequently, the articles may represent infringements of professional ethical codes, such as multiple 

submission, bogus claims of authorship, plagiarism, fraudulent use of data or the like. • Article 

Retraction: Infringements of professional ethical codes, such as multiple submission, bogus claims of 

authorship, plagiarism, fraudulent use of data or the like. Occasionally a retraction will be used to 

https://www.editorialmanager.com/JAFD/default.aspx
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correct errors in submission or publication. • Article Removal: Legal limitations upon the publisher, 

copyright holder or author(s). • Article Replacement: Identification of false or inaccurate data that, if 

acted upon, would pose a serious health risk. For the full policy and further details, please 

refer https://www.elsevier.com/about/publishing-guidelines/policies/article-withdrawal 

Suggesting reviewers 

Please submit the names and institutional e-mail addresses of several potential reviewers. 

You should not suggest reviewers who are colleagues, or who have co-authored or collaborated with 

you during the last three years. Editors do not invite reviewers who have potential competing 

interests with the authors. Further, in order to provide a broad and balanced assessment of the 

work, and ensure scientific rigor, please suggest diverse candidate reviewers who are located in 

different countries/regions from the author group. Also consider other diversity attributes e.g. 

gender, race and ethnicity, career stage, etc. Finally, you should not include existing members of the 

journal's editorial team, of whom the journal are already aware. 

Note: the editor decides whether or not to invite your suggested reviewers. 

Preparation of Manuscripts 

Articles should be in English. The title page should appear as a separate sheet bearing title (without 

article type), author names and affiliations, and a footnote with the corresponding author's full 

contact information, including address, telephone and fax numbers, and e-mail address (failure to 

include an e-mail address can delay processing of the manuscript). 

Papers should be divided into sections headed by a caption (e.g., Introduction, Methods, Results, 

Discussion). A structured abstract of no more than 250 words should appear on a separate page with 

the following headings and order: Background, Methods, Results, Limitations, Conclusions (which 

should contain a statement about the clinical relevance of the research). A list of three to six key 

words should appear under the abstract. Authors should note that the 'limitations' section both in 

the discussion of the paper AND IN A STRUCTURED ABSTRACT are essential. Failure to include it 

may delay in processing the paper, decision making and final publication. 

Figures and Photographs 

Figures and Photographs of good quality should be submitted online as a separate file. Please use a 

lettering that remains clearly readable even after reduction to about 66%. For every figure or 

photograph, a legend should be provided. All authors wishing to use illustrations already published 

must first obtain the permission of the author and publisher and/or copyright holders and give 

precise reference to the original work. This permission must include the right to publish in electronic 

media. 

Tables 

Tables should be numbered consecutively with Arabic numerals and must be cited in the text in 

sequence. Each table, with an appropriate brief legend, comprehensible without reference to the 

text, should be typed on a separate page and uploaded online. Tables should be kept as simple as 

possible and wherever possible a graphical representation used instead. Table titles should be 

complete but brief. Information other than that defining the data should be presented as footnotes. 

Please refer to the generic Elsevier artwork instructions: http://authors.elsevier.com/artwork/jad. 
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Supplementary files offer the author additional possibilities to publish supporting applications, 

movies, animation sequences, high-resolution images, background datasets, sound clips and more. 

Supplementary files supplied will be published online alongside the electronic version of your article 

in Elsevier web products, including ScienceDirect: http://www.sciencedirect.com. In order to ensure 

that your submitted material is directly usable, please ensure that data is provided in one of our 

recommended file formats. Authors should submit the material in electronic format together with 

the article and supply a concise and descriptive caption for each file. For more detailed instructions 

please visit our Author Gateway at: https://www.elsevier.com/authors. 

Colour reproduction 

The Journal of Affective Disorders is now also included in a new initiative from Elsevier: 'Colourful e-

Products'. Through this initiative, figures that appear in black & white in print can appear in colour, 

online, in ScienceDirect at http://www.sciencedirect.com.  There is no extra charge for authors who 

participate. 

For colour reproduction in print, you will receive information regarding the costs from Elsevier after 

receipt of your accepted article. Please indicate your preference for colour in print or on the Web 

only. Because of technical complications which can arise by converting colour figures to "grey scale" 

(for the printed version should you not opt for colour in print) please submit in addition usable black 

and white versions of all the colour illustrations. For further information on the preparation of 

electronic artwork, please see http://authors.elsevier.com/artwork/jad. 

Queries 

For questions about the editorial process (including the status of manuscripts under review) or for 

technical support on submissions, please visit our Support Center. 

Peer review 

This journal operates a single anonymized review process. All contributions will be initially assessed 

by the editor for suitability for the journal. Papers deemed suitable are then typically sent to a 

minimum of two independent expert reviewers to assess the scientific quality of the paper. The 

Editor is responsible for the final decision regarding acceptance or rejection of articles. The Editor's 

decision is final. Editors are not involved in decisions about papers which they have written 

themselves or have been written by family members or colleagues or which relate to products or 

services in which the editor has an interest. Any such submission is subject to all of the journal's 

usual procedures, with peer review handled independently of the relevant editor and their research 

groups. More information on types of peer review. 

Use of word processing software 

It is important that the file be saved in the native format of the word processor used. The text should 

be in single-column format. Keep the layout of the text as simple as possible. Most formatting codes 

will be removed and replaced on processing the article. In particular, do not use the word 

processor's options to justify text or to hyphenate words. However, do use bold face, italics, 

subscripts, superscripts etc. When preparing tables, if you are using a table grid, use only one grid 

for each individual table and not a grid for each row. If no grid is used, use tabs, not spaces, to align 

columns. The electronic text should be prepared in a way very similar to that of conventional 

manuscripts (see also the Guide to Publishing with Elsevier). Note that source files of figures, tables 

and text graphics will be required whether or not you embed your figures in the text. See also the 

section on Electronic artwork. 
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To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-check' 

functions of your word processor. 

Highlights 

Highlights are mandatory for this journal as they help increase the discoverability of your article via 

search engines. They consist of a short collection of bullet points that capture the novel results of 

your research as well as new methods that were used during the study (if any). Please have a look at 

the examples here: example Highlights. 

Highlights should be submitted in a separate editable file in the online submission system. Please use 

'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 characters, including 

spaces, per bullet point). 

Abstract 

A concise and factual abstract is required. The abstract should state briefly the purpose of the 

research, the principal results and major conclusions. An abstract is often presented separately from 

the article, so it must be able to stand alone. For this reason, References should be avoided, but if 

essential, then cite the author(s) and year(s). Also, non-standard or uncommon abbreviations should 

be avoided, but if essential they must be defined at their first mention in the abstract itself. 

Graphical abstract 

Although a graphical abstract is optional, its use is encouraged as it draws more attention to the 

online article. The graphical abstract should summarize the contents of the article in a concise, 

pictorial form designed to capture the attention of a wide readership. Graphical abstracts should be 

submitted as a separate file in the online submission system. Image size: Please provide an image 

with a minimum of 531 × 1328 pixels (h × w) or proportionally more. The image should be readable 

at a size of 5 × 13 cm using a regular screen resolution of 96 dpi. Preferred file types: TIFF, EPS, PDF 

or MS Office files. You can view Example Graphical Abstracts on our information site. 

Authors can make use of Elsevier's Illustration Services to ensure the best presentation of their 

images and in accordance with all technical requirements. 

Keywords 

Immediately after the abstract, provide a maximum of 6 keywords, using American spelling and 

avoiding general and plural terms and multiple concepts (avoid, for example, 'and', 'of'). Be sparing 

with abbreviations: only abbreviations firmly established in the field may be eligible. These keywords 

will be used for indexing purposes. 

Abbreviations 

Define abbreviations that are not standard in this field in a footnote to be placed on the first page of 

the article. Such abbreviations that are unavoidable in the abstract must be defined at their first 

mention there, as well as in the footnote. Ensure consistency of abbreviations throughout the 

article. 
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do not, therefore, include them on the title page, as a footnote to the title or otherwise. List here 
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assistance or proof reading the article, etc.). 
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List funding sources in this standard way to facilitate compliance to funder's requirements: 
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Follow internationally accepted rules and conventions: use the international system of units (SI). If 

other quantities are mentioned, give their equivalent in SI. You are urged to consult IUPAC: 

Nomenclature of Organic Chemistry for further information. 

Math formulae 

Please submit math equations as editable text and not as images. Present simple formulae in line 

with normal text where possible and use the solidus (/) instead of a horizontal line for small 

fractional terms, e.g., X/Y. In principle, variables are to be presented in italics. Powers of e are often 

more conveniently denoted by exp. Number consecutively any equations that have to be displayed 

separately from the text (if referred to explicitly in the text). 
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processors can build footnotes into the text, and this feature may be used. Otherwise, please 

indicate the position of footnotes in the text and list the footnotes themselves separately at the end 

of the article. Do not include footnotes in the Reference list. 

Artwork 

Electronic artwork 

General points 

• Make sure you use uniform lettering and sizing of your original artwork. 

• Embed the used fonts if the application provides that option. 

• Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman, Symbol, or 

use fonts that look similar. 

• Number the illustrations according to their sequence in the text. 

• Use a logical naming convention for your artwork files. 

• Provide captions to illustrations separately. 

• Size the illustrations close to the desired dimensions of the published version. 

• Submit each illustration as a separate file. 

• Ensure that color images are accessible to all, including those with impaired color vision. 
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You are urged to visit this site; some excerpts from the detailed information are given here. 

Formats 

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint, Excel) then 
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Regardless of the application used other than Microsoft Office, when your electronic artwork is 
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requirements for line drawings, halftones, and line/halftone combinations given below): 

EPS (or PDF): Vector drawings, embed all used fonts. 

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi. 

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of 1000 dpi. 

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a minimum of 

500 dpi. 

Please do not: 

• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically have a 

low number of pixels and limited set of colors; 

• Supply files that are too low in resolution; 

• Submit graphics that are disproportionately large for the content. 

Color artwork 

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or PDF), or MS 

Office files) and with the correct resolution. If, together with your accepted article, you submit 

usable color figures then Elsevier will ensure, at no additional charge, that these figures will appear 

in color online (e.g., ScienceDirect and other sites) regardless of whether or not these illustrations 

are reproduced in color in the printed version. For color reproduction in print, you will receive 

information regarding the costs from Elsevier after receipt of your accepted article. Please indicate 

your preference for color: in print or online only. Further information on the preparation of 

electronic artwork. 
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Elsevier's Author Services offers Illustration Services to authors preparing to submit a manuscript but 

concerned about the quality of the images accompanying their article. Elsevier's expert illustrators 

can produce scientific, technical and medical-style images, as well as a full range of charts, tables 

and graphs. Image 'polishing' is also available, where our illustrators take your image(s) and improve 

them to a professional standard. Please visit the website to find out more. 

Tables 

Please submit tables as editable text and not as images. Tables can be placed either next to the 

relevant text in the article, or on separate page(s) at the end. Number tables consecutively in 

accordance with their appearance in the text and place any table notes below the table body. Be 

sparing in the use of tables and ensure that the data presented in them do not duplicate results 

described elsewhere in the article. Please avoid using vertical rules and shading in table cells. 
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communications are not recommended in the reference list, but may be mentioned in the text. If 

these references are included in the reference list they should follow the standard reference style of 
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results' or 'Personal communication'. Citation of a reference as 'in press' implies that the item has 
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and global persistent identifier. Add [dataset] immediately before the reference so we can properly 

identify it as a data reference. The [dataset] identifier will not appear in your published article. 

Reference management software 

Most Elsevier journals have their reference template available in many of the most popular 

reference management software products. These include all products that support Citation Style 

Language styles, such as Mendeley. Using citation plug-ins from these products, authors only need 

to select the appropriate journal template when preparing their article, after which citations and 

bibliographies will be automatically formatted in the journal's style. If no template is yet available for 

this journal, please follow the format of the sample references and citations as shown in this Guide. 

If you use reference management software, please ensure that you remove all field codes before 

submitting the electronic manuscript. More information on how to remove field codes from 

different reference management software. 

Reference style 

Text: All citations in the text should refer to: 

1. Single author: the author's name (without initials, unless there is ambiguity) and the year of 

publication; 

2. Two authors: both authors' names and the year of publication; 

3. Three or more authors: first author's name followed by 'et al.' and the year of publication. 

Citations may be made directly (or parenthetically). Groups of references can be listed either first 

alphabetically, then chronologically, or vice versa. 

Examples: 'as demonstrated (Allan, 2000a, 2000b, 1999; Allan and Jones, 1999)…. Or, as 

demonstrated (Jones, 1999; Allan, 2000)… Kramer et al. (2010) have recently shown …' 
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necessary. More than one reference from the same author(s) in the same year must be identified by 
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19, e00205. https://doi.org/10.1016/j.heliyon.2018.e00205. 
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Strunk Jr., W., White, E.B., 2000. The Elements of Style, fourth ed. Longman, New York. 

Reference to a chapter in an edited book: 

Mettam, G.R., Adams, L.B., 2009. How to prepare an electronic version of your article, in: Jones, B.S., 

Smith , R.Z. (Eds.), Introduction to the Electronic Age. E-Publishing Inc., New York, pp. 281–304. 
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Advanced Terrestrial Simulator (ATS) v0.88 (Version 0.88). Zenodo. 
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Video 

Elsevier accepts video material and animation sequences to support and enhance your scientific 

research. Authors who have video or animation files that they wish to submit with their article are 

strongly encouraged to include links to these within the body of the article. This can be done in the 

same way as a figure or table by referring to the video or animation content and noting in the body 

text where it should be placed. All submitted files should be properly labeled so that they directly 

relate to the video file's content. In order to ensure that your video or animation material is directly 

usable, please provide the file in one of our recommended file formats with a preferred maximum 

size of 150 MB per file, 1 GB in total. Video and animation files supplied will be published online in 

the electronic version of your article in Elsevier Web products, including ScienceDirect. Please supply 

'stills' with your files: you can choose any frame from the video or animation or make a separate 

image. These will be used instead of standard icons and will personalize the link to your video data. 

For more detailed instructions please visit our video instruction pages. Note: since video and 

animation cannot be embedded in the print version of the journal, please provide text for both the 

electronic and the print version for the portions of the article that refer to this content. 

Data visualization 

Include interactive data visualizations in your publication and let your readers interact and engage 

more closely with your research. Follow the instructions here to find out about available data 

visualization options and how to include them with your article. 

Supplementary material 

Supplementary material such as applications, images and sound clips, can be published with your 

article to enhance it. Submitted supplementary items are published exactly as they are received 

(Excel or PowerPoint files will appear as such online). Please submit your material together with the 

article and supply a concise, descriptive caption for each supplementary file. If you wish to make 

changes to supplementary material during any stage of the process, please make sure to provide an 

updated file. Do not annotate any corrections on a previous version. Please switch off the 'Track 

Changes' option in Microsoft Office files as these will appear in the published version. 

Research data 

This journal encourages and enables you to share data that supports your research publication 

where appropriate, and enables you to interlink the data with your published articles. Research data 

refers to the results of observations or experimentation that validate research findings. To facilitate 

reproducibility and data reuse, this journal also encourages you to share your software, code, 

models, algorithms, protocols, methods and other useful materials related to the project. 

Below are a number of ways in which you can associate data with your article or make a statement 

about the availability of your data when submitting your manuscript. If you are sharing data in one 

of these ways, you are encouraged to cite the data in your manuscript and reference list. Please 

refer to the "References" section for more information about data citation. For more information on 

depositing, sharing and using research data and other relevant research materials, visit the research 

data page. 

Data linking 

If you have made your research data available in a data repository, you can link your article directly 
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to the dataset. Elsevier collaborates with a number of repositories to link articles on ScienceDirect 

with relevant repositories, giving readers access to underlying data that gives them a better 

understanding of the research described. 

There are different ways to link your datasets to your article. When available, you can directly link 

your dataset to your article by providing the relevant information in the submission system. For 

more information, visit the database linking page. 

For supported data repositories a repository banner will automatically appear next to your published 

article on ScienceDirect.  In addition, you can link to relevant data or entities through identifiers 

within the text of your manuscript, using the following format: Database: xxxx (e.g., TAIR: 

AT1G01020; CCDC: 734053; PDB: 1XFN). 

Mendeley Data 

This journal supports Mendeley Data, enabling you to deposit any research data (including raw and 

processed data, video, code, software, algorithms, protocols, and methods) associated with your 

manuscript in a free-to-use, open access repository. During the submission process, after uploading 

your manuscript, you will have the opportunity to upload your relevant datasets directly 

to Mendeley Data. The datasets will be listed and directly accessible to readers next to your 

published article online.  For more information, visit the Mendeley Data for journals page. 

Data statement 

To foster transparency, we encourage you to state the availability of your data in your submission. 

This may be a requirement of your funding body or institution. If your data is unavailable to access 

or unsuitable to post, you will have the opportunity to indicate why during the submission process, 

for example by stating that the research data is confidential. The statement will appear with your 

published article on ScienceDirect. For more information, visit the Data Statement page.  

Author disclosure 

Funding body agreements and policies Elsevier has established agreements and developed policies 

to allow authors whose articles appear in journals published by Elsevier, to comply with potential 

manuscript archiving requirements as specified as conditions of their grant awards. To learn more 
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B. All other authors declare that they have no conflicts of interest. 

Finally, before the references, the Journal will publish Acknowledgements, in a separate section, and 

not as a footnote on the title page. 
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contributions to the paper under the heading Contributors. This statement is for editorial purposes 

only and will not be published with the article.  eg, Author X designed the study and wrote the 

protocol. Author Y managed the literature searches and analyses. Authors X and Z undertook the 

statistical analysis, and author W wrote the first draft of the manuscript. All authors contributed to 
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NB. During the online submission process the author will be prompted to upload these four 

mandatory author disclosures as separate items. They will be automatically incorporated in the PDF 

builder of the online submission system. Please do not include in the main manuscripts. 
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Upon acceptance of an article, you will be asked to transfer copyright (for more information on 
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Online proof correction 

To ensure a fast publication process of the article, we kindly ask authors to provide us with their 

proof corrections within two days. Corresponding authors will receive an e-mail with a link to our 

online proofing system, allowing annotation and correction of proofs online. The environment is 
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Critical Appraisal 

The previous sections of this thesis have focussed on belongingness in the context of 

Joiner’s Interpersonal Psychological Theory of Suicide (IPTS) (2005).  Belongingness is an 

important issue within mental health research and practice as it has been found to be a risk 

factor for suicide and other negative psychosocial outcomes (Baumeister et al., 2007) and so 

this thesis aimed to further our understanding of the nature of belongingness.  There is 

evidence to suggest that childhood adversity (such as childhood abuse) is associated with 

feelings of thwarted belongingness in adulthood and so the systematic literature review 

addressed and summarised the existing evidence for the relationship between abuse in 

childhood and one’s sense of belonging, with the aim of understanding more about the child 

abuse-suicide link.   There is also evidence to suggest that people with a diagnosis of bipolar 

disorder (BD) are susceptible to feelings of thwarted belongingness (Silva, Ribeiro & Joiner, 

2015).  However, the experience of thwarted belongingness for people with a BD diagnosis 

has not been extensively investigated and available, evidence-based therapeutic interventions 

do not directly tackle this issue.  Therefore, the empirical research paper investigated the 

relationship between thwarted belongingness and intolerance of uncertainty (IU), amongst a 

sample of individuals self-reporting a diagnosis of bipolar disorder (BD), with the aim of 

understanding if these two constructs are related to inform future research and practice.  The 

findings of both the literature review and empirical research are outlined below. 

The systematic literature review highlighted that individuals who experience abuse in 

childhood report a lower sense of belonging or a reduced sense of social connectedness later 

in life, across a range of populations.  The findings showed that different forms of abuse can 

impact individuals’ sense of belonging (or social connectedness) differently, with emotional 

abuse appearing to be most frequently related to belonging.  The findings also suggest that 

gender may play a role in the impact of childhood abuse on belonging/social connectedness, 
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however limited data and conflicting findings mean it is not possible to draw definitive 

conclusion on the role of gender.  This review provides us with a broad view of the impact of 

childhood abuse on belonging (and social connectedness) which was previously unavailable 

and has highlighted the complex nature of the relationship between childhood abuse and 

belonging/social connectedness, providing avenues for future research such as the role of 

potential mediators (e.g. gender and culture) for this relationship.  Considering the 

relationship between childhood abuse and suicidality, these findings are particularly 

important as they contribute to our knowledge of the role that belonging/social connectedness 

play in suicidality for individuals who have experienced childhood abuse.  This highlights the 

importance of fostering belonging/social connectedness for individuals who have experienced 

childhood abuse in clinical practice. 

The second section of this thesis, the empirical research paper, focussed on people 

with a BD diagnosis.  The findings provide strong evidence that IU and thwarted 

belongingness are related in this population, as IU was found to significantly associated with 

thwarted belongingness, when controlling for other candidate predictors.  Experiencing a 

mood episode (i.e. participants who felt very high or very low in mood at the time of 

participation) was also found to significantly predict thwarted belongingness, which is a 

finding supported elsewhere in research literature (Silva, Ribeiro & Joiner, 2015; Valtonen et 

al., 2008).  These findings are important as they provide new evidence for a relationship 

between IU and thwarted belongingness in the context of BD, something which has not been 

evidenced elsewhere.  These novel findings could inform clinical practice when working with 

people with BD who present with feelings of thwarted belongingness, as evidenced-based 

interventions for IU are available and as results suggest, these interventions could in turn be 

beneficial for tackling thwarted belongingness. 
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As strengths and limitations of the studies have been presented elsewhere in this 

thesis, this critical appraisal aims to further discuss the findings of the literature review and 

empirical paper in relation to attachment, as attachment has been found to be related to the 

main concepts addressed in this thesis; childhood abuse (Cicchetti & Valentino, 2006), 

thwarted belongingness (Venta et al., 2014)  and intolerance of uncertainty (Wright et al., 

2017), as well as the target population of the empirical paper (Morriss et al., 2009).  

Secondly, reflections on the use of psychiatric diagnosis and its impact on research and 

clinical practice are presented in relation to BD.  Finally, comments on ethical considerations 

for conducting research during the COVID-19 pandemic are made. 

The Role of Attachment 

Interestingly, attachment seems to be a theme which is relevant to the findings of both 

the systematic literature review and the empirical paper.  Childhood abuse is thought to affect 

one’s attachment quality (Cicchetti & Valentino, 2006) in that if a child’s caregiver is abusive 

or neglectful, insecure attachment styles can develop.  This is to be expected, as Bowlby’s 

theory of attachment (1988) tells us that from an evolutionary perspective, an available 

attachment figure led to more protection and so an increased likelihood of survival and so as 

humans we have an innate motivation to form attachments.  In instances where attachment is 

disrupted (for example in the case of childhood abuse), children can learn that others are cruel 

or hurtful and so avoid seeking help or connection, as an alternative means of survival.  It is 

thought that a disorganised attachment style is often related to childhood abuse (White, 

Gibson & Wastell, 2019).  For example, when a caregiver is seen as the child’s only source of 

safety but can also be unpredictability harmful and abusive, the child is left in an unsolvable 

and confusing situation as they cannot predict how the caregiver will respond to their needs.  

This is where the term ‘disorganised’ originates, as these experiences can lead to a lack of 

coherence when navigating relationships, where individuals seek love from others, but also 
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may avoid proximity to others, for fear of being harmed.  As defined by Bowlby (1982), 

attachment is a lasting psychological connectedness between human beings and attachment in 

early life can be a model for future relationships, meaning that disruption to one’s attachment 

in childhood can cause difficulties in relationships throughout a person’s life. 

If we consider this in the context of the systematic literature review within this thesis, 

this could lead us to ask how an insecure attachment style, as a result of childhood abuse, 

could impact one’s sense of belonging.  Dykas and Cassidy (2011) posit that early 

experiences which impact attachment lead to the development of attachment-related schemas.  

They explain that as attachment is an interpersonal concept, these schemas are responsible for 

processing social information and so information will be processed in a biased way, 

depending on a person’s attachment experiences.  This tells us that if an individual has an 

insure attachment schemas, that social information will be processed in a negatively biased 

way.  It has been suggested by Venta et al. (2014) that these attachment schemas relate to the 

constructs of Joiner’s IPTS (2005), of which thwarted belongingness is one.  This seems 

logical if we consider that thwarted belongingness is the sense that one is not valued or cared 

for and that insecure attachment styles relate to beliefs and cognitions regarding the lack of 

care provided by others.  Considering this, it could be possible that disrupted attachment as a 

result of childhood abuse contributes to a low sense of belonging, via attachment related 

schemas and biased information processing.  This idea is supported by the findings of Venta 

et al.’s study (2014), in which participants’ level of maternal attachment security was related 

to thwarted belongingness and by Yıldız (2016), who also found a significant relationship 

between (both maternal and paternal) attachment and general belongingness. 

If we consider attachment in the context of the empirical paper, it again appears to be 

a relevant theme.  As discussed elsewhere, IU is a construct which is used to conceptualise 

worry and anxiety (Dugas & Robichaud, 2006).  Studies have shown that IU is associated 
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with attachment, for example Wright et al. (2017) found that both attachment anxiety and 

attachment avoidance were correlated with IU and that IU mediated the relationship between 

attachment anxiety and worry.  Similarly, Clark et al. (2020) found that attachment anxiety 

was associated with IU and that IU mediated the relationship between attachment anxiety and 

worry.  It is thought that adults with insecure attachment styles experience increased anxiety 

and/or avoidance in relation to attachment.  Attachment anxiety is worry regarding the 

availability of others and so increased efforts to achieve closeness (Bartholomew & 

Horowitz, 1991), whilst attachment avoidance refers to a person’s attempt to maintain 

independence in regards to meeting their own needs, as a result of beliefs that others cannot 

(Mikulincer, 1998).  In terms of IU, as individuals with high attachment anxiety have a 

tendency to actively seek care within their relationships, Wright et al. (2017) hypothesise that 

this can be understood as attempts to reduce uncertainty as to whether or not their needs will 

be met, as a result of their attachment beliefs and fear of rejection, which is supported by 

their finding that attachment anxiety and IU are associated.  Furthermore, it has been 

suggested that individuals who are high in attachment anxiety have a reduced sense of 

competence in the face of uncertainty (Sanchez et al., 2016) and that abusive parenting can 

lead to an reduced sense of personal control (Chorpita & Barlow, 1998), which in turn can 

lead to viewing uncertainty as threatening (Buhr & Dugas, 2006).  Similar hypotheses were 

made by Wright et al. regarding those with high attachment avoidance, in that the avoidance 

of close relationships is an attempt to reduce uncertainty.  However, this was not fully 

supported by research findings as IU only mediated the relationship between attachment 

avoidance and when attachment anxiety was not controlled for.  Despite this, evidence does 

support an association between IU and attachment. Furthermore, there is evidence that 

intolerance of uncertainty is related to having experienced childhood abuse or adversity 

(Ghaderi et al., 2020; Hayward et al., 2020; Lam, 2015). 
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If we take a step back, it appears that difficulties with IU or feelings of thwarted 

belongingness may be a manifestation of insecure attachment styles.  It could therefore be 

possible that when working clinically with clients and conceptualising there difficulties using 

IU or thwarted belongingness, we can indirectly target attachment related beliefs or schemas.  

This feels particularly important when we consider psychological formulation, the aim of 

which is to provide a framework for describing a client’s problems, how it developed and is 

being maintained (Division of Clinical Psychology, 2011).  When formulating with clients, 

we can use early experiences and attachment theory to develop a compassionate 

understanding of how client’s difficulties with IU or belongingness may have developed.  

Referring back to the empirical paper, it is also important to consider how the role of 

attachment is relevant to individuals with a diagnosis of BD.  People with a BD diagnosis 

report increased rates of insecure attachment styles.  For example, a study by Morriss et al. 

(2009) found that 78% of participants with a BD diagnosis reported an insecure attachment 

style, compared to only 32% in healthy controls.  If we assume that attachment is indeed 

related to IU and belonging, as the research evidence suggests, insecure attachment styles 

could play a role in the findings of the empirical paper.  We should also acknowledge that 

research has found that people with a BD diagnosis report more frequent childhood abuse 

experiences than their ‘healthy’ counterparts (Kefeli et al., 2018; Palmier-Claus et al., 2016) 

and so could be more susceptible to developing insecure attachment styles.   

The Use of Psychiatric Diagnosis  

When putting together a proposal for the empirical research project, it became 

apparent that psychological interventions are underdeveloped for people with a BD diagnosis.  

If we look at guidance from the National Institute for Health and Care Excellence (NICE, 

2020), two suggestions are made regarding psychological interventions in primary care for 
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people with a diagnosis of BD; an evidence based, manualised, psychological intervention 

which has been specifically developed for BD (although no recommendations or suggestions 

are made as to which therapy model may be of use), or that individuals with a BD diagnosis 

are offered a high-intensity therapy which is recommended elsewhere in NICE guidance for 

individuals with a depression diagnosis (NICE, 2016).  These are vague and highlight the 

lack of psychological interventions available to clinicians when working with people with a 

BD diagnosis.  Furthermore, NICE guidance for the management of BD in secondary care 

(NICE, 2020), no psychological interventions are recommended for people experiencing 

hypo(mania) and instead the recommended line of treatment is pharmacological or electro-

convulsive therapy.  This lack of guidance is likely in part attributable to the current, 

dominant understanding of the nature of BD.  It is still widely regarded as having 

biological/genetic origins and this is well supported in research literature (Goodwin & 

Jamison, 2007).  Research into BD has therefore focussed on genetics (Scott, 1995) and 

resulted in pharmacological interventions receiving the most convincing evidence base.  

Despite this, it has become apparent that pharmacological interventions alone cannot 

maintain wellbeing for people with a BD diagnosis. For example in one study it was found 

that despite complying with medication, 40-60% of people with a BD diagnosis found that 

symptoms recurred within two years (Gitlin, 1995).  As a result there has been a push in 

research to examine the efficacy of psychological interventions for BD and many studies 

have had positive results (Miklowitz, 2008).  However in a review by Jones (2004), the 

quality of several studies within this area are criticised on a theoretical and methodological 

basis, bringing their findings into question.   

Where does this leave clinicians in regards to offering psychotherapy to people with a 

BD diagnosis?  As evidenced above, research into psychological interventions for BD is still 

evolving and guidance for clinicians is minimal, yet psychotherapists are expected to offer 
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diagnosis-specific, evidence-based interventions to clients.  In other words, diagnosis dictates 

the treatment options that are available to clients.  It has been suggested that this due to the 

way in which psychiatry is modelled on physical health medicine, whereby accurate 

diagnosis leads to the correct treatment of an illness or disease (Schlesinger, 1969).  

However, psychiatry and diagnosis have been widely criticised, which raises questions as to 

the usefulness of diagnosis led care. 

A Brief Critique of Psychiatric Diagnosis 

The use of psychiatric diagnosis has long been criticised, particularly since to 1960s 

(Pilgrim, 2007) and yet remains the most prominent model in mental healthcare.  Many 

critiques of this model are based in the idea that psychological distress and dysfunctional 

behaviours are responses to living, rather than a diagnosable medical conditions (e.g. Szasz, 

1961).  It also makes an assumption that all people with a specific diagnosis are relatively 

similar and that their difficulties can be defined by one term, providing little information on 

individual experience (MacNeil et al., 2012) or factors precipitating and perpetuating mental 

ill-health (Kendell & Jablensky, 2003), which feels at odds with the person-centred care we 

strive to provide.  Furthermore, the concept of diagnostic inflation (Frances, 2013) has drawn 

attention to the way in which the expanding boundaries of diagnostic criteria mean more and 

more people now meet the criteria for a psychiatric diagnosis (e.g. Attention Deficit and 

Hyperactivity Disorder; Batstra et al., 2012) casting doubt on the validity of diagnosis.  

Bentall (2004) has also been highly critical of the predictive power of the diagnosis of 

psychotic disorders, which is supported by evidence showing that diagnosis does not predict 

treatment outcomes (Johnstone et al., 1988).  He suggests that psychiatric diagnosis be 

abandoned as it cannot achieve what a medical diagnosis should do; distinguish people with 

one diagnosis from another, be reliably agreed upon by different clinicians or provide useful 

information about cause, prognosis or treatment options.  In regards to client experience of 
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diagnosis, it has been reported that clients can feel disempowered, marginalised and in some 

cases rejecting the idea of the diagnosis due to it feeling meaningless and without personal 

context (Perkins et al., 2013). 

This is not to say diagnosis has no use.  It does allow for ease of communication 

between professionals due to a general shared understanding of diagnostic language (Vieta & 

Phillips, 2007) and can give an indication of the types of experiences an individual with a 

specific diagnosis may have.  In terms of client experiences, research has evidenced that 

service users’ experiences of receiving a psychiatric diagnosis have positive, as well as 

negative implications.  For example, in a qualitative study (Horn, Johnstone & Brook, 2007) 

with individuals who has received a borderline personality disorder diagnosis, participants 

reported that receiving a diagnosis provided clarity and a framework through which to 

understand their experiences and an increased sense of control and hope for future change, as 

well as increased access to services.  However this was not a universal experience for the 

sample and negative experiences were also reported, for example feeling rejected or labelled 

in a negative way.  Similarly, Johnstone (2014) reported that clients express feelings of 

stigma, shame, hopelessness and worthlessness in response to receiving a psychiatric 

diagnosis.   

Diagnosis of Bipolar Disorder 

There exists a lot of controversy around the diagnosis of BD and the validity of this 

diagnosis has been criticised.  In a review by Vieta and Phillips (2007), BD diagnoses are 

criticised on the basis of content, concurrent, discriminant and predictive validity.  In regards 

to content validity, Vieta and Phillips argue that the diagnostic criteria in the Diagnostic and 

Statistical Manual of Mental Disorders (DSM) does not account for psychotic experiences as 

a ‘symptom’ of BD, nor does it differentiate between depressive symptoms associated with a 
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BD diagnosis and symptoms associated with unipolar depression.  In short, they argue that 

the diagnostic criteria for BD do not account for the diverse experiences which occur in 

reality.  Issues with concurrent validity come from the reliance on clinical interviews to 

ascertain a diagnosis, Vieta and Phillips argue that there are other sources of data which could 

be used in addition to improve the validity of BD diagnoses (e.g. family history, 

neuropsychological assessments or genetic markers).  Finally, discriminant validity is brought 

into question due to the symptom overlap which is often seen when attempting to discretely 

categorise disorders (and so is not unique to BD but across many psychiatric diagnoses).  

They argue that in theory it is possible for one individual to meet the diagnostic criteria for 

over ten conditions, which in itself raises concerns about the ability of psychiatry to 

accurately discriminate between different diagnoses.  Similarly, Bentall (2006) has criticised 

the validity of psychiatric classification of psychotic disorders, calling for a focus on 

understanding the psychology of phenomena (e.g. voice-hearing or delusions) rather than 

reliance on the vague and poorly defined categories provided by psychiatric classification.  

More recently a less categorical model of BD diagnosis has been proposed; known as the 

bipolar spectrum (Akiskal, Hirschfeld & Yerevanian, 1983) following criticism of the 

dichotomous categorisation of BD (Kukopulos et al., 1980; Koukopulos and Tundo, 1992), to 

include presentations of BD that were not traditionally defined in the DSM such as people 

with a family history of BD or (hypo)mania as a result of antidepressant use.  The bipolar 

spectrum has however, been criticised for being vague and overinclusive (Kuiper et al., 

2012), further highlighting the complexity of achieving ‘valid’ diagnosis. 

As discussed in the systematic literature review, life events can lead to distress in later 

life (and this distress often leads to the diagnosis of a mental health condition).  Something 

which diagnosis lacks is the acknowledgement of these events as explanatory factors for 

mental health difficulties, yet it is important to consider origin of people’s distress.  There is a 
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wealth of evidence which tells us adverse childhood experiences (ACEs) can have negative 

effects into adulthood, including a broad range of physical health issues (Hughes et al., 2017), 

drug use and anti-social behaviour (Schilling, Aseltine & Gore, 2007), mental health 

difficulties (Edwards et al., 2003) and even suicidal behaviour (Merrick et al., 2017).  The 

term ACEs, as defined by the authors of the Adverse Childhood Experiences Scale (Felitti et 

al., 1998) includes a range of experiences, including abuse (physical, sexual and 

psychological abuse) and ‘household dysfunction’ (exposure to substance abuse, mental 

illness in the family, violence towards mother and criminal activity in the household).  In 

clinical psychology, we are frequently working with individuals who have experienced ACEs 

and are experiencing psychological distress as a result, often these individuals have received 

some sort of psychiatric diagnosis, whether this be from their general practitioner or a 

psychiatrist.  If we consider reported negative client experiences of receiving a diagnosis, it 

seems somewhat unethical to pathologise understandable reactions to adversity without an 

acknowledgement of the experience of adversity itself, particularly as the concept of 

diagnosis itself is questionable. 

Formulation as an Alternative to Diagnosis 

Kinderman et al. (2013) call for a revision of the way we interpret psychological 

distress, moving towards an understanding that distress is a part of life and a normal response 

to challenging circumstances, rather than a diagnosable ‘disorder’.  They suggest that in 

mental health care, a summary of a clients experiences, circumstances and context could 

suffice, in place of a diagnosis, something which is often referred to as formulation in clinical 

psychology practice (Johnstone & Dallos, 2006).  Formulation is a process which aims to 

provide an understanding of a clients experiences, taking into account their personal history, 

current circumstances and social context and is now a recommended practice for clinical 

psychologists (DCP, 2011).   If we consider the findings of the systematic literature review 
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and the empirical project, as well as the relevance of attachment, it seems that there could be 

a better, more process-based way of understanding people’s experiences.  The literature 

review provided evidence that childhood abuse is associated with one’s sense of belonging 

and the empirical project evidenced that IU (a transdiagnostic process) plays a role in sense 

of belonging for people with a BD diagnosis.  If we were to rely on diagnosis alone to 

conceptualise people’s difficulties, we are missing pertinent information about the way in 

which problems can develop and be maintained, as well as potential avenues for intervention.  

If we refer back to the lack of psychological interventions available for people with a BD 

diagnosis, taking a more process based approach to understanding distress (such as 

acknowledging the role of attachment or intolerance of uncertainty) could be of benefit to 

people with a BD diagnosis, as there are existing evidence-based psychological interventions 

which can target these mechanisms.   

Clinical Implications and Recommendations for Future Research 

Considering the evidence outlined above, it appears that for people with a BD 

diagnosis, clinical practice and research is lacking in its ability to provide care which is 

entirely person-centred.  Despite a move away from diagnosis in clinical psychology practice, 

the research which influences practice remains in the majority quantitative and diagnosis 

focussed.  For example, randomised controlled trials are viewed as the gold standard research 

method within clinical psychology when ascertaining the effectiveness of an intervention, and 

so add substantial credibility to any findings using this method (Simon, 2001).  Although 

experience orientated qualitative research is becoming more widely used (Smith, 2008), this 

is often seen as inferior by many researchers and has been criticised for a lack of rigour 

(Sarma, 2015).  Because of this, it may be helpful for research in BD (including quantitative 

research) to take a step back from symptom focussed and consider the mechanisms and 

processes through which people experience distress.  Additionally, more qualitative research 
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in people’s experience of BD could highlight important issues for clients, which may be 

missed by quantitative research.  For example, a recent meta-analysis of qualitative research 

into BD (Warwick et al., 2019) found that important themes for clients were diagnosis, loss, 

threat, relationships and uncertainty.  These findings led to important recommendations for 

what people with a BD diagnosis may find useful in psychological interventions, rather than a 

focus on symptom reduction.  Similarly, in clinical practice, the use of formulation with 

clients with a BD diagnosis would allow for a more person-centred approach to intervention 

by allowing for a compassionate understanding of the processes through which they 

experience distress. 

Ethical Considerations when Conducting Research During the Pandemic 

There are always ethical issues to consider when conducting research in clinical 

psychology, as by nature it often involves personal, psychological information of potentially 

vulnerable individuals (Rae & Sullivan, 2003).  For this reason, there is published guidance 

available from governing bodies to psychologists regarding both clinical practice and 

carrying out research, such as The British Psychological Society Code of Human Research 

Ethics (2014) and The American Psychological Association Ethical Principles of 

Psychologists and Code of Conduct (2017).  Furthermore, according to such guidance, all 

clinical psychology research proposals should be subject to review by an institutional ethics 

board for approval before research can start, to minimise the risk of harm to research 

participants.  For example, the empirical research paper within this thesis was approved by 

the Lancaster University Faculty of Health and Medicine Research Ethics Committee prior to 

recruitment and data collection. 

A recent publication regarding ethical considerations for self-harm and suicide 

research during the pandemic (Townsend et al., 2020), tells us it is particularly important to 
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consider the ethics of conducting research during the COVID-19 pandemic, as it brings 

potential for increased experiences of social isolation, financial difficulties, anxiety and 

uncertainty, which can make people more vulnerable to distress.  Although the suggestions 

by Townsend et al. are specific to suicide and self-harm research and so not directly relevant, 

the concept of thwarted belongingness is closely related to suicidal behaviour, as modelled by 

the IPTS (Joiner, 2005) and so should be considered. 

In regards to this study, the pandemic was already underway when the proposal was 

conceived, allowing us to account for reasonably foreseeable ethical issues we may 

encounter.  However, unprecedented circumstances mean that we had limited knowledge as 

to how research can impact participants during this time.  Due to participation taking place 

online, social distancing measures were not a concern and we were able to contact 

participants without face-to-face meetings.  Despite all efforts to mitigate risk of harm to 

participants, asking about feelings of thwarted belongingness in times of increased isolation 

may be particularly distressing for participants.  To combat this, participants were provided 

with signposting information which was appropriate to their location, in the form of phone 

numbers or online resources, to enable participants to access resources even in cases of self-

isolation.  Researcher contact details were also provided, for participants who may have 

experienced distress following participation, however in this case no participants contacted 

the researcher to report having experienced distress.   

Townsend et al. (2020) suggest that a pre- and post-participation measure of mood 

could further safeguard participants.  As psychological distress was not reported to the 

researcher by anyone who took part in the empirical research within this thesis, we could 

infer that participation in the study was unlikely to result in distress and so further measures 

to safeguard participants (e.g. a pre- and post-participation mood measure) were not 

necessary.  However, it is possible that participants may have experienced distress but not 
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informed the researcher.  Adding a pre- and post-participation mood measure to the survey 

could have allowed for more shared responsibility in safeguarding participants, whereby the 

researcher could have observed any drastic changes in mood during participation.  

Monitoring mood in this way could also have enhanced our understanding of how responding 

to questions about our constructs of interest (e.g. sense of belonging) can impact mood.  

Using a pre- and post-participation mood measure may also have allowed researchers to gain 

insight into how research participation may affect people during the COVID-19 pandemic, 

which could have informed recommendations for future research. 

Conclusion 

This thesis has provided new insight into the experience of belongingness, in the 

context of Joiner’s IPTS (2005).  The author has presented a synthesis of evidence for a 

relationship between childhood abuse and reduced sense of belonging/social connectedness, 

as well as new evidence for a relationship between IU and thwarted belongingness in people 

with a BD diagnosis.  These findings have been discussed in relation to attachment and have 

important clinical implications.  This thesis has also presented a critique of the use of 

psychiatric diagnosis and highlighted its impact on client care.  As a result of this thesis, 

recommendations have been made in regards to the acknowledgement of the impact of 

adverse life experiences on belonging, the use of existing interventions to tackle thwarted 

belongingness and a call for research to focus on the processes behind distress, rather than 

symptom reduction. 
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1. Summary of research protocol in lay terms (indicative maximum length 150 words):   

Belongingness is feeling connected to others and a lack of this can lead to painful emotions . It is 

unclear what impacts one’s sense of belonging, making it difficult to tackle in psychotherapy.  People 

with bipolar disorder (BD) are thought to be susceptible to feeling as though they don’t belong. 

 

Individuals with BD can experience increased anxiety.  Research tells us that people who feel anxious 

may struggle with uncertainty.  As social situations are often unpredictable, it is possible that 

difficulties with uncertainty could impact on one’s sense of belongingness. This project aims to 

establish whether one’s sense of belongingness is related to ability to tolerate uncertainty.  

Interventions are readily available for individuals who have difficulties tolerating uncertainty, 

therefore a relationship between the two could inform psychotherapy. 

 

This study will recruit online, predominantly via relevant organisations/support-groups.  Participants 

will be English speaking, over 18 and self-reporting a diagnosis of BD.  Data will be collected using an 

online survey. 

2. Anticipated project dates (month and year only)   
 
Start date:  December 2020  End date:  March 2021 

Data Collection and Management 

For additional guidance on data management, please go to Research Data Management webpage, 

or email the RDM support email: rdm@lancaster.ac.uk 

3. Please describe the sample of participants to be studied (including maximum & minimum 

number, age, gender):   

The study will aim to recruit 98-150 participants for this study.   

Inclusion Criteria: 

- English speaking (due to limited funding and time available for the purpose of translation) 

- Aged 18+ 

- Self-reporting a BD diagnosis (may or may not be currently engaging with mental health services)   

Current mood state (i.e. depressive or (hypo)manic mood states) will not be used as an exclusion 

criterion, however this will be measured using mood questionnaires to allow its impact to be 

accounted for during analyses.   

4. How will participants be recruited and from where?  Be as specific as possible.  Ensure that you 

provide the full versions of all recruitment materials you intend to use with this application (eg 

adverts, flyers, posters). 

Recruitment will use convenience sampling and will take place online, via relevant organisations 

and/or support groups, from English speaking countries (i.e. UK, North America, Canada, New 

Zealand and Australia).  We will contact these organisation directly, provide details of the study 

(using a poster and participant information sheet, copies of which are provided in the protocol 

appendices) and request that they disseminate details of the study to any members who would be 

http://www.lancaster.ac.uk/library/rdm/
mailto:rdm@lancaster.ac.uk
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interested in taking part.  Any interested parties will be provided with researcher contact details to 

register their interest or ask questions.  Interested parties will be sent an email invitation to 

complete the study, containing a link to the REDCap survey site.  The link will also be circulated using 

a poster, via a professional Twitter account. 

5. Briefly describe your data collection and analysis methods, and the rationale for their use.   

Data will be collected and stored using REDCap (https://redcap.lancaster.ac.uk/).  Interested parties 

will be sent an email invitation to complete the study, containing a link to the REDCap survey site.  

Participants will then be presented with participant information and asked to electronically sign a 

consent form if they wish to take part.  Once participants have consented to take part they will be 

asked to complete an online survey.  Participation in the study should take approximately 20 

minutes.  Survey responses will then be downloaded from REDCap by the researcher and stored 

anonymously on the secure Lancaster University server. 

Descriptive statistics will be used to conduct exploratory analyses to provide characteristics of the 

data, as well as to identify any influential cases or patterns of missing data.  To answer the main 

research question, regression analyses will be conducted to test the relationship between 

belongingness and IU, after controlling for the effect of stigma, current mood state and other 

relevant demographic variables identified in subsidiary correlational analyses. 

6. What plan is in place for the storage, back-up, security and documentation of data (electronic, 

digital, paper, etc.)?  Note who will be responsible for deleting the data at the end of the storage 

period.  Please ensure that your plans comply with General Data Protection Regulation (GDPR)  

and the (UK) Data Protection Act 2018.  

Anonymous survey responses will be downloaded by the researcher, directly from REDCap to the 

secure Lancaster University server for storage.  No data will be stored on personal devices and only 

myself and my research supervisor will have access to the data.  All data will be electronically stored 

for ten years and will be destroyed after this period of time.  The research co-ordinator will be the 

person responsible for doing this. 

7. Will audio or video recording take place?         no                 audio              video 

 

a. Please confirm that portable devices (laptop, USB drive etc) will be encrypted where they are 

used for identifiable data.  If it is not possible to encrypt your portable devices, please comment 

on the steps you will take to protect the data.   

n/a 

b. What arrangements have been made for audio/video data storage? At what point in the 

research will tapes/digital recordings/files be destroyed?   

n/a 

Please answer the following questions only if you have not completed a Data Management Plan 

for an external funder 

8a. How will you share and preserve the data underpinning your publications for at least 10 years 

e.g. PURE?  

All anonymised data will be electronically stored on the Lancaster University secure server for ten 

years. 
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8b. Are there any restrictions on sharing your data ?  

No 

9. Consent  
a. Will you take all necessary steps to obtain the voluntary and informed consent of the 
prospective participant(s) or, in the case of individual(s) not capable of giving informed consent, 
the permission of a legally authorised representative in accordance with applicable law? 

 Yes 

 
b. Detail the procedure you will use for obtaining consent?   
Participants will be presented with participant information and asked to electronically sign a consent 
form if they wish to take part.  Participants will be required to indicate they consent to participate 
before being able to proceed with the survey.  Researcher contact details will also be provided for 
those who wish to obtain further information on the study prior to providing informed consent. 
 
10. What discomfort (including psychological eg distressing or sensitive topics), inconvenience or 
danger could be caused by participation in the project?  Please indicate plans to address these 
potential risks.  State the timescales within which participants may withdraw from the study, 
noting your reasons. 
 
There is minimal risk anticipated when participating in this study.  However, it may be that 

responding to questionnaires about sensitive, personal experiences results in distress for 

participants.  To address this, participants will be made aware that they can withdraw at any point 

during the study, without providing a reason, up until February 2021.  Details of relevant support 

resources will be provided to participants (both before and after participation), as well as researcher 

contact details, to expand on information about resources available online, should people 

experience distress as a result of participation.  Up until February 2021, if a participant wishes to 

withdraw from the study, the data they have provided will be destroyed and not used in the study.  

However, after this time, data will be pooled and analysed and therefore it will not be possible to 

remove individual responses.  Participants will be aware of this limitation prior to consenting to take 

part. 

11.  What potential risks may exist for the researcher(s)?  Please indicate plans to address such 
risks (for example, noting the support available to you; counselling considerations arising from the 
sensitive or distressing nature of the research/topic; details of the lone worker plan you will 
follow, and the steps you will take).   
 
Due to recruitment and data collection taking place online, risk to the researcher is minimal.  To 

protect the student researcher’s personal contact details, all correspondence with participants will 

be via university email.   

 
12.  Whilst we do not generally expect direct benefits to participants as a result of this research, 
please state here any that result from completion of the study.   
 
Although participants may find the study interesting, there are no direct benefits to taking part.  
However, the results of the study could inform and improve the support available to individuals with 
a diagnosis of Bipolar Disorder, as well as future research in this area; participants may find 
contributing to this a positive experience. 
 
13. Details of any incentives/payments (including out-of-pocket expenses) made to participants:   
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No incentives will be offered for participation in the study. 

14. Confidentiality and Anonymity 

a. Will you take the necessary steps to assure the anonymity of subjects, including in subsequent 

publications? Yes 

b. Please include details of how the confidentiality and anonymity of participants will be ensured, 

and the limits to confidentiality.  

Participants will not be required to provide their name or address and will be given an ID number at 

the start of the study to enable their data record to be identified should they wish to withdraw.  In 

terms of data storage, anonymous participant responses will be stored securely on the Lancaster 

University server account.  Only anonymised data will be used for analysis. 

15.  If relevant, describe the involvement of your target participant group in the design and 
conduct of your research.  
 
Due to time constraints, there has not been opportunity to involve a target participant group in the 

design of this study. 

16.  What are the plans for dissemination of findings from the research?  If you are a student, 

include here your thesis.  

Findings will be presented as part of my DClinPsy thesis.  Results of the research may be submitted 

for publication in an academic journal.  A summary of findings will also be available to participants, 

at their request. 

17. What particular ethical considerations, not previously noted on this application, do you think 

there are in the proposed study?  Are there any matters about which you wish to seek guidance 

from the FHMREC? 

There are no further ethical issues associated with this study that have not been previously noted. 

 

SECTION FOUR: signature 

Applicant electronic signature: Alexandra (Rosie) Ainsworth  Date 19.10.2020 

Student applicants: please tick to confirm that your supervisor has reviewed your application, and 

that they are happy for the application to proceed to ethical review   

Project Supervisor name (if applicable): Dr Guillermo Perez-Algorta Date application discussed 

19.10.2020 
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Research Protocol 

 

Relationship between Intolerance of Uncertainty and Belongingness in individuals with a 

diagnosis of bipolar disorder. 

 

Name of applicant/supervisors 

Rosie Ainsworth  

Student Researcher/Trainee Clinical Psychologist  

Lancaster University  

email: a.ainsworth4@lancaster.ac.uk  

 

Dr Guillermo Perez Algorta  

Co-Investigator/Research Supervisor 

Lancaster University  

email: g.perezalgorta@lancaster.ac.uk  

 

Dr Ian Smith 

Chief Investigator 

Lancaster University  

email: i.smith@lancaster.ac.uk  

Introduction 

Belongingness refers to the sense that one is part of a valued group and the feeling of 

being connected to others.  According to Maslow’s Hierarchy of Needs (1968), love and 

belongingness are fundamental needs which humans are motivated to achieve.  The 

belongingness hypothesis (Baumeister & Leary, 1995) states that individuals have a desire to 

form interpersonal relationships, and that threats to one’s sense of belongingness can elicit 

negative emotions.  The negative outcomes related with threats to one’s sense of 

belongingness have been associated with potential devastating consequences such as 

engagement in suicidal behaviours or death by suicide (Joiner, 2005). This relationship 
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between belongingness and suicidal behaviours is a particular important issue for individuals 

with a diagnosis of bipolar disorder (BD), as they are thought to be at high risk of both self-

harm (Singhal, Ross, Seminog, Hawton & Goldacre, 2014) and suicide (Eroglu, Karakus & 

Tamam, 2013; Goodwin & Jamison, 2007). 

It is known from previous studies that individuals with a BD diagnosis are considered 

particularly susceptible to feelings of thwarted belongingness (Taylor et al., 2016), and there 

is some evidence that this difficulty could be related with social relationships (Greenberg, 

Rosenblum, McInnis & Muzik, 2014), where lower perceived social support was associated 

with adverse outcomes, such as increased symptom severity and impairment for individuals 

with a BD diagnosis.  However, in spite of the important role that belongingness plays as a 

candidate predictor of significant negative outcomes for people with BD diagnosis, there are 

few studies about the experience of belongingness in this population. 

One aspect that needs attention is the relationship of anxiety and belongingness in 

BD.  High levels of anxiety are a prevalent experience in individuals with a BD diagnosis.  

Research by Kessler et al. (1997) found that 93% of individuals meeting the diagnostic 

criteria for a bipolar diagnosis in their lifetime, also met the criteria for a lifetime anxiety 

disorder diagnosis, compared to 25% in the general population.   

In this study, we are interested in the construct of Intolerance of Uncertainty (IU), 

which is described as a dispositional characteristic which rises from a set of negative beliefs 

about uncertainty and its implications (i.e. uncertainty is distressing and unexpected events 

should be avoided). IU is thought to be key to the development and maintenance of anxiety 

(Dugas & Robichaud, 2006), as well as the distress associated with multiple psychiatric 

diagnoses.  

It is thought that individuals who are intolerant of uncertainty are more likely to 

experience worry when presented with uncertainty (Ladouceur, Gosselin, & Dugas, 2000).  

Research into IU and social anxiety tells us that as social situations are inherently uncertain, 

such situations may cause individuals who are intolerant of uncertainty to feel anxious (Katz, 

Rector & Laposa, 2017).  From this, we could infer that if an individual is intolerant of 

uncertainty, they may withdraw socially and that in turn, reduced social functioning could 

result in feelings of thwarted belongingness.  In other words, an individual’s ability to tolerate 

uncertainty may impact their perception of belongingness.  However at present, IU has not 

been studied extensively in individuals with a BD diagnosis. 
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Another important factor that could be related with belongingness in this population is 

that of stigma, as individuals with a BD diagnosis often report stigmatisation as a result of 

their diagnosis (Hawke et al., 2013).  Wastler et al. (2019) found that internalised stigma and 

belongingness interact to increase risk of suicide, whilst Treichler and Luckstead (2018) 

found that a sense of belongingness can protect against internalised stigma.  These studies 

recruited participants with a diagnosis of a “serious mental illness”, including BD.  

Considering this previous literature, it would be important to include stigma as part of the 

model tested in this study, to control for its potential impact on belongingness. 

Psychological interventions for individuals with a BD diagnosis are underdeveloped 

(Jones et al., 2018; Oud et al, 2016), making this a challenging clinical issue.  As argued, 

there is evidence to suggest that both belongingness and IU could contribute to negative 

outcomes for individuals with a diagnosis of BD, as well as indirect evidence that the two 

constructs could be related.  However, there is no research into the experience of 

belongingness and IU in individuals with a diagnosis of BD.   

In order to address this, we should explore the relationship between belongingness 

and IU, after controlling for the effect of other relevant factors such stigma in the context of 

BD.  If a relationship exists between these two factors over and above other confounders, and 

for example one’s ability to tolerate uncertainty can impact one’s sense of belongingness, this 

could benefit practice in clinical psychology, as evidence-based interventions targeting IU are 

readily available.  In turn, this could reduce the negative, sometimes devastating outcomes 

currently associated with thwarted belongingness and improve quality of life for individuals 

with a BD diagnosis. 

Research Question 

What is the relationship between IU and belongingness, amongst individuals with a diagnosis 

of BD, after controlling for other relevant predictors such as stigma and other relevant 

demographic variables? 

Hypothesis 

In individuals with a diagnosis of BD, a lower ability to tolerate uncertainty will equate to a 

lower sense of belongingness after controlling for the effect of relevant confounders such as 

stigma. 

Method 
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Participants 

Participants will be English speaking individuals aged 18+, self-reporting a BD diagnosis, 

who may or may not be currently engaging with mental health services.  Current mood state 

(i.e. depressive or (hypo)manic mood states) will not be used as an exclusion criterion, 

however this will be measured using mood questionnaires to allow its impact to be accounted 

for during analyses. 

Demographics details will be collected from participants via a questionnaire.  Participants 

will be asked to provide details on their age, sex, ethnicity, country of residence, employment 

status, current living situation and diagnosis. 

The study will aim to recruit 98-150 participants for this study.  Following a power 

calculation to obtain a β=.80, α=.05, assuming a medium effect size (a medium effect size is 

assumed due to limited previous research and small effect sizes not being deemed significant 

enough to detect) and a maximum of 6 predictors in the model, the study will require a 

minimum sample size of n= 98.    

Design 

A within-subjects, cross-sectional study design will be used, where a single group of 

participants will respond to a set of self-report questionnaires.  Questionnaires will be used to 

ascertain levels of belongingness, IU and stigma reported by each participant, as well as 

current mood state. To ensure validity, items on the outcome measures will be taken from 

validated scales and questionnaires. 

Materials  

Demographic Questionnaire 

A demographic questionnaire will be used to establish population characteristics and other 

relevant data.  Participants will be asked to provide details on their age, gender, sexual 

orientation, ethnicity, country of residence, employment status, current living situation and 

diagnosis (Appendix C). 

Interpersonal Needs Questionnaire  

Belongingness will be measured using the Belongingness subscale (Appendix E) from The 

Interpersonal Needs Questionnaire (INQ) (Joiner, Van Orden, Witte and Rudd, 2009). This 

subscale is composed of 10 items from a pool of the 25-item self-report assessment, designed 
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specifically to measure perceived belongingness and burdensomeness.  This subscale has 

been shown to have good internal consistency (.88) (Hill et al., 2015).  The items used in this 

study will be those measuring belongingness only.  For this reason, a second measure of 

belongingness will be used to evaluate the convergent validity of the INQ subscale.  

The Sense of Belongingness Instrument- Psychological State 

The Sense of Belongingness Instrument- Psychological State (SOBI-P) (Hagerty & Patusky, 

1995) (Appendix F) will be used to measure belongingness, alongside the 10-items taken 

from the INQ.  The SOBI-P has been shown to have excellent internal consistency (.93) and 

test-retest reliability (.84) when used with a clinical population. 

The Intolerance of Uncertainty Scale 

Intolerance of uncertainty will be measured using The Intolerance of Uncertainty Scale Short 

Form (IUS-12) (Carleton, Norton, & Asmundson, 2007a) (Appendix G).  This is an 

abbreviated version of the 27-item Intolerance of Uncertainty Scale (Freeston, Rhéaume, 

Letarte, Dugas, & Ladouceur, 1994).  This has been found to have excellent internal 

consistency (.91) and good test-retest reliability (.74) (Freeston et al., 1994). 

The Inventory of Stigmatising Experiences 

The Inventory of Stigmatising Experiences (ISE) (Appendix H) will be used to measure 

stigma experiences and impact of participants (Stuart, Milev & Koller, 2005).  This measure 

has shown strong reliability (.83 for the Stigma Experiences Scale and .91 for the Stigma 

Impact Scale) and has been used to measure stigma in individuals with a diagnosis of Bipolar 

Disorder (Thomé et al., 2012). 

The 7 Up 7 Down Inventory. 

The 7 Up 7 Down Inventory (Youngstrom, Murray, Johnson & Findling, 2013) (Appendix D) 

will be used to measure mood.  This is a brief 14-item measure of manic and depressive 

symptoms taken from the full 78-item General Behaviour Inventory (Depue et al., 1981).   

This measure has been shown to have excellent reliability (.83 for the mania items and .95 for 

depression items) and strong validity across multiple samples (Youngstrom et al., 2013). 

Procedure 

Recruitment will use convenience sampling and will take place online, via relevant 

organisations and/or support groups (e.g. Bipolar UK and The Depression Bipolar Support 

Alliance), from English speaking countries (i.e. UK, North America, Canada, New Zealand 

and Australia).  We will contact these organisation directly, provide details of the study, 
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using a poster (Appendix J) and participant information sheet (Appendix A) and request that 

they disseminate details of the study to any members who would be interested in taking part.  

Any interested parties will be provided with researcher contact details to register their interest 

or ask questions.  Interested parties will be sent an email invitation to complete the study, 

containing a link to the REDCap survey site.  REDCap is the system which will be used to 

collect survey data.     

The link to the study will also be circulated using a poster, via Twitter.  For this, a 

professional account using the researcher’s university email address will be set up.   

Participants will be presented with participant information and asked to electronically sign a 

consent form (Appendix B) if they wish to take part.  Once participants have consented to 

take part they will be asked to complete several online questionnaires in the following order;  

1.) Demographic questionnaire 

2.) 7 Up 7 Down Inventory 

3.) 10-item belongingness scale from the INQ 

4.) SOBI-P 

5.) IUS-12 

6.) ISE 

Participation in the study should take approximately 20 minutes.  Following the completion 

of the questionnaires participants will be given debrief information (Appendix I) and 

provided with contact details for both the researcher and relevant sources of support, should 

they feel distressed following their participation.   

Questionnaire responses will then be downloaded from REDCap by the researcher and stored 

anonymously on the secure Lancaster University server. 

Proposed analysis 

Descriptive statistics will be used to conduct exploratory analyses to provide characteristics 

of the data, as well as to identify any influential cases or patterns of missing data.  To answer 

the main research question, regression analyses will be conducted to test the relationship 

between belongingness and IU, after controlling for the effect of stigma, current mood state 

and other relevant demographic variables identified in subsidiary correlational analyses. 
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Practical issues (e.g. cost/logistics) 

Practical issues are minimal due to online recruitment and participation.  It is expected that 

the proposed protocol will minimise potential recruitment difficulties associated with 

COVID-19.  By using online recruitment and participation, increased restrictions in the 

future, as according to government, local and Lancaster University guidelines, should not 

impact heavily on recruitment or other aspects of this research.   

In terms of data storage, participant responses will be anonymised and stored securely and 

electronically in a password protected file space within the student researcher’s university 

server account.  Only the student researcher and research supervisor will have access to this 

data.  The research supervisor will have access to the data in order to provide guidance on the 

analysis process.  All data will be stored electronically for ten years, following which it will 

be permanently deleted by the programme’s research co-ordinator, as outlined in Lancaster 

University and DClinPsy data storage policies. 

Up until February 2021, if a participant wishes to withdraw from the study, the data they have 

provided will be destroyed and not used in the study.  However, after this time, data will be 

pooled and analysed and therefore it will not be possible to remove individual responses. 

Ethical concerns 

There is minimal risk anticipated when participating in this study.  However, it may be that 

responding to questionnaires about sensitive, personal experiences results in distress for 

participants.  To address this, participants will be made aware that they can withdraw at any 

point during the study, without providing a reason.  Details of relevant support resources will 

be provided to participants, as well as researcher contact details, to expand on information 

about resources available online, should people experience distress as a result of 

participation. 

Due to recruitment and data collection taking place online, risk to the researcher is minimal.  

To protect the student researcher’s personal contact details, all correspondence with 

participants will be via university email.   
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Appendices 

Appendix 4-A 

Participant Information Sheet 

 

Participant Information Sheet  

The relationship of Intolerance of Uncertainty and Belongingness in individuals with a 

diagnosis of Bipolar Disorder.  

My name is Rosie Ainsworth and am a student in the Doctorate of Clinical Psychology 

programme at Lancaster University, England. As part of this, I am conducting a research 

study which I would like to invite you to take part in. Before you decide whether you would 

like to participate, it is important to understand why the research is being done and what you 

will be asked to do, so you can make an informed decision. Please read the following 

information and feel free to ask any questions before making a decision.  

What is the study about?  

This research is about people's ability to tolerate uncertain situations and how this might 

impact on their sense of belonging (or feeling close to others), in particular people with a 

diagnosis of Bipolar Disorder.  

People with a diagnosis of Bipolar Disorder can experience high levels of anxiety. In this 

research, we are using the idea of 'Intolerance of Uncertainty' as a way to measure anxiety- as 

psychological theory tells us that people who feel anxious can also struggle with feelings of 

uncertainty. In particular we will be looking at how this can impact on your sense of 

belonging.  

Previous research tells us that people's experiences with stigma can also impact on their sense 

of belongingness. Stigma can be described as negative attitudes towards a person who 

displays a certain characteristic, for example a mental health diagnosis. This study will 

therefore take your experiences of stigma into account.  

It is hoped that the findings of this study will contribute to our current knowledge of these 

experiences of people with a diagnosis of Bipolar Disorder, to inform future research in this 

area and the support available to such individuals.  

Can I take part?  

You can take part if you are an adult who has been given a diagnosis of Bipolar Disorder.  

Are there any exclusion criteria?  

You should not take part in this study if:  

• You cannot speak English  

• You are under the age of 18  

• You do not have a diagnosis of Bipolar Disorder  

What will I be asked to do if I choose to take part?  
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Once you have given your consent to take part in the study, you will be asked to read some 

information and answer questions about the following:  

• General information about you; including your age, gender, employment status, current 

living situation and diagnosis  

• Your mood and related behaviours during the last two weeks  

• How uncomfortable or anxious you feel about uncertain situations  

• Your experience of stigma  

• To what extent you currently feel connected to the people around you  

The whole process should last for about 20 minutes.  

Do I have to take part?  

No, your participation is entirely voluntary. If you agree to take part, you will be asked to 

sign a consent form. However, you are still free to change your mind and withdraw from the 

study without any negative consequences. If you do wish to withdraw, any information you 

have provided will be destroyed and not be used.  

What happens to my information?  

The information you provide will be collated with the results from other participants and 

stored anonymously. The responses you gave in the questionnaires will not be identifiable as 

yours and will be kept in an encrypted secure server at Lancaster University, only the 

researchers involved in this study will have access to the information. For further information 

about how Lancaster University processes personal data for research purposes and your data 

rights please visit our webpage: www.lancaster.ac.uk/research/data-protection.  

These results will then be presented as a report to be submitted to Lancaster University. 

Results may also be submitted for publication in academic journals. A summary of the 

findings will also be made available to you, for your own interest.  

What if I change my mind?  

If you wish to withdraw from the study for any reason, this is absolutely fine. You are free to 

withdraw from the study at any point up until February 2021. However, after this date all data 

will be pooled with that of other participants, making it impossible to retrieve individual 

responses.  

If you wish to withdraw from the study, please contact me directly with your ID number and 

request that your data be removed from the study. Your ID number is [record_id], please 

make a note of this, in case you decide to withdraw at a later time. Please note that simply not 

completing the study will not automatically withdraw the information you have already 

provided.  

What are the benefits or risks of taking part?  

Although you may find the study interesting, there are no direct benefits to taking part. 

However, the results of the study could inform and improve the support available to 

individuals with a diagnosis of Bipolar Disorder, as well as future research in this area.  
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There are no risks anticipated with participating in this study. However, if you experience 

distress as a result of taking part, there are details of helplines you may find useful at the end 

of this page.  

Who approved this research?  

This study has been reviewed and approved by the Lancaster University Faculty of Health 

and Medicine Research Ethics Committee.  

How can I get involved?  

If you would like to be involved, please continue to the next page where you will be asked to 

provide consent to take part in the study. Alternatively, if you would like more information 

before making your decision, please feel free to contact myself using the details below.  

Where can I obtain further information about the study if I need it?  

If you have any questions about the study, please contact:  

Rosie Ainsworth  

Student Researcher  

Lancaster University  

a.ainsworth4@lancaster.ac.uk  

Complaints  

If you wish to make a complaint or raise concerns about any aspect of this study and do not 

wish to speak me, please feel free to contact my supervisors directly:  

Dr Guillermo Perez Algorta  

Research Supervisor  

Lancaster University  

 

Dr Ian Smith Research Director/Chief Investigator  

Lancaster University  

 

If you wish to speak to someone outside of the project team, you may also contact:  

Roger Pickup  

Associate Dean for Research (until December 2020)  

Lancaster University  

 

Jennifer Logue  

Associate Dean for Research (from January 2021)  

Lancaster University  

 

Dr Bill Sellwood  

Programme Director  
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Lancaster University  

 

Resources in the event of distress:  

It is not anticipated that taking part in this study will cause you any distress. However, if you 

do experience distress following taking part, you are encouraged to contact your GP or 

mental healthcare provider, who should be able to offer support or guidance.  

You are also welcome to inform the researcher, who can signpost you to helpful online 

resources. There are also resources and helplines you can access in case of distress, please 

select your country of residence to see further details.  

If your country of residence is not listed, please contact your GP for information on resources 

and helplines available to you.  

Please select your country of residence.  

United Kingdom:  

The Samaritans  

Call 116 123  

samaritans.org  

Crisis Text Line  

Text SHOUT to 85258  

crisistextline.org  

United States:  

National Alliance on Mental Illness  

Call 1-800-950-6264  

info@nami.org  

Crisis Text Line  

Text HOME to 741741  

crisistextline.org  

Australia:  

Lifeline Australia  

Call 13 11 14  

www.lifeline.org.au  

Australia: 

BeyondBlue  

Call 1300 22 4636  

www.beyondblue.org.au  

Canada:  

Crisis Services  

1-883-456-4566  

crisisservicescanada.ca  
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Crisis Text Line  

Text HOME to 686868  

crisistextline.org  

New Zealand:  

Need to Talk  

Call 1737  

www.1737.org.nz  

Lifeline New Zealand  

Text HELP to 4357  

www.lifeline.org.nz  

Thank you for taking the time to read this information sheet. If you would like to take part, 

please press submit to continue to the next page. 
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Appendix 4-B 

Consent Form 

 

By continuing onto the next page you confirm that:  

1. You have read the Participant Information Sheet  

2. You have been given opportunity to ask questions and any questions have been answered 

to your satisfaction  

3. You understand that participation is voluntary and that you are free to withdraw at any 

time without giving any reason and without negative consequences  

4. You understand that the information you provide will remain anonymous and that your 

responses will not be identifiable as your own  

5. You consent for the anonymised data to be discussed with my supervisor at Lancaster 

University  

6. You consent to Lancaster University keeping the anonymised data for 10 years after the 

study has finished  

7. You consent to your data being used for these research purposes unless you formally 

withdraw from the study  

8. You consent to taking part in the current study.  

 

I have read the above and consent 
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Appendix 4-C 

Demographic and Clinical  Questionnaire 

 

Please answer the following questions about yourself to the best of your ability. If you do not 

wish to answer a question, feel free to leave it blank. The responses to this questionnaire will 

be stored anonymously and will not be identifiable as your own.  

What is your date of birth? (Please use the format DD/MM/YYYY): __________________ 

Which country are you currently residing in?  

United Kingdom  

United States  

Canada  

Australia  

New Zealand  

Other  

If other, please specify: __________________________________  

What is your gender?  

Male  

Female  

Is this the gender you were assigned at birth?  

No  

Yes  

Prefer not to say  

What best describes your sexual orientation?  

Heterosexual  

Gay  

Lesbian  

Bisexual  

Pansexual  

Other  

Prefer not to say  

If other, please specify how you describe your sexual orientation: ______________________  

Which category best describes your ethnicity?  

Black  

White  

Asian  

Mixed  

Hispanic  

Other  

If other, please specify: __________________________________  

What is your current employment status?  

Employed  
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Unemployed  

Student  

Retired  

Other  

If other, please specify: __________________________________  

What is your relationship status?  

Single  

In a relationship  

Married/civil partnership  

Widowed Divorced/separated  

What is your current living situation?  

Living alone  

Living with partner or spouse  

Living with family  

Shared accommodation  

Homeless  

Other  

If other, please specify: __________________________________  

What is your highest education level?  

Secondary/high school graduate  

Undergraduate degree  

Masters degree (or similar)  

PhD/Doctorate  

Other  

If other, please specify: __________________________________  

Is English your native language?  

No  

Yes  

Are you fluent in English?  

No  

Yes  

How many years have you spoken English? (Please provide a number, i.e. 6): __________ 

Please answer the following questions about your diagnosis to the best of your ability. If you 

do not wish to answer a question, you can leave it blank. The responses to this questionnaire 

will be stored anonymously and will not be identifiable as your own.  

What diagnosis have you received from your doctor?  

Bipolar Disorder Type I  

Bipolar Disorder Type 2  

Bipolar Disorder Not Otherwise Specified  

Manic Depression  

I don't know  
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Other  

If other, please specify the diagnosis you have received: _____________________________ 

When did you receive this diagnosis?  

The last year  

The last 2-5 years  

The last 6-10 years  

The last 11-15 years  

More than 16 years ago  

Please specify how long ago you received this diagnosis in numerical years (i.e. 19): _______ 

When do you think your difficulties with very low or very high mood (or both) started?  

When I was 0-5 years old  

When I was 6-13 years old  

When I was 14-18 years old  

When I was 19-25 years old  

When I was 26-45 years old  

When I was 46 to now  

How many episodes of very low or very high mood (or both) have you experienced since 

you were diagnosed?  

Between 0-5 episodes  

Between 6-10 episodes  

Between 11-20 episodes  

More than 20 episodes  

Are you currently receiving any psychological intervention or therapy?  

No 

Yes  

If you know the type of intervention or therapy you are receiving, please specify: ______ 

Are you currently prescribed any medication for bipolar disorder?  

No 

Yes  

If you know the name of the medication you are taking, please specify: ______________ 

If you know the dose of the medication you are taking, please specify: _______________ 

Do you currently feel very high or low in mood (or both)?  

No 

Yes 

When did this start?  

In the past week  

In the past month  

In the past 3 months  

In the past 6 months  

In the past year  
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Other  

If other, please specify when this started: __________________________________  

When did your last episode of very low or very high mood (or both) end?  

A week ago  

A month ago  

3 months ago  

6 months ago  

A year ago  

Other  

Please specify when this ended: __________________________________  

Do you have any other mental health diagnoses?  

No  

Yes  

Please specify which other mental health diagnoses you have received? _________________ 

Thankyou for providing us with this information. Please continue to the next page to 

complete the next questionnaire. 
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Appendix 4-D 

7 Up 7 Down Inventory 

 

Below are some questions about behaviours that occur in the general population. Using the scale 

below, select the number that best describes how often you experience these behaviours. 

 

 
Never or hardly 

ever 
Sometimes Often 

Very often or 

almost constantly 

1. Have you had periods of extreme happiness and intense energy 

lasting several days or more when you also felt much more anxious 

or tense (jittery, nervous, uptight) than usual (other than related to 

the menstrual cycle)? 

0 1 2 3 

2. Have there been several days or more when you were so sad that 

it was quite painful or you felt that you couldn’t stand it? 
0 1 2 3 

3. Have there been times lasting several days or more when you felt 

you must have lots of excitement, and you actually did a lot of new 

or different things? 

0 1 2 3 

4. Have you had periods of extreme happiness and intense energy 

(clearly more than your usual self) when, for several days or more, 

it took you over an hour to get to sleep at night? 

0 1 2 3 

5. Have there been long periods in your life where you felt sad, 

depressed, or irritable most of the time? 
0 1 2 3 

6. Have you had periods of extreme happiness and high energy 

lasting several days or more when what you heard, smelled, tasted 

or touched seemed vivid or intense? 

0 1 2 3 

7. Have there been periods of several days or  more when your 

thinking was so clear and quick that it was much better than most 

other people’s? 

0 1 2 3 

8. Have there been times of a couple of day or more when you felt 

that you were a very important person or that your abilities or 

talents were better than most other people’s? 

0 1 2 3 

9. Have there been times when you have hated yourself or felt that 

you were stupid, ugly, unlovable or useless? 
0 1 2 3 

10. Have there been times of several days or more when you really 

got down on yourself and felt worthless? 
0 1 2 3 

11.  Have you had periods when it seemed that the future was 

hopeless and things could not improve? 
0 1 2 3 

12. Have there been periods lasting several days or more when you 

were so down in the dumps that you thought you might never snap 

out of it? 

0 1 2 3 

13. Have you had times when your thoughts and ideas came so fast 

that you couldn’t get them all out, or they came so quickly that 

others complained they couldn’t keep up with your ideas? 

0 1 2 3 

14. Have there been times when you have felt you would be better 

off dead? 
0 1 2 3 
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Appendix 4-E 

Interpersonal Needs Questionnaire Belongingness Subscale 

 

The following questions ask you to think about yourself and other people. Please respond to 

each question by using your own current beliefs and experiences, NOT what you think is true 

in general, or what might be true for other people. Please base your responses on how you’ve 

been feeling recently. Use the rating scale to find the number that best matches how you feel 

and circle that number. There are no right or wrong answers: we are interested in what you 

think and feel. 

 

 

Not at all 

true for 

me 

 

Somewhat 

true for  

me 

 
Very true 

for me 

1. These days, other people care 

about me 
1 2 3 4 5 

2. These days, I feel like I belong 1 2 3 4 5 

3. These days, I rarely interact with 

people  who care about me 
1 2 3 4 5 

4. These days, I am fortunate to have 

many caring and supportive 

friends 

1 2 3 4 5 

5. These days, I feel disconnected 

from other people  
1 2 3 4 5 

6. These days, I often feel like an 

outsider in social gatherings 
1 2 3 4 5 

7. These days, I feel that there are 

people I can turn to in times of 

need 

1 2 3 4 5 

8. These days, I feel unwelcome in 

most social situations 
1 2 3 4 5 

9. These days, I am close to other 

people 
1 2 3 4 5 

10. These days, I have least one 

satisfying interaction every day 
1 2 3 4 5 
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Appendix 4-F 

Sense of Belonging Instrument Psychological State 

 

The following questions ask you to think about how connected you feel to those around you. 

Use the rating scale to indicate to what extent you agree with each statement. 

 

 
Strongly 

Disagree 
Disagree Agree 

Strongly 

Agree 

1. I often wonder if there is any place on earth where I 

really fit in. 

1 2 3 4 

2. I am just not sure if I fit in with my friends. 
1 2 3 4 

3. I would describe myself as a misfit in most social 

situations. 

1 2 3 4 

4. I generally feel that people accept me. 
1 2 3 4 

5. I feel like a piece of a jig-saw puzzle that doesn't fit 

into the puzzle. 

1 2 3 4 

6. I would like to make a difference to people or things 

around me' but I don't feel that what I have to offer 

is valued. 

1 2 3 4 

7. I feel like an outsider in most situations. 
1 2 3 4 

8. I am troubled by feeling like I have no place in this 

world. 

1 2 3 4 

9. I could disappear for days and it wouldn't matter to 

my family. 

1 2 3 4 

10. In general' I don't feel a part of the mainstream of 

society. 

1 2 3 4 

11. I feel like I observe life rather than participate in it. 
1 2 3 4 

12. If I died tomorrow' very few people would come to 

my funeral. 

1 2 3 4 

13. I feel like a square peg trying to fit into a round 

hole. 

1 2 3 4 

14. I don't feel that there is any place where I really fit 

in this world. 

1 2 3 4 

15. I am uncomfortable that my background and 

experiences are so different from those who are 

usually around me. 

1 2 3 4 

16. I could not see or call my friends for days and it 

wouldn't matter to them. 

1 2 3 4 

17. I feel left out of things. 
1 2 3 4 

18. I am not valued by or important to my friends. 
1 2 3 4 
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Appendix 4-G 

Intolerance of Uncertainty Scale 

 

You will find below a series of statements which describe how people may react to the 

uncertainties of life. Please use the scale below to describe to what extent each item is 

characteristic of you. Please circle a number (1 to 5) that describes you best. 

 

 

Not at all 

characterist

ic of me 

A little 

characteris

tic of me 

Somewhat 

characteristi

c of me 

Very 

characteri

stic of me 

Entirely 

characterist

ic of me 

1. Unforeseen events upset me 

greatly. 
1 2 3 4 5 

2. It frustrates me not having all the 

information I need. 
1 2 3 4 5 

3. Uncertainty keeps me from 

living a full life. 
1 2 3 4 5 

4. One should always look ahead 

so as to avoid surprises. 
1 2 3 4 5 

5. A small unforeseen event can 

spoil everything, even with the 

best of planning. 

1 2 3 4 5 

6. When it’s time to act, 

uncertainty paralyses me. 
1 2 3 4 5 

7. When I am uncertain I can’t 

function very well. 
1 2 3 4 5 

8. I always want to know what the 

future has in store for me. 
1 2 3 4 5 

9. I can’t stand being taken by 

surprise. 
1 2 3 4 5 

10. The smallest doubt can stop me 

from acting. 
1 2 3 4 5 

11. I should be able to organize 

everything in advance. 
1 2 3 4 5 

12. I must get away from all 

uncertain situations. 
1 2 3 4 5 
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Appendix 4-H 

Inventory of Stigmatising Experiences 

 

Stigma Experiences Scale  

The following questions will ask you about your experience of stigma. Please respond to the 

questions with either 'yes' or 'no', depending on whether they apply to you. 

1. Do you think that people think less of you if they know you have a mental illness?  

2. Do you think that the average person is afraid of someone with a serious mental 

illness?  

3. Have you ever been teased, bullied or harassed because you have a mental illness?  

4. Have you felt that you have been treated unfairly or that your rights have been denied 

because you have a mental illness?  

5. Have your experiences with stigma affected your recovery?  

6. Have your experiences with stigma caused you to think less about yourself or your 

abilities?  

7. Have your experiences with stigma affected your ability to make or keep friends? 

8. Have your experiences with stigma affected your ability to interact with your family? 

9. Have your experiences with stigma affected your satisfaction or quality of life?  

10. Do you avoid situations that may be stigmatizing to you? 

Stigma Impact Scale 

1. On a ten-point scale, where 0 is the lowest possible amount, and 10 is the highest possible 

amount, how much has stigma affected you personally with respect to: 

Quality of Life 

Social Contacts 

Family Relations 

Self-esteem 

2. On a ten-point scale where 0 is the lowest possible amount, and 10 is the highest possible 

amount, how much as stigma affected your family as a whole with respect to: 

Quality of Life 

Social Contacts 

Family Relations 
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Appendix 4-I 

Debrief Information 

 

Thank you for taking the time to take part in this study, we really appreciate it.  

Please find below some further information about the purpose of the study and details of 

resources in the event of distress. 

It is thought that people with a diagnosis of Bipolar Disorder experience high levels of 

anxiety. In this study anxiety was conceptualised using Intolerance of Uncertainty, as 

research tells us people who feel anxious can also struggle in uncertain situations and 

therapeutic interventions are widely available to support such individuals. The purpose of this 

study was to investigate the relationship between Intolerance of Uncertainty and a sense of 

belonging, as it has been suggested that difficulties with uncertainty can cause anxiety in 

social situations, which could lead to feeling less connected to those around us.  

A sense of belonging is important, as research tells us a lack of this can lead to painful 

emotions. The experience of belongingness is not yet fully understood, making it difficult to 

tackle in therapy. The purpose of this research was therefore to establish whether a 

relationship exists between Intolerance of Uncertainty and belongingness, to inform future 

available therapeutic interventions.  

All information collected for this study will be anonymous and there will be no way of 

identifying your responses as your own in the dataset.  

If you have any questions about the study please do not hesitate to contact me or my 

supervisor (Dr Guillermo Perez-Algorta) via email on a.ainsworth4@lancaster.ac.uk or 

g.perezalgorta@lancaster.ac.uk and we will be happy to answer any of your queries. 

Resources in the event of distress:  

If you experience distress following taking part in this study, you are encouraged to contact 

your GP or mental healthcare provider, who should be able to offer support or guidance.  

There are also resources and helplines you can access in case of distress, please select your 

country of residence to see further details. 

If your country of residence is not listed, please contact your GP for information on resources 

and helplines available to you.  

Please select your country of residence.  

United Kingdom:  

The Samaritans  

Call 116 123  

samaritans.org  

Crisis Text Line  

Text SHOUT to 85258  

crisistextline.org  
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United States:  

National Alliance on Mental Illness  

Call 1-800-950-6264  

info@nami.org  

Crisis Text Line  

Text HOME to 741741  

crisistextline.org  

Australia:  

Lifeline Australia  

Call 13 11 14  

www.lifeline.org.au  

BeyondBlue  

Call 1300 22 4636  

www.beyondblue.org.au  

Canada:  

Crisis Services  

1-883-456-4566  

crisisservicescanada.ca  

Crisis Text Line  

Text HOME to 686868  

crisistextline.org  

New Zealand:  

Need to Talk  

Call 1737  

www.1737.org.nz  

Lifeline New Zealand  

Text HELP to 4357  

www.lifeline.org.nz  
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Appendix 4-J 

Recruitment Advertisement 
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