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1. Background information
1.1. Project outline
· This is a case series study, which will recruit approximately 6 participants to undertake an adaptation of memory reconsolidation therapy. Questionnaires will be administered prior to treatment, immediately after treatment, and three months after treatment concludes. Progress questionnaires will be administered every session. The treatment will consist of four phases, including: intake and assessment; brief metacognitive therapy; memory reconsolidation therapy with imagery rescripting; and termination of the therapy. The details and rationale for each of these phases are documented below.  
1.2. Introduction
Bulimia Nervosa (BN) and Posttraumatic Stress Disorder (PTSD) commonly co-occur, and cause great distress to sufferers (Tagay et al., 2014). A nationally representative United States study (N = 5, 692), found that 39.8% of women and 66.2% of men with BN reported a lifetime history of PTSD (Mitchell et al., 2012). Despite these statistics, however, there are no published guidelines on the clinical management of PTSD/BN. It is of note that the most utilized treatment, Cognitive Behaviour Therapy-Enhanced (CBT-E; Fairburn, 2008), is ineffective for up to 50% of individuals with BN (Hay, 2013). The lack of attention paid to maintaining factors, including PTSD symptoms, may be one reason for the lack of treatment response within this population (Trottier et al., 2016).
A particular type of cognitive-behavioural therapy, Prolonged Exposure (PE; Foa et al., 2007) was developed to specifically target the avoidance patterns of PTSD patients by repeatedly exposing the individual to safe, yet aversive stimuli. However, patients with PTSD have demonstrated delayed extinction learning within experimental paradigms (Blechert et al., 2007; Haaker et al., 2015). Similarly, only 49.5% of patients presenting with anxiety disorders show improvement at the end of exposure-based treatment (Loerinc et al., 2015). This may suggest these individuals have difficulty acquiring an association that a stimulus or situation is ‘safe’ within a therapeutic setting. 
One recent adaptation of PE, termed Memory Reconsolidation Therapy (MRT) has been developed to address these limitations. Memory reconsolidation is a process whereby a long-term memory is reactivated and transferred back to short term memory. Due to reengagement of the neural systems involved in memory formation, the reactivated memories are labile and susceptible to behavioural manipulations  (Kida, 2020). The window of susceptibility is thought to be time limited, starting at 10 minutes after memory reactivation and continuing for up to 6 hours (Monfils et al., 2009; Schiller et al., 2010). The reconsolidation process involves integrating new information into existing memory structures, thereby changing the original memory (McKenzie & Eichenbaum, 2011). 
To date, memory reconsolidation principles have been applied within a clinical setting for police officers diagnosed with PTSD (Kerswell et al., 2020), and for patients diagnosed with BN who had experienced a traumatic event (Vivian, 2021). Within these case series, participants were asked to vividly recall a traumatic memory, prior to engaging in either an unrelated activity (Kerswell et al., 2020) or mindfulness (Vivian, 2021)for 20 minutes. The participant was then engaged in traditional extinction training during the window of memory reconsolidation (Lee et al., 2017). Both studies found that trauma symptoms significantly reduced over the course of therapy, for all participants. However, the participants indicated that they highly considered dropping out due to their intolerance of negative affect (e.g., anger, guilt, sadness, grief). 
The current protocol has been adapted to address these concerns. Primarily, 3 sessions have been included, which consist of psychoeducation on emotions. This may help participants tolerance for negative affect prior to engaging in exposure therapy. Furthermore, imagery rescripting (IR; Smucker et al., 1995) has been found to be as effective as imaginal exposure alone in changing PTSD symptoms, with greater decreases in anger, guilt and shame (Arntz et al., 2013; Arntz et al., 2007; Grunert et al., 2007). During IR, emotionally distressing memories and mental images are reactivated in the patient’s imagination. According to their emotional needs, the patient may then change the imagined situation into less aversive mental images. The positive effects of this approach are enhanced if patients play an active role in the new script, compared to a more passive approach where patients imagine third parties (e.g., the therapist) helping in the imagined situation (Arntz, 2012; Siegesleitner et al., 2020). Conceptually, this is similar to the imagery rescripting protocol used in Jeffrey Young’s Schema Therapy (Young et al., 2003), which has demonstrated efficacy in eating disorder populations (Pugh, 2015). Consequently, the current study uses IR in place of PE within the reconsolidation window. 
1.3. Rationale/justification 
1.3..1. BN and PTSD commonly co-occur, and cause great distress to sufferers (Tagay et al., 2014). One suggestion for the lack of treatment success for patients with this co-morbidity is the lack of attention paid to the maintaining factors, such as PTSD symptoms (Trottier et al., 2016). Thus, this study will address a treatment gap by focusing upon whether addressing the traumatic memories of patients with BN/PTSD improves eating disorder and trauma related outcomes. The data gained from this study will facilitate modifications to the newly developed therapy, Memory Reconsolidation Therapy, which may improve the effectiveness of the treatment for patients. The information may also be used to inform pilot randomised controlled trials, or studies in populations with other disordered eating behaviour (e.g., binge eating disorder), for which ethical clearance would be sought in a future ethics approval application. 
2. Study objectives
2.1. Hypotheses
Primary Hypotheses 
· It is proposed that adult participants diagnosed with BN and PTSD will significantly improve in eating disorder symptoms, as measured by the EDE-Q, post-treatment compared to pre-treatment. This improvement will be maintained three months post-treatment. 
· It is proposed that adult participants diagnosed with BN and PTSD will significantly decrease scores on the PCL-5 over 12-16 sessions of treatment. This improvement will be maintained three months post-treatment.
Secondary Hypotheses 
· It is proposed that adult participants diagnosed with BN and PTSD will report significantly decreased negative beliefs about emotions, as measured by the BAEF, post-treatment compared to pre-treatment. This improvement will be maintained three months post-treatment.
· It is proposed that adult participants diagnosed with BN and PTSD will report significantly decreased posttraumatic cognitions, as measured by the PTCI, post-treatment compared to pre-treatment. This improvement will be maintained three months post-treatment.
· It is proposed that the self-reported frequency of objective binge eating episodes, self-induced vomiting, laxative misuse, and excessive exercise will decrease over the course of treatment. 
2.2. Research aims.
· The primary objective is to gain preliminary evidence for the effectiveness of imagery rescripting using memory reconsolidation principles, which will include three sessions of psychoeducation to improve tolerance of negative affect, in reducing eating disorder symptoms (as measured by the EDE-Q), as well as frequency of binging, purging, laxative misuse, and exercise as a means of controlling shape and weight) and PTSD symptoms (as measured by the PCL-5). 
· A secondary objective is to gain insight into whether imagery rescripting using memory reconsolidation principles, which will include a brief version of metacognitive therapy is effective in reducing negative beliefs about emotions (as measured by the BAEQ) and Posttraumatic cognitions (as measured by the PTCI). 
· A secondary objective is to receive feedback from the participants on the acceptability of the content, process, and dosage of the therapy.
2.3. Outcome measures 
· Screening Assessment 
· Structured Clinical Interview for DSM-5RV (First, 2015)
· Baseline, post-treatment and three-month follow up questionnaires.
· Eating Disorder Examination Questionnaire (EDE-Q; Christopher G Fairburn & Sarah J Beglin, 1994)
· Posttraumatic Stress Disorder Checklist for the DSM-5 (PCL-5; Weathers et al., 2013)
· Beliefs About Emotions Questionnaire (BAEQ; Manser et al., 2012) 
· The Posttraumatic Cognitions Inventory (PTCI; Foa et al., 1999)
· All time points. 
· The Treatment Outcome Package (TOP) 
· Self-reported frequency of: 
· Objective binge eating episodes. 
· Self-induced vomiting
· Laxative misuse 
· Exercise as a means of controlling shape or weight 
3. Study design
· Study type/design
· Case Series Study 
· Study methodology 
At the QUT Psychology and Counselling Clinic, referrals are received by the Clinic Administration Officer in writing or by telephone. Clients can self-refer and contact the clinic administration officer directly. These details are then passed on to the Clinic Coordinator (a registered Psychologist) who contacts the referrals via telephone and based on a discussion with the individual screens for their current presenting problem. The discussion with the Clinic Coordinator usually takes approximately 10-15 minutes. The Clinic Coordinator will inform the client of the opportunity to participate in current research studies being conducted in the clinic, if she judges the client to be an appropriate, potential participant. This process is consistent with the standard role of the Clinic Coordinator. Following this, the Principal Researcher will contact the participants, via telephone, to arrange an interview time. Prior to the commencement of the interview the participant will be provided with a participant information and consent form to sign. 	Comment by Gemma: TBA whether the screen is done by Jess or Esben 
In addition, recruitment flyers will be given to the clinicians (general practitioner, dietitian, and nurse) in the QUT Eating Disorders Clinic, as well as clinicians in the Queensland Eating Disorders Service (QuEDS), Eating Disorders Queensland (EDQ), and private practitioners who specialise in eating disorders. These practitioners will be asked to pass on a recruitment flyer to any participant who they feel may meet criteria for the study and may be interested in participating. Potential participants who may be interested in participating in this study will contact the research team to express their interest and learn more about the study. 
Participants who appear to meet criteria for the study and express interest in participating will be further screened in a 60-minute face-to-face interview with a Master of Clinical Psychology student who will be trained in conducting a structured clinical interview (SCID-5RV) and will be supervised by the Research Project Supervisor (Associate Professor Esben Strodl). The Structured Clinical Interview for DSM-5 (SCID-5) is a semi structured interview guide for making DSM-5 diagnoses and can only be administered by a clinician or trained mental health professional. This interview will be video recorded to allow the Research Project Supervisor the opportunity to check that participants meet criteria for inclusion in the study. Participants who meet the inclusion criteria (diagnosis of Bulimia Nervosa [BN] and Post-Traumatic Stress Disorder [PTSD] and medical stability) but do not meet the exclusion criteria (current psychosis, intellectual disability, bipolar disorder, alcohol use disorder and/or substance use disorder, anorexia nervosa, pregnancy, high suicide risk) will then be considered for further participation in the research. Participants who meet one of the exclusion criteria or do not meet the inclusion criteria will be offered recommendations for suitable alternative interventions/services.
Participants will also be required to be assessed by either their own General Practitioner or a General Practitioner at the QUT Health Clinic who specialises in eating disorders. While this is a requirement for participation in the study this is also a duty of care due to the health risks associated with BN. If the General Practitioner that the participant usually sees does not bulk bill, then the research team will encourage the participant to see the General Practitioner at QUT Clinic, who can be seen free of charge. The General Practitioner will be asked to sign a formal letter indicating that the participant does not have any medical conditions that would make it unsafe for the participant to be engaged in the psychotherapy. This signed letter will be returned to the principal researcher. The General Practitioner is not required to provide a referral, for the patient to attend the QUT Psychology and Counselling Clinic.
If the participant meets the eligibility criteria, they will be invited to participate in the study by first completing the pre-therapy questionnaires (approximately 30 minutes) either online via QUT Qualtrics or by completing hard copy questionnaires that are mailed to the participant. The method of completing the questionnaires will be based upon the preference of the participant. If the participant chooses to complete the surveys online, they will be provided with an iPad, whilst at the QUT Psychology and Counselling Clinic reception. The measures will include: a demographics sheet (age, gender, education attained, employment status, marital status, English speaking); EDE-Q; PCL-5; BAEQ; PTCI.  
The introduction of the intervention will be staggered and therefore the length of the baseline phase will be different for each participant ie. between 1 and 6 weeks. That is, participant 1 will have a 1-week baseline, participant 2 will have a 2-week baseline, participant 3 will have a 3-week baseline etc. This is a standard methodological procedure in case study design and provides rigor to the methodology by allowing the researchers to see if changes occur at similar stages of the intervention independent of the timing of the onset of therapy (and thereby minimizing environmental influences upon the therapy). Varying the time at which the intervention is introduced (i.e., lagging the start of intervention across multiple behaviours or individuals) allows the clinician to determine whether the treatment is in fact influencing behaviour change, or demonstrating cause and effect. Lagging A=B=C conditions with changes across different baselines independently demonstrates a cause-and-effect relationship. During these baseline weeks, the participants will be asked to complete the Treatment Outcome Package (TOP) Questionnaire as well as report the frequency of binge and purge episodes in the previous week. We anticipate that this will take 10 minutes to complete each week. This four-week period is to receive a baseline estimate of functioning only and is thus not being used as a control.
Treatment will involve 12-16 x 90-minute sessions conducted weekly. The therapy will be delivered by the Principal Researcher (a post-graduate Clinical Psychology student registered with the Psychology Board of Australia). Following the final treatment session, and at three-month follow-up participants will be asked to complete all the initial battery of questionnaires again.
Treatment Outline. 
Phase One: Psychoeducation based upon Metacognitive Therapy (2-3 sessions) 
· Psychoeducation around the function of emotions
· This will include an explanation of the metacognitive model where bingeing and purging are considered coping strategies to manage unbearable distress. 
· It will also involve discussion about the positive function of emotions (including negative emotions), exploration of unhelpful beliefs about emotions and Socratic Questioning to help the participant consider alternative perspectives regarding their unhelpful beliefs about emotions.
· Participants will be trained in detached mindfulness and encouraged to become more mindful of their emotions as part of a behavioural experiment to test the validity of their unhelpful beliefs about emotions. The purpose of this phase is to improve distress tolerance, and thereby reduce the risk of drop out during the MRT phase. 
Phase Two: Memory Reconsolidation (~10-12 treatment sessions) 
· A fear hierarchy will be developed by ranking the traumatic events that link to the PTSD according to the level of distress they envisage experience when they recall these events. The therapist and participant will start the Memory Reconsolidation Therapy protocol using memory of the lowest ranked traumatic event and then progress up the fear hierarchy after the successful extinction of the current traumatic memory being addressed. 
· The client’s mental state during the week will be reviewed, as a measure of progress. Also, the therapist will be sensitive to the risk of self-harm. If the client has already engaged in an MRT session, any primary or secondary emotions associated with the last fear memory during the week will be explored. If there is still an ongoing primary fear response associated with the last memory, then the therapist may consider redoing MRT on this memory before going up the next step of the hierarchy. If there are ongoing secondary emotions associated with the last fear memory, then part of the session may be spent using cognitive strategies to help the client gain a shift in his/her maladaptive interpretations by considering the trauma from a post-traumatic growth perspective. 
a. The client will be asked to recall the traumatic memory on the current step of the fear hierarchy. 
a. The client will be encouraged to close her/his eyes to intensify the extinction process (by minimising distractions) if they feel safe to do so. 
b.  The client will initially be asked to imagine being in a real or an imaginary safe place. The goal is to a) get a baseline of the client’s imagination – to gauge whether their imagery during the exposure is OK compared with baseline, b) relax them to help resistance to recall, c) train them in inducing the relaxation so they can use this to reduce any distress after recall. 
c. The client will then be asked to describe the scene of the traumatic memory as clearly as he/she can. This recollection will be kept no longer than 3-5 minutes, as the goal is only to activate the memory and not to start the extinction process. 
d. Once the memory is activated, the client will be asked to return to the safe place imagined before the recall. 
b. The client will be engaged in a detached mindfulness exercise for approximately 20 minutes. 
c. After 20 minutes the client will be asked to close her/his eyes and return to the safe place experienced earlier. 
d. The client will then be invited to recall the same traumatic event they recalled 20 minutes prior. The therapist will ask the client to describe the image out loud in the present tense and in first person, as though it were happening now. 
e. Questions will be asked, including what the client can see, hear smell, feel and sense in their body. The vividness of each experience will be heighted by asking the client to focus on aspects of the memory and focus on how vivid it was.
f. According to their emotional needs, the client may then change the imagined situation into less aversive mental images. The positive effects of this approach are enhanced if clients play an active role in the new script (i.e., patients imagine themselves enacting the change), compared to a more passive approach where patients imagine third parties (e.g., the therapist) helping in the imagined situation (Arntz, 2012; Siegesleitner et al., 2020).
g. At various times throughout this process, the client will be asked to rate his/her subjective units of distress (SUDS) on a scale of 0 to 10. 
h. These steps will be repeated until the client experiences a significant reduction in SUDS – ideally towards 1 or 2 out of 10. 
i. Once the client reports a significant reduction in SUDS, then the client will be asked to move his/her attention back to the safe place imagery. 
j. The experience of the client will be explored towards the end of the session. 
k. Any secondary emotions (e.g. anger, sadness, guilt) that arose from the experience will be explored from a post-traumatic growth perspective (e.g. emotions normalised and validated and then the client encouraged to consider what they have learned from experiencing the trauma). 
l. The client will be encouraged to keep calm and relaxed during the next 4-5 hours (i.e., up to 6 hours after the initial recall). 
Phase Three: Final Session 
a. The clients mental state during the week will be reviewed. This will be used as a measure of progress.
b. Summarise 
i. The formulation of the presenting problem and the role of fear memories in the experience of BN and PTSD. 
ii. The rationale for exposure therapy and the focus on reducing the primary emotion of fear. 
iii. The client’s progress up the fear hierarchy 
c. Summarise the client’s current mental state and discuss/negotiate if the client needs any further treatment and what the options are for referrals. 
d. Ask the client to report on their understanding of any strategies that they can continue to apply to manage secondary emotions. 
e. Ask the client to discuss their experiences with the process of the therapy and what they have learned from the experience. 
f. Address any unresolved issues. 
g. End the sessions and praise the client for his/her progress and recognise the gains made. 
Research project setting: Queensland University of Technology Psychology and Counselling Clinic  
4. Study population
4.1. Participants 
· Up to six adult patients diagnosed with Bulimia Nervosa and Posttraumatic Stress Disorder
4.2. Inclusions and exclusion criteria  
4.2..1. Inclusion Criteria 
4.2..1.1. 18-65 years of age 
4.2..1.2. Diagnosis of co-morbid Bulimia Nervosa and Posttraumatic Stress Disorder 
4.2..1.3. Medical Stability, as determined by a General Practitioner. 
4.2..2. Exclusion Criteria 
4.2..2.1. Psychosis 
4.2..2.2. Intellectual Disability or any evidence of cognitive impairment that would interfere with the course of treatment. 
4.2..2.3. Bipolar Disorder 
4.2..2.4. Alcohol Use Disorder and/or Substance Use Disorder 
4.2..2.5. Anorexia Nervosa
4.2..2.6. Pregnancy 
4.2..2.7. High Suicide Risk 
4.3. Recruitment strategies, timeframe 
4.3..1. The Queensland Eating Disorder Service (QuEDS) already refers patients with Bulimia Nervosa to the QUT Psychology and Counselling Clinic for psychotherapy. QuEDS will be informed via email that we are seeking participants for this study and ask them to inform the clients that they routinely refer onto the clinic. A recruitment flyer will also be sent to the Eating Disorder Queensland for their dissemination. It is a standard service for the Eating Disorder Queensland to inform their clients about available services. Clients with eating disorders who contact the clinic will be informed about the study during their routine telephone screen with the clinic referral manager. Should this process not result in sufficient referrals then we will also mail recruitment flyers to local general practitioners and eating disorder associations and ask them to forward information about the study and the clinic's telephone number onto suitable clients, where they believe it is appropriate. 
4.4. Consent approach/es
4.4..1. A written consent form will be provided to all potential participants prior to any clinical proceedings. To assess participants capacity to decide whether to participate, the Structured Clinical interview (SCID) will be initially used as an assessment tool. The SCID for DSM-IV/5 disorders is a semi structured standardised diagnostic interview commonly used for clinical and research purposes. During the SCID, participants who are confused, disoriented, suffering from memory loss or delusional would be excluded from the research trial. Individuals experiencing these types of cognitive impairments would not have the capacity to make proper informed consent. These individuals would be given a referral to an appropriate service or agencies, such as their General Practitioner. It should be noted that the Mental Status Examination (MSE) is a standard clinical tool in psychology/psychiatry for assessing the impairment of judgement. When conducting an MSE the clinician primarily uses his/her clinical judgement to determine whether the participant's judgement is impaired. This can often be determined using open-ended questions regarding the logic of the participant's everyday decision making. 
4.5. Participant withdrawal
4.5..1. There are no consequences to the participant if they choose to withdraw, or to not participate in the research. 
5. Procedures
5.1. Screening of participants
· Participants will be screened using the Structured Clinical Interview for the DSM-5 (SCID-5). This is a semi structured interview guide for making DSM-5 diagnoses and can only be administered by a clinician or trained mental health professional. This interview will be video recorded to allow the Research Project Supervisor the opportunity to clarify that participants meet criteria for inclusion in the study. Participants who are not disclosing evidence of any of the exclusion criteria, will then be considered for further participation in the research. Participants showing evidence of psychosis, high suicide risk, drug, or alcohol abuse or those who do not meet criteria for Bulimia Nervosa or Posttraumatic Stress Disorder will be offered recommendations for suitable alternative interventions/services.
5.2. Schedule of measurements. duration 
· Questionnaires will be administered at pre- and post-therapy, and at a 3-month follow up interval. These questionnaires will include the EDE-Q; PCL-5; BAEQ; PTCI (detailed in section 4.3) and will take between 20-30 minutes to complete. Information will also be collected during the baseline period (1-6 weeks) and during the therapy (12-16 weeks) by completion of the Treatment Outcome Package, and self-report of binge and purge frequency. 
· Each therapy session will be video recorded; this is standard practice at the QUT Psychology and Counselling Clinic for supervision and training purposes. 
5.3. Participant follow-up 
· Participants will be followed up three months post-therapy. This will include requesting that the participant complete the outcome questionnaires: EDE-Q; PCL-5; BAEQ; PTCI. 
5.4. Data collection  
· Information will be initially collected via the Structured Clinical Interview based on the Diagnostic and Statistical Manual of Mental Disorders, fifth edition. The Principal Researcher will also receive a signed letter from a General Practitioner to be involved in the study. 
· Information will be collected in relation to participants via completion of pre, post-therapy, and 3-month follow-up questionnaires. These questionnaires will include the EDE-Q; PCL-5; BAEQ; PTCI (detailed in section 4.3). Additionally, information will be collected weekly during the baseline period (1-6 weeks) and during the therapy (12-16 weeks) by completion of the Treatment Outcome Package, and self-report of binge and purge frequency. Each therapy session will be video recorded; this is standard practice at the QUT Psychology and Counselling Clinic for supervision and training purposes. Recording ensures that the student’s supervisors can provide effective guidance. If participants refuse video recording, they will be given the option to be audio-recorded instead. If participants do not consent to this, an alternative treatment option may need to be discussed. 
· At the end of the therapy, the participants will be asked to be involved in a 30-minute interview with the Research Project Supervisor that will be video recorded, for research and supervision purposes. During this interview, participants will be asked what they liked and did not like about the therapy, whether they thought 12-16 x 90-minute sessions was sufficient and what they would like to change about the therapy. Participants will also be asked to complete the initial battery of questionnaires at a 3-month follow up. 
5.5. Impact of and response to missing data 
· Participants will be able to withdraw from treatment at any time, without penalty. Any data gathered during their treatment would not be used for the research. The information would be archived for 7 years, in line QUT procedures.
· If the participants miss any items on the questionnaires, this will be reviewed by the research team and the participant will be asked to complete the missing item. Given the small number of participants, it will be important for each participant to complete all questions on all the questionnaires in order to accurately measure the effectiveness of the intervention. 
5.6. Safety and adverse effects/events
· During the structured clinical interview used to initially screen the participants, a risk assessment will be conducted with each participant. Participants who are judged to be a high risk of harm to self will not be included in the study and will be referred to another appropriate service. 
· If a participant increases their risk of self-harm during the course of the treatment, the therapist will develop a risk management plan with the participant and in collaboration with the Research Project Supervisor. The risk management strategies will be discussed and updated throughout the therapy in supervision. If at any time the participant is deemed to be at high risk of self-harm, the participant’s involvement in this research trial will be ended and the participant will be referred to an appropriate service.
6. Statistical plan
6.1. Sample size determination and power; or how will determine that data saturation has occurred, or data are sufficient for the purpose.
· The study will aim to recruit 6 participants in alignment with best practice for clinical case series studies in psychotherapy. However, sample sizes as low as one are publishable in academic journals.
6.2. Data analysis and Statistical methods (including how will you measure, manipulate and/or analyse the information that you collect/gather, matching and sampling strategies, accounting for potential bias, confounding factors and missing information)
· Clinically significant change will be assessed on all outcome measures using Jacobson and Traux’s (1991) Reliable Change Index (RCI) approach. RCI will be calculated using the Christensen (1986) formula: 
RCI = (X2 – X1)/Sdiff, 
· X1 represents a participants pre-test score, X2 represents the same participants post-test score, and Sdiff is the standard error of the difference between the two scores. Sdiff is calculated from the standard error of measurement (SE) as follows: 
Sdiff = 
SE = S1

· Where S1 = standard deviation (SD) of the normal population and r = test-retest reliability of the outcome measure. A RCI>1.96 will indicate that the degree of change is statistically reliable and not the result of measurement error. When published data for normal populations of the outcome measures are not available, clinical cut-offs will be calculated using the M and Sd information from the normal population and experimental treatment group as follows:
C = S1 M2 + S2M/S1 + S2
· Where S1 = experimental treatment group SD, M2 = normal population M, S2 = normal population SD, and M1 = experimental treatment group M. 
· Non-parametric Wilcoxon signed-rank tests will be used on all outcome measures to compare pre-treatment ranks at 0 weeks to posttreatment ranks at post-treatment.
·  In addition, the weekly self-ratings will be graphed to show changes in symptoms during the course of therapy.
7. Outcome measures 
7.1. Eating Disorder Examination Questionnaire (EDE-Q; Christopher G Fairburn & Sarah J Beglin, 1994)
· The EDE-Q is a 36 item self-report measure that assesses eating attitudes and behaviours during the past 28 days (see Appendix A). The items are based on the original Eating Disorder Examination Interview (C. G. Fairburn & S. J. Beglin, 1994). The EDE-Q contains four subscales, including: restraint, eating concerns, shape concerns, and weight concerns. The average of the four subscales forms a Global Subscale (i.e., Global EDE-Q). Statements are rated on a seven-point Likert scale (0-6); where high scores indicate a greater symptom frequency and/or severity. 
7.2. Posttraumatic Stress Disorder Checklist for the DSM-5 (Weathers et al., 2013) 
· The PCL-5 is a 20-item self-report measure that assesses the 20 DSM-5 symptoms of PTSD. The PCL-5 has a variety of purposes, including monitoring symptom change during and after treatment, screening individuals for PTSD, and making a provisional PTSD diagnosis. The PCL-5 takes approximately 5-10 minutes to complete. 
7.3. Beliefs About Emotions Questionnaire (BAEQ; Manser et al., 2012)
· The BAEQ measures an individual’s belief about the unacceptability of experiencing or expressing negative emotions (Manser et al., 2012). The BAEQ consist of 43 items, and six subscales. These include: believing emotions are (a) Overwhelming and Uncontrollable; (b) Shameful and Irrational; (c) Invalid and Meaningless; (d) Useless; (f) Damaging; and (fe) Contagious. The BAEQ is measured on a five-point Likert scale, where high scores indicate more restrictive beliefs about experiencing or expressing negative emotions. 
7.4. The Posttraumatic Cognitions Inventory (PTCI; Foa et al., 1999)
· The PTCI measures trauma-related thoughts and beliefs. It consists of 33-items and three subscales. These include: the 21-item Negative Cognitions about self-Subscale, which evaluates a general negative view of one-self since the trauma; the seven-item Negative Cognitions about the World subscale, which measures mistrust of other people and a sense that the world is a dangerous place; and the five-item self-blame subscale which evaluates blame of oneself for the traumatic incident itself. Each item is assessed on a seven-point Likert scale, from “1-completely disagree” to “7-completely agree”. 
7.5. The Treatment Outcome Package (TOP; Kraus et al., 2005)
· The Adult TOP Clinical Scales consist of 58 items which assess 12 symptom and functional domains, including: work functioning; sexual functioning, social conflict, depression, panic, psychosis, suicidal ideation, violence, mania, sleep, substance abuse, and quality of life. Each item is assessed on a six-point Likert scale from “all” to “none”. 
8. Data management and record keeping
8.1. Confidentially and privacy (including linkages)
· The electronic files of the databases containing the questionnaire results will be password protected electronic files. The hard copies of the participant information and consent forms will be stored in a locked filing cabinet in the supervisor’s office (B634, O Block, Kelvin Grove Campus). 
8.2. Data security 
· Only the principal researcher, and research supervisors will have access to the dataset. The electronic files of the databases containing the questionnaire results will be passworded electronic files. The hard copies of the participant information and consent forms will be stored in a locked filing cabinet in the supervisor’s office. 
8.3. Training
· The primary researcher will undergo workshops for research methodology as part of the Master of Clinical Psychology, in the unit HLN712. This will include research methodology for single case design and qualitative analyses. The primary researcher will receive training and clinical supervision from the primary Research Project Supervisor.
8.4. Record retention 
· The information will be stored for a period of fifteen years at QUT, as per national standards (National Health and Medical Research Council, 2012). The video recording of the assessment interview and therapy sessions will be stored on the Primary Supervisor’s QUT OneDrive for the duration of the study. These files will be deleted after study completion. In seven years’ time, the hard copies of the data may be shredded. The computer data will be retained with participant information de-identified and may be deleted after seven years. Video recordings of assessment interviews for participants, in which there is uncertainty of their eligibility for participation, will be reviewed by Ass/Professor Esben Strodl, and then deleted immediately if they do not meet the criteria. Hard copies of data will be physically shredded. Electronic copies of files will be electronically deleted. 
8.5. Secondary use 
· The results will also be reported to the Research Project Supervisors: Assoc/Prof Esben Strodl and Prof Ottmar Lipp. Results will also be discussed in clinical supervision of the therapy, on a weekly basis, with Assoc/Prof Esben Strodl, a registered Clinical and Health Psychologist. Participants will have the option of having their results recorded on their personal health records and/or having their results shared with their medical practitioner. 
9. Resources
$200 will be available for use, as the budget for a Master of Clinical Psychology thesis. The resources required for the current project includes: 
· Questionnaires 
· All questionnaires will be obtained from the test library at Kelvin Grove. 
· Clinic Rooms
· Parking for clients will be provided free of charge, as per QUT Psychology and Counselling Clinic policy 
· Printing of consent forms and questionnaires will be done within K Block at Kelvin Grove.  
· Clinical supervision will be provided once weekly by the Principal Researchers primary supervisor, Assoc/Prof Esben Strodl; while research supervision will be provided by both project supervisors as needed. 
10. Results, outcomes, and future plans
· Plans for return of results of research to participants.
· In the initial interview, participants will be asked if they are interested in knowing about the outcome of the research via the mail. If they state they are interested this will be noted in the initial interview. A letter will be sent to each participant thanking them for their participation and informing them of their individual findings at the end of the study. No findings from other participants will be provided. 
· Publication plan
· The results are intended to be disseminated by the publication of a peer reviewed journal article, or scientific conference presentations. 
· Other potential uses of the data at the end of the project
· Due to the small sample size, and detailed questionnaires and data it is possible that the participants could be identified from the raw data. Thus, the data will not be made publicly available on a data repository, to protect the identity of the clients.
· Project closure processes 
· The therapist will ensure that each participant will have a relapse prevention plan. 
· Each participant would have the option to be treated again at the QUT psychology and counselling clinic free of charge for a limited number of sessions.  
· Referrals for a private psychologist will be provided if this is within the participants means. 
· Referrals to QLD Health eating disorder or mental health services will be made, should this be requested, or the circumstances require public mental health involvement. 
· Plans for sharing and/or future use of data and/or follow-up research. 
· This research may lead to a larger scale pilot study of the adapted version of Memory Reconsolidation Therapy for patients with BN and PTSD.
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12. Appendices 
12.1. Appendix A: Demographic Questions 

Memory Reconsolidation Therapy for Bulimia Nervosa and Posttraumatic Stress Disorder Research Study
Demographics Information Sheet 
Please indicate your response by ticking the appropriate box or writing in the space provided 
Age: _____ years 
Gender: 
· Male 
· Female 
Education: 
· School (specify grade) 
· TAFE (certificate or diploma) 
· Bachelor’s Degree 
· Post-graduate Degree/Diploma
· Masters/Doctoral Level 
· Other 
Employment Status: 
· Working full-time 
· Working part-time/casual 
· Self-employed 
· Unemployed/homemaker 
Marital Status: 
· Married 
· Single 
· Divorced
· Co-habiting
· Other ______
Are you from an English-speaking background? 
· Yes 
· No 



12.2. [image: ]Appendix B: EDE-Q
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12.3. Appendix C: Self-Reported Frequency of Eating Disordered Behaviour 

Frequency of Behaviour (adapted from the Eating Disorder Examination Questionnaire)

Over the past week (7 days)
1. Over the past 7 days, how many times have you eaten what other people would regard as an unusually large amount of food (given the circumstances)?

……………..
[image: ]
1. ….. On how many of these times did you have a sense of having lost control over your eating (at the time that you were eating)?
……………..
[image: ]
1. Over the past 7 days, on how many DAYS have such episodes of overeating occurred (i.e., you have eaten an unusually large amount of food and have had a sense of loss of control at the time)?

……………..
[image: ]
1. Over the past 7 days, how many times have you made yourself sick (vomit) as a means of controlling your shape or weight?
……………..
[image: ]
1. Over the past 7 days, how many times have you taken laxatives as a means of controlling your shape or weight?

……………..
[image: ]
1. Over the past 7 days, how many times have you exercised in a “driven” or “compulsive” way as a means of controlling your weight, shape or amount of fat, or to burn off calories?


12.4. [image: ]Appendix D: Impact of Event Scale-Revised 
 

12.5. Appendix E: Beliefs About Emotions Questionnaire
BAEQ

We are interested in the beliefs people have towards their emotions. Please read each item and say how much you generally agree with it by circling the appropriate number. 
Please respond to all the items, there are no right or wrong answers.

	
	Strongly Disagree
	Disagree
	Neutral
	Agree
	Strongly Agree

	1. When I feel upset, it means there is something to be upset about 

	1
	2
	3
	4
	5

	1. There is always some speciﬁc cause for me to become upset 

	1
	2
	3
	4
	5

	1. Feeling upset is not useful 

	1
	2
	3
	4
	5

	1. Feeling upset can completely take control of me 


	1
	2
	3
	4
	5

	1. It is silly to feel upset 

	1
	2
	3
	4
	5

	1. Feeling upset is uncontrollable 

	1
	2
	3
	4
	5

	1. Feeling upset might damage me physically 

	1
	2
	3
	4
	5

	1. If I felt upset about one thing, I could easily get upset about other things

	1
	2
	3
	4
	5

	1. When I feel upset I should take notice of it 

	1
	2
	3
	4
	5

	1. Trying not to feel upset is usually the best thing to do 

	1
	2
	3
	4
	5

	1. I’m a slave to my feelings of being upset 

	1
	2
	3
	4
	5

	1. I should feel ashamed of feeling upset 

	1
	2
	3
	4
	5

	1. It is never rational for me to feel upset 

	1
	2
	3
	4
	5

	1. I can keep safe if I don’t let myself feel upset 

	1
	2
	3
	4
	5

	1. When I feel upset, it’s a sign that something isn’t right 

	1
	2
	3
	4
	5

	1. If I feel upset, my feelings cannot pass on to other people 

	1
	2
	3
	4
	5

	1. When I feel upset it should be ignored as it is not important 

	1
	2
	3
	4
	5

	1. When I start feeling upset, I cannot control it 

	1
	2
	3
	4
	5

	1. Feeling upset can help me to avoid disastrous situations in the future 

	1
	2
	3
	4
	5

	1. There is not necessarily any meaning to it when I feel upset 

	1
	2
	3
	4
	5

	1. Feeling upset is puzzling to me 

	1
	2
	3
	4
	5

	1. Feeling upset is not likely to cause me any actual harm 

	1
	2
	3
	4
	5

	1. If I feel upset, other people around me will be infected by it 

	1
	2
	3
	4
	5

	1. It is embarrassing to feel upset 

	1
	2
	3
	4
	5

	1. Feeling upset might damage me psychologically 

	1
	2
	3
	4
	5

	1. Feeling upset means I’m a failure 

	1
	2
	3
	4
	5

	1. Feeling upset helps me to realise what is important to me 

	1
	2
	3
	4
	5

	1. I need to feel upset sometimes in order to function well 

	1
	2
	3
	4
	5

	1. If I feel upset, other people will become upset 

	1
	2
	3
	4
	5

	1. I’d prefer it if I never felt upset 

	1
	2
	3
	4
	5

	1. I’m not affected by my feelings of being upset

	1
	2
	3
	4
	5

	1. Feeling upset does not appear randomly, there is always a reason for feeling that way

	1
	2
	3
	4
	5

	1. Feeling upset tells me something useful about myself 

	1
	2
	3
	4
	5

	1. Feeling upset is an all-consuming feeling 

	1
	2
	3
	4
	5

	1. I punish myself for feeling upset 

	1
	2
	3
	4
	5

	1. Feeling upset helps me to make decisions about what to do next 

	1
	2
	3
	4
	5

	1. Once I start feeling upset, there’s nothing I can do to stop it 

	1
	2
	3
	4
	5

	1. I believe it is unacceptable for me to ever feel upset 
	1
	2
	3
	4
	5

	1. Feeling upset is an accurate barometer of what is happening around me 

	1
	2
	3
	4
	5

	1. Feeling upset stops me getting things done 

	1
	2
	3
	4
	5

	1. When I’m upset, that feeling takes over completely 

	1
	2
	3
	4
	5

	1. Feeling upset helps me to be creative 

	1
	2
	3
	4
	5

	1. Feeling upset will harm others
	1
	2
	3
	4
	5
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12.7. Appendix G: The Treatment Outcome Package 
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%y"%y Indicate how much of the time during the past TWO WEEKS you have . . .

o

been satisfied with your relationships with others
been satisfied with your daily responsibilities

been satisfied with your general mood and feelings

been satisfied with your life in general

felt too much conflict with someone

been emotionally hurt by someone

felt someone else had too much control over your life

had trouble falling asleep

had nightmares

awakened frequently during the night

had trouble returning to sleep after awakening in the night

had a paying job

had conflicts with others at work or school regardless of fault
‘missed work or school for any reason

not been acknowledged for your accomplishments at work or school
had your performance criticized at work or school

not been excited by your work or school work

physically hurt someone else or an animal

had desires to seriously hurt someone

had thoughts of killing someone else

felt that you were going to act on violent thoughts

felt no desire for, or pleasure in, sex

felt sexually incompatible with your partner or frustrated by the lack of a partner
felt emotional or physical pain during sex

had trouble functioning sexually (having orgasms . . )

had a racing heart

felt light-headed

had shortness of breath

had a dry mouth or trouble swallowing (e.g., a lump in your throat)

had sweaty hands (clammy), or cold hands or feet
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¢ & e " . .
%y"%y Indicate how much of the time during the past TWO WEEKS you have . . .

O had to do something to avoid anxiety or fear (washing hands . . .)
avoided certain situations or things due to fear or panic

felt panic in places that would be hard to leave if necessary

felt down or depressed

felt little or no interest in most things

felt guilty

felt restless

felt worthless

felt tired, slowed down, or had lttle energy

wortied about things

had trouble concentrating or making decisions

noticed your thoughts racing ahead

inflicted pain on yourself

felt rested after only a few hours of sleep

thought about killing yourself or wished you were dead

planned or tried to kill yourself

felt you were better than other people

felt on top of the world

worried that someone might hurt you

had unwanted thoughts or images

seen or heard something that was not really there

felt someone or something was controlling your mind

spent more time drinking or using drugs than you intended

neglected school, work, or other responsibilities because of using alcohol or drugs
felt you wanted or needed to cut down on your drinking or drug use

had your family, a friend, or anyone else tell you they objected to your alcohol or drug use
found yourself thinking about a drink or getting high
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used alcohol or drugs to relieve uncomfortable feelings, such as sadness, anger, or boredom
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