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Abstract 

Counselling Psychology training is a very important aspect of the profession of 

counselling psychologists. In Europe there are countries that do not include such 

training in their educational system with the result that a lot of Psychology graduates 

must move to a different country in order to qualify as counselling psychologists. A 

number of students who completed their first degree in Greece have studied, and 

still are studying, counselling psychology at a doctoral level in the United Kingdom. 

The present study interviewed students that have completed their first degree in 

Greece and are currently studying Counselling Psychology at a British higher 

education institute. A thematic analysis was conducted and 4 main themes emerged: 

Professional Identity, transformative learning, research and training for research, and 

feelings. In conclusion, all the participants expressed ideas that their move to a 

British institute was a very good choice for both their training and their professional 

development.  

Keywords: Counselling Psychology in Greece, Counselling Psychology in the 

United Kingdom, Counselling Psychology training 

Introduction 

Counselling psychology training is a contemporary issue in the field of 

counselling psychology. Since the establishment of the Division of Counselling 

Psychology within the British Psychological Society in 1994, a lot of changes in the 
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process of counselling psychology training occurred. Originally in order to become a 

(full) member of the division and gain the chartered status, an individual had to have 

been granted a Statement of Equivalence to the diploma in Counselling Psychology, 

which was a newly established independent route to accreditation. It was designed 

for members of other divisions or partly qualified counselling psychologists who 

wanted to become accredited, and at the same time, it offered a pathway of training 

for graduates of psychology courses with the Graduate Basis for Registration (GBR) 

to be trained as chartered counselling psychologists (Farrell, 1996). 

Since 1994, a lot of changes have taken place regarding the training of counselling 

psychologists in the United Kingdom. Nowadays, training programs aim to produce 

practitioners that are technically competent in a variety of methodological grounds, 

have integrated personal development and have drawn on scientific roots of 

psychology developed in their undergraduate degree. This notion of a scientist- 

practitioner is supported by the close interaction of the work with clinical 

psychologists that enriched the counselling psychology training with ideas about 

evidence based approaches and outcome research (Kennedy & Llewelyn, 2001). 

European citizen studying became a contemporary emerging notion in Europe 

after the establishment of the Treaty of Maastricht on the 1st November 1993, when 

27 member states, mainly located in Europe, committed to regional integration, thus 

forming the European Union that got its most recent form after the Treaty of Lisbon 

in 2009. This form of European Union enabled individuals to move to a different 

country (state) and live, work and engage practice professionally and politically 

(with limitations) with the same rights as the native population. There is not enough 

data on the profession of Counselling Psychology describing figures of such 

movement, but for sure as many professionals have followed a move to a different 

country, the same happened to Counselling Psychologists (Filippopoulos, in press b). 

At the same time more and more graduates of psychology referred to different 

countries in Europe than the one they completed their first degree for further 

professional and academic development. Such a move, again, has not been 

demographically studied and there are no statistical figures available describing this 

move but, from my experience as a lecturer in a Doctorate of Counselling 

Psychology, the proportion of European students who completed their first degree in 

their home country and moved to the United Kingdom to further their training in 

counselling psychology is rather high. I was born and raised in Greece but I 

completed all my undergraduate and postgraduate training in Psychology and 

Counselling Psychology in the U.K. In my years as a lecturer I have come across a 

number of students who completed their first degree in psychology in Greece and 

continued their postgraduate study in counselling psychology in the United 

Kingdom. This population is the target population for the present research. Before 

the illustration of the methodology of the present study a brief overview of the 

training in psychology and counselling psychology in Greece is essential. 
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The organisation of the first degree in psychology (equivalent to the Bachelor of 

Science or Arts in the U.K.) is similar to the university organisation in this country. 

The degrees are 4 yr courses but with more or less similar credits across modules that 

are spread in units that cover four years of full time study (Greek Ministry of 

Education, 2010). Even though there is an emphasis on core modules like research 

methods and clinical, counselling, developmental and cognitive psychology, the 

Greek universities lack in experimental experience transferred to students with 

exemption of one or two universities that attain strong research profiles. A number 

of psychology graduates complete their degree with no evidence based experience of 

psychology and especially counselling psychology practice. Nevertheless, most 

Greek University graduates when applying for GBR to the British Psychological 

Society are successful obtaining the GBR as they have acquired the appropriate 

number of module credits altogether.  

Counselling psychology is not a university training program that is predicted by 

the Greek educational system. Therefore, in the public sector of education there are 

no doctorates or even masters in the field of Counselling Psychology. According to 

the Panhellenic Psychological Association (2009), a psychology graduate from a 

Greek university or equivalent can practice counselling psychology and is protected 

under legislation to provide counselling practice to the general public. It is very 

often, though, that graduates of such degrees do not feel ready to practice 

(something that seems very reasonable as they had no or very limited training during 

their degree towards that direction) and, with the incapability of the Greek 

educational system to provide professional and postgraduate training, they refer to 

private institutions for professional training or universities in other countries. The 

private institutions mainly offer professional part time study that is spread over 4-5 

years and offer specific training in a traditional school of counselling or 

psychotherapy (psychodynamic, person centred and cognitive behaviour therapy). 

As it can be seen, it is vital for graduates of Greek universities to develop 

professionally further to their first degree especially if they want to respect the 

standards set from the Division of Counselling Psychology (Hellenic Psychological 

Society, 2006) for good practice of counselling psychology. A number of such 

students refer to universities in the U.K. and this study tried to explore their views 

on educational, professional development and organisational matters from their 

experiences in the two different countries/settings. In order to do that, a qualitative 

research methods design was established so as to give chance to participants to share 

their realities and then these were grouped into common themes that emerged from 

most of the interviewees’ sayings. A methodology outline follows. 
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Method 

In order to obtain a deeper understanding of the students’ experiences and the 

narratives of those, a qualitative method was employed so as to preserve the 

authentic accounts of subjective experience.  

Interviews were considered to be the most appropriate method to approach these 

subjective accounts of the people’s feelings, thoughts and experiences of studying 

their first degree in Greece and doing their professional or postgraduate study in the 

United Kingdom. A semi-structured plan was used and open-ended questions 

enabled as much as possible a free-flow of talk from the interviewees and deterred 

leading questions that may have influenced participants’ responses.  

When using qualitative methods it is expected that more genuine accounts of 

experiences from individual perspectives may be revealed. Meanings and definitions 

can be accosted as well as similarity and difference between the people, to the extent 

that they experienced education in the two countries. In other words, by the 

qualitative analysis, there was an effort to capture the individuality of experience 

and views whilst at the same time understand any shared perceptions between the 

participants. Phenomenology suggests that the only way that the truth can be 

studied is through the personal experience. Even if the existence of the truth is 

argued, then the only thing left to study is the personal accounts of the truth or the 

personal perception of that ‘so called’ truth.  

Through the qualitative method, a deep exploration of meaning and 

contextuality of experience was facilitated. A semi-structured interview provides the 

interviewer the ability to guide the interviewee through the open-ended questions to 

discuss the relevant topics, establishing a flow in conversation (Flick, 1999). 

Therefore, semi-structured schedule was used in order to focus on particular areas 

and open-ended questions were offering field for the participants to account their 

own interpretations in a relaxed way.  It also prevented the interviewer from probing 

or manipulating responses. At the same time it prevented the questions from 

dominating the interview or being to directive and, therefore, restrictive.    

The qualitative design is used to explore general themes about realities of the 

participants and this study employed such a methodology as no previous research 

had taken place in the field studying experiences of this particular group of people. 

Therefore, the qualitative design attempted to explore issues around the main topic 

area, as it is a new field of enquiry, hoping to provide a deeper insight of thematic 

units around the issue that could be used as a stepping stone for further research and 

by no means attempted to produce research data that could claim reliability and 

validity of any sort of statistical strength. The present study, since it is clear and 

explicit about how and why it chose the legitimizing criteria of the enquiry, could 

thus claim methodological rigour (Tobin & Begley, 2004; Barkham & Mellor-Clark, 

2000). 
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The Phenomenological Method  

Phenomenology is the 20th-century philosophical movement dedicated to 

describing the structures of experience as they present themselves to consciousness, 

without recourse to theory, deduction, or assumptions from other disciplines such as 

the natural sciences. As formulated by Husserl (1931), phenomenology is the study of 

the structures of consciousness that enable consciousness to refer to objects outside 

itself. Therefore it deals with contents that become present to awareness. These 

contents include not only the fields of feelings, imagination and basic perception 

(visual, acoustical, etc), but also transcendental perceptions of everyday life (like 

temporality and grief). Therefore, phenomenology focuses inquiry not on 

descriptions of objects but on experience. Phenomenological psychology argues that 

the quintessence of knowledge is the reality of meaningful experience. So, 

phenomenology’s psychologists conduct researches attempting to investigate 

experience, as it appears the only way of gaining real knowledge. 

Phenomenology can use a critical incident in order to approach the topic of study  

(Silverman, 2004). As it is very difficult to get people to talk for their experiences 

themselves, it is easier to focus on a ‘reflection’ of the experience, a critical incident 

(Langdridge, 2004). An example of successful use of a critical incident is reported by 

Filippopoulos (2010in press a) . Experience is the product of a continuous interaction 

of the person and the world and therefore life (Giorgi, 1997) and phenomenology can 

use experience itself as a starting point in order to approach the study of a topic or 

issue. This study tried to look at the experiences of students in two different 

countries, within different settings and different educational systems and the 

interview focused on these experiences by open-ended questions that their main 

purpose was to trigger the participants to specific directions but in no means to 

direct their answers. 

Interview Procedure 

Student that were known to have completed their first degree in psychology in 

Greece and were currently undertaking postgraduate or professional training in 

counselling psychology in the U.K. were approached and asked if they wanted to 

take part in the study. They were given a letter with a brief overview of the study 

and asking them to consider if they were suitable or an interview in order to assist 

the research. The possible participants were all born in Greece got their letters via 

email. One of the people approached was excluded because of unavailability at any 

time during the interview dates and another participant replaced her. All the people 

approached were students of counselling psychology doctorate programs held in 

major universities in the country (4 different institutions). 
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Prior to each interview a very general overview of the purpose of the research, 

the nature of the questions that were going to be asked and the form of the analysis 

undertaken after the interview was stated. This happened in order to enable the 

participants to fully understand the nature of the discussion that would follow and 

the general character of the study. It was also stated that they should feel free to 

express themselves in whatever language means they felt that were more 

appropriate to use during the interview. Furthermore, this intended to create a 

relaxed atmosphere so as to sanction the interviewees to express their own reality, 

their own truth and perception of the phenomena. In ethical terms, this introduction 

served as a tool to ensure that the participants had consented to the participation, 

being fully aware of the nature and purpose of the study, as giving consent forms 

before the interview date would create a very formal vibe that could have inhibited a 

genuine discussion. Consent forms were provided during the day of the interview.       

Interview Schedule 

An initial semi-structured schedule based in open-ended questions was designed 

in order to assist as a general guideline during each interview. The first schedule was 

offered to two volunteers in order to assure clear comprehension of questions. An 

interview from a colleague of mine and me as the participant was also conducted in 

order to explore my deeper pre-conceptions on the matter and try to avoid imposing 

them to my participants. The schedule was altered according the volunteers’ remarks 

and my personal interview to avoid any bias. Then it was piloted on a participant 

and transformed to its last formation after studying the implications and problems 

spotted by this procedure. Although the complete, final semi-structured questions 

were addressed roughly in the same order so as to assist in obtaining more consistent 

data, variations and permutations according to each interview’s character and 

countenance were established. 

The schedule was designed to focus in the following areas: 

1. Personal experience 

• Would you like to talk about your student experience in Greece/ 

U.K.? 

• How did it feel?  

• Would you characterise it as a good step in your career? 

2. Organisational settings 

• Was/ is your study organised thoroughly by the educational body? 

• How were you affected in your studying?  

o Professional development? 

o Feeling? 
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3. Comparison of the two 

• What would you summarise as to be the main differences?  

• How could you find yourself before and after in, or what were your 

views about counselling psychology?  

• Counselling practice?  

• Professional development?  

• Transformative learning?  

• Research?  

• Future career? 

4. General attitudes (Questions in this section were formulated according the 

previous parts of the interview. The general aim was to collect as much 

information as possible about the extent of the experience and the 

participants’ views. Hypothetical questions were used and the following two 

are an example).   

• Let’s say you could turn back in time, would you again study in 

Greece/ UK? 

• What would you tell to somebody, in order to advise him or her that 

is about to start a career in counselling psychology? 

Participants 

According to Langdridge (2007) the snowball sampling method was used in 

order for the recruitment of participants for the present study. Six people were 

interviewed, one as a pilot and the five rest using the modified interview schedule. 

All six interviews were used for analysis; the initial pilot was regarded. Four of the 

participants were women and two men. Differences in gender provide a variety of 

experiences for the research’s data but there was no attempt to control the gender 

variable. As Silverman (2001) suggests, the effort to control these ‘variables’ through 

a qualitative research would not be possible by using a small number of participants. 

For the same reasons even though the participants were each representing an age 

category between the following categories: up to 25, up to 30, up to 40 years old there 

was no attempt of age variable control. All the categories were embodied. None of 

the young participants was below the age of 18. 
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The Interviewees 

• Anna is 24; she is in her 3rd year of a Doctorate in Counselling Psychology 

• Juliet is 39; she is in part time employment and in her 2nd year of the Dpsyc 

program 

• Poppy is 28; she is married to a GP and is in her 1st year of Dpsyc 

• Maria is 32; she is in her 2nd year of Dpsyc course 

• Apostolos is 30; 1st year Dpsyc student 

• Stefanos is 26; 1st year Dpsyc student 

Ethics 

To account for ethical issues, the research conformed to the British Psychological 

Society’s guidelines. References to Silverman (2001) and Langdridge (2004) were also 

considered.  

It is recognised that encouraging people to discuss in detail experiences of their 

lives is a sensitive subject, therefore the interviewer refrained from approaching any 

area that the interviewee did not wish to cover, nor did they attempt to reinforce 

discussion of topics that the interviewer accounted as completely irrelevant or 

inappropriate for the study. 

All the participants were affirmed of anonymity and pseudonyms were used 

when applying to the participants in order to hide individual’s identity. All the 

participants were ensured of complete confidentiality, although it was made clear 

that sections of the interview transcriptions may be parts of the final version of this 

article.  

The importance of the informed consent (Moustakas, 1994) was considered and 

all the participants were fully informed about the research to that extent that they 

would be able to decide whether to participate. They were also encouraged to ask 

any questions about the study they might have in order to ensure their right decision 

for participation. Each participant was advised to withdraw him or herself or any 

information they disclose at any time during the research.  

Each interview ended with an informal debriefing enabling the participants to get 

information on how their interview was going to be analysed, how data would be 

collected and further ethics of withdrawal. They were encouraged to ask any 

questions they had so as to assure that the interviewees were completely happy and 

clear with the procedure.  

Although the participants were fully informed of the topics that they would be 

asked to discuss about during the interviews, and they were prepared to discuss 

them, uncomfortable or unpleasant feelings might had been occasioned to the 

participants so a counselling service would have been suggested in the cases that 

seemed necessary as the people interviewed were students far away from home and 
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the risk of a distress due to being far away from family and discussing about student 

life was possible.  

Analysis/ Discussion 

Each interview transcript was individually addressed in order to explore the data 

and identify any dominant themes. This was done in three phases as the three 

different coding analysis was established (Langdridge, 2004). There appeared issues 

that were focused by the interviewees both as a response to the questions but also as 

a product of the discussion between the interviewer and the participant generally. 

Once each transcript was studied individually, all six interviews were compared in 

order to identify if they shared themes. In this way four major themes emerged. The 

four themes are described and when relevant discussed with the theory. 

Professional Identity  

All the interviewees showed a similar awareness of professional identity. 

Professional identity is an issue that counselling psychologists have tried to address 

in the past. Even from simple discourse issues about the title of the Division and, 

therefore, the job title of the profession (Tholstrup, 2000) and the concept of a 

reflective practitioner identity as suggested by Schon (1983). Participants claimed 

that when studying in the professional courses in the U.K. they became more aware 

of the concept of professional identity. 

“I feel that my study here has opened my eyes...as to what I always studied is..” 

(Apostolos) 

“My identity as a professional is clearer as I feel I know exactly what I am asked 

to do in order to keep saying that I am a Counselling Psychologist, when I 

graduate...” (Poppy) 

Professional identity is closely related to occupational standards that are 

currently under review since the Health Professions Council has become responsible 

for the accreditation of the profession. 

Juliet provided a different insight to the concept of professional identity by 

saying: 

“...hmm..well...another thing that I feel is a great benefit...is that ...I know...or let 

me put it differently...I know that I don’t know...everything about what I should 

be doing as a counselling psychologist... well.. in Greece...  I had no idea...I was 

left alone...to wander...at least here .... I have got people to refer to ...and 

explore....which by the way was not a notion that I was ever taught in Greece.. 

and when I asked for clarification she carried on “yes...explore...in Greece we 

were taught this is it...this or that...we were never taught that exploring is a 

learning process...”. 
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Juliet expressed the very important issue of critical learning when comparing the 

ways of teaching counselling/psychology that was evident in the sayings of the rest 

of the participants and constitutes the next theme.    

Transformative Learning 

Most of the participants expressed a difference in the techniques used in the two 

different educational settings they experienced. There was a general notion that they 

were never taught in a transformative learning way in Greece as their experience was 

purely academic. Transformative learning is defined my Mezirow (1990) as the 

process of learning through a critical scope. This critical scope is not only limited 

towards the theory and techniques that are taught, but a critical self-reflection in 

order to allow a more concrete integrative understanding of one’s experience.  A 

critical reflection is a very useful tool in education, especially in levels that reach to 

professional qualifications as that of counselling psychology. 

“I was used into learning by heart a book in order to remember it and take the 

exams in the University (Greece)..and then forget everything the day after...but 

now...I cannot remember any word from what I was taught...but I can remember 

the meaning..” (Maria) 

“Knowing what is right or wrong...is one thing..but I am exposed to something 

new...the fact that is good to doubt and critically evaluate....” (Stefanos) 

Research and Training for research 

All the participants expressed that they are much more confident in their research 

skills after spending some student time in the Doctorate of Counselling Psychology. 

“Don’t get me wrong...I am no ace at research...but at least I know what I am 

doing for my thesis...” (Apostolos) 

“I feel that I can now read international literature and understand what is 

happening...before...I was just thinking of research as ...something...happening on 

another planet...now I know...what it is...am looking forward to my thesis...” 

(Poppy) 

Anna also said that she could understand that research is something that every 

counselling psychologist should do at least once in their life: 

“I think...you cannot call yourself a counselling psychologist if you have not done 

research...how can you evaluate what you read ...if you haven’t got a clue...” 

(Anna) 
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Feelings 

 All of the participants have expressed positive feelings about their study in U.K. 

They have also expressed certain aspects of feelings that are closely related with their 

professional role: 

1. Confidence:  

“I am definitely not afraid to see clients anymore...” (Maria) 

2. Fulfilment: 

“With my placement ..not only I complete the required hours for my 

degree...but I feel fulfilled...I can offer what I learn for the good of my 

clients..and at the same time I monitor my practice in action...” (Stefanos) 

3. Happiness  

“Of course..I would even say I am happy here...well...they‘ve got a saying in 

this country...find something you love and you will never work a day... or 

something...” (Apostolos) 

Conclusions 

The profession of counselling psychology is changing. The Health Professions 

Council is regulating the title of Counselling Psychologist and now more than ever 

teaching counselling psychology becomes contemporary issue. Within the European 

Union, students move from their home countries in order to obtain professional 

development and complete postgraduate qualifications in counselling psychology 

and the United Kingdom is one of the top destinations for Greek students who 

completed their first degree in Greece in Psychology.  

The present study tried to explore the experiences of students who completed 

their first degree in Psychology in Greece and then went on to attempt a study at 

postgraduate level in the United Kingdom. From the interviews 4 major themes were 

identified, these expanded from professional identity to positive feelings gained 

through studying in the U.K. Participants also stressed that the teaching techniques 

used in the British institutes enabled them to gain an insight about the profession 

and counselling psychology paradigm in general. 

I personally believed that I would witness narratives that had to do with culture 

differences or even language barriers before the interviews. With my great surprise 

the language barrier was never there as none of the participants talked about it and 

at the same time no mention on possible cultural differences took place. In total, 

participants of this study seemed to be enjoying their choice of postgraduate study in 

U.K. finding this experience highly beneficial professionally. The cross ethnicity 

teaching of Counselling Psychology within Europe appears to be an emerging 

concept. The educational systems across Europe could use this to benefit, informing 
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each other, reaching to a better defined training of Counselling Psychologists in the 

future.  
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Abstract: 

Body Integrity Identity Disorder (BIID) is a syndrome in which people have the 

intense feeling their body will be "more complete" after the amputation of a limb. In 

spite of the broad reporting in the yellow press, most of the BIID affected patients we 

have investigated in the last few years told us they were nearly always confronted 

with a lack of professional knowledge when they sought the advice of health care 

professionals. A typical example of a BIID patient (Mr. R), and an 11-item “BIID 

Questionnaire” were drafted by the authors and were used to assess the degree to 

which British (n=25) and German (n=58) health care professionals are informed 

about causes and symptoms of BIID sufferers. Results of the present study revealed 

that 41% of the participants correctly diagnosed BIID or Apotemnophilia. Yet, almost 

30% misdiagnosed the case as Body-Dysmorphic or as Somatisation disorder. More 

than 85% of the participants tended not to contact the medical officer to affect the 

hospitalisation of the patient in a mental institution. 12% of the therapists answered 

with “rather/definitely yes”. Almost 70% of the therapists answered that they would 

try to convince the patient to go voluntarily to a psychosomatic institution. When 

asked whether they would support the patient to satisfy his wish for amputation, 

more than 91% denied, 7% of the participants answered with “rather yes”, and only 

one out of 83 therapists with “definitely yes”. We found only small differences 

between therapists from UK and Germany. Professionals in Germany more often 

tended to recommend psychosomatic clinics, therapists from Great Britain more 
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frequently suggested treatment with psychotropic medications. Female professionals 

voted more often for supporting the patient to fulfil his wish for amputation. 

Keywords: Body Integrity Identity Disorder, BIID, Apotemnophilia 

Introduction 

Some people have the intense feeling their body will be "more complete" after the 

amputation of a limb (Kasten, 2009). Most scientists hypothesized that the reason is a 

neurological dysfunction in a brain area, which is responsible to feel the difference 

between body and environment (e.g. Hodzic, Kaas, Muckli, Stirn, & Singer, 2009; 

McGeoch, Bramg, & Ramachandran, 2009; Oddo et al., 2009; Vitacco, Hilti, & 

Brugger, 2009), while others underline the existence of considerable additional 

psychosocial factors in the development of this disturbance (e.g. Kasten & Stirn, 2009; 

Kasten, 2009; Kasten & Spithaler, 2009). Whilst the phenomenon was virtually 

unheard of before the turn of the century, several descriptions of cases have been 

reported in the global press within the last decade (e.g. Mulvihill & Pouliot, 2009; 

Lawrence, 2006; Ellison, 2008). In addition, an increasing number of scientists have 

investigated the syndrome (e.g. McGeoch et al. 2009; Mueller, 2008). In spite of this 

scientific interest the disturbances is neither enclosed in the current version of the 

International Statistical Classification of Diseases and Related Health Problems 10th 

Revision (ICD-10; World Health Organisation, 2007) nor in the Diagnostic and 

Statistical Manual of Mental Disorders DSM-IV-TR; American Psychiatric 

Association, 2000) (Kasten & Stirn, 2009).  

One of the common consequences of the wish for amputation is that several 

persons suffering from BIID were afraid to become “insane”, and asked for help in 

institutions or psychotherapy. In spite of the broad reporting in the yellow press, 

most of the BIID affected patients we have investigated in the last years, told us they 

were nearly always confronted with a considerable lack of professional knowledge 

when they consulted health care professionals (Kasten & Stirn, 2009; Kasten, 2009, 

Kasten & Spithaler, 2009). The main task of this study was to investigate whether 

psychotherapists, psychiatrists and adjacent professionals were able to diagnose BIID 

correctly.  

The wish for an amputation was coined "apotemnophilia" by Money, Jobaris, and 

Furth (1977). First (2005) classified it as a kind of identity disorder and developed the 

term "body integrity identity disorder" (BIID). For many people the desire to lose one 

body limb was so overwhelming that they themselves tried to amputate the specific 

body part, for example one patient shot himself in the knee, others used home-made 

guillotines, an electric saw, dry ice, a log splitter, or railroad tracks (Elliott, 2000; 

Furth & Smith, 2000; Horn, 2003; Kasten, 2006; Money & Simcoe, 1987). Several 

sought out surgeons in third-world countries who would do the operation for cash 

(Cuen & Benkoil, 2000; Elliott, 2000; Kasten, 2006). When Robert Smith, a surgeon in 
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Scotland, amputated the legs of two patients, there was an enormous controversy 

about BIID (Beckford-Ball, 2000; Cuen & Benkoil, 2000). Bridy (2004) and Bayne & 

Levy (2005) suggest that as long as no other treatments are available, surgery might 

be the lesser of all evils. On the other hand, Bruno (1997), Riddle (1988) and Müller 

(2007) called for the rejection of the wish to amputate. Patrone (2009) argues that a 

proper understanding of the respect for autonomy in the medical decision-making 

context prohibits agreeing to BIID demands for amputation. There are a few follow-

ups of BIID sufferers who have succeeded in getting an amputation; the results let us 

suppose that these individuals experienced an increase in well-being, usually do not 

develop the wish for additional amputations and do not suffer from phantom limb 

pain (Bayne & Levy, 2005; First, 2005).  

Usually people with BIID are unable to explain their desire. Nearly all of them 

know that their idea to become handicapped is “abnormal”; only few tell these 

feelings to relatives or friends. First (2005) conducted structured interviews with 52 

subjects by telephone. None of his patients were delusional. Likewise Kasten & 

Spithaler (2009) found in an investigation of 9 patients that, beside the desire for an 

amputation, 8 of the investigated participants were mentally inconspicuous, and one 

participant was depressive. Only emotional reactivity and psychoticism were slightly 

increased, but clinically inconspicuous. 

At present, the authors (Kasten & Spithaler, 2009) are undertaking a study with 

more than 20 BIID sufferers. Many of them sought help with health care 

professionals, but most of them felt there was a lack of understanding and they were 

often misdiagnosed. This lack of understanding on the part of health care 

professionals was the determining factor that motivated us to conduct an 

investigation to assess the degree to which health care professionals are informed 

and know about the causes and symptoms of BIID.  

As most of the recent scientific studies were undertaken in Great Britain and the 

U.S., the second aim of our present study was to make a comparison between British 

and German health care professionals and their knowledge and experience with BIID 

sufferers. We preferred Great Britain instead of the USA, because England and 

Germany were both European states and better comparable in size, number of 

residents, and of health care systems. 

Method 

Participants 

600 health care professionals in the field of psychiatry and psychology (300 

German and 300 English) were contacted via E-mail, of which 58 German and 25 

English medical and psychological psychotherapists (54 female, 29 male) gave their 

informed consent and completed the questionnaire. 1 participant was younger than 

30 years, 15 were between 30-39 years, 29 were between 40-49 years, 23 were between 
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50-59 years, 12 were older than 60, and 3 participants did not report their age. Four 

work as Psychiatrist, Five as medical, 67 as psychological psychotherapist, six as 

other therapists (e.g. art-therapists), and one did not report his/her profession. 

Professionals were selected from registers in the Internet. British Professionals were 

recruited from websites of the National Health Service (NHS) and the British 

Psychological Society (BPS). German Professionals were recruited from websites of 

the Professional Association of German Psychologists (BDP) and a forum of German 

psychotherapists, www.onlineberatung-

therapie.de/psychotherapie/psychotherapeut/.  

There were some ethical considerations and concerns of several health care 

professionals who were afraid the results of this study will show their lack of 

diagnostic knowledge. Some were frightened the result could be that one specific 

group of professionals were better than others or that professionals in one of the two 

states will show insufficient knowledge. These objections may explain the large 

number of attrition. 

Materials 

An 11-item “BIID Questionnaire” (to look at the questions, go to the “Results” 

section), and a typical patient profile were composed by the authors. The description 

of the case was as follows: 

“A 48 year old male patient (Mr. R.) seeks professional advice, explaining that the 

reason for his approach is his wish for an amputation of his left leg, about 25 

centimetres above his knee. He himself can’t explain this “crazy idea” and is 

concerned about why he is contemplating it. Since childhood he has been 

experiencing the feeling that his left leg does not belong to his body. Yet this body 

part is fully functional; Mr. R. goes jogging, rides by bicycle and does other exercises. 

He explains that, when asked to concentrate on his left leg, he can feel exactly where 

the site of his amputation should be. Mr. R. has the wish for an amputation in order 

to match his ideal conception with his body. Mr. R. completed his degree at 

University and works in a leading position in his office. He is in a homosexual 

relationship and with no children. Yet, he insisted, his relationship has nothing to do 

with his wish for an amputation. He further reports that he finds amputees, arm and 

leg stumps erotic.  

Occasionally he also searches for pictures of amputees in the internet. At home, 

he sometimes hobbles on crutches, in order to experience the feeling of a leg 

amputation. When asked about the disadvantages of a leg amputation, Mr. R. 

explains that he has been thinking about the pros and cons of such an amputation for 

years. These thoughts are also the reason why Mr. R. has never desired an 

amputation until today. However, at the moment Mr. R.´s wish for an amputation is 

so great, that he is on the verge of booking a trip to Asia, where he has the address of 

a hospital, in which doctors carry out such surgeries for cash. Before he takes such a 
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serious decision, Mr. R. would like to know your opinion and to discuss treatment 

possibilities.” 

Procedure 

Participants were contacted via E-mail and were asked whether they would like 

to participate in a study that was designed to examine cultural differences (between 

Great Britain and Germany) in the treatment of a specific yet “unknown” disorder. 

Participants were not told the name of the disorder (BIID). Those participants, who 

agreed and provided formal consent to participate in the present study, were asked 

to provide demographic information, including sex, ethnicity, age, and profession, 

and to complete an 11-item BIID Questionnaire created specifically for this study, 

after reading a typical case study of a BIID patient (Mr. R). Participants were 

informed that they were free to withdraw from the study at any point in time. After 

completing the questionnaire, participants were debriefed and had the opportunity 

to ask questions about the study.  

Results 

The first question asked: “Which ICD-10 classification could this disorder fall 

into?”  3.6% of the participants classified it as F0 (due to organic dysfunction); 1.2% 

as F1 (due to substance abuse); 9.6% as F2 (Psychosis), 2.4% as F3 (affective disorder), 

30.1% as F4 (neurotic, stress-, somatic dysfunction), 4.8% as F5 (display of 

behavioural problems in association with physical factors), and 10 participant 

(10.8%) simply answered “I don´t know”. Currently BIID is classified as an identity 

disorder; 37.3% correctly classified the described patient as F6 (personality and 

behavioural dysfunction).  

Our second question asked: “What is the name of this type of disorder? 20.5% of 

the participants classified it as Body-dysmorphic disorder, 1.2% as coenaesthesia, 

8.4% as somatisation disorder, 4.8% as acrotomophilia (deformations fetishism), 0 as 

cataplexy, 0 as Munchhausen-Syndrome, 1.2% as conversion disorder, 0 as Mania 

operative, and 18 (21.7%) simply answered “I don´t know”. 9.6% correctly identified 

the patient as having Apotemnophilia, and 31.3% identified MR. R as having Body 

Integrity Identity Disorder respectively. (1 missing data). 

Our third question asked: “Would you contact the medical officer to affect the 

hospitalisation of the patient in a mental institution in order to ensure the self 

protection of this patient?” 30.1% of the participants of our study said: “certainly 

not”, 55.4% “rather not”, 10.8% “rather yes”, and only 2 participants (2.4%) 

“definitely yes”. (1 missing data). 

Our fourth question asked: “Would you try to convince the patient to go 

voluntarily to a mental or psychosomatic institution?” 8.4% of the participants 

answered “certainly not”, 20.5% “rather not”, 31.3% “rather yes”, and 38.6% 

“definitely yes”. (1 missing data). 
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Figure 1 Placement of the case into the categories of the International 

Classification of Diseases (ICD-10) shows that the case was often 

sorted into F4 (neurotic, stress-, somatic dysfunction) and F6 

(personality and behavioural dysfunction). 

Figure 2  41% of the participants of our questionnaire correctly diagnosed 

BIID or apotemnophilia. Nearly 30% misdiagnosed the case as 

body-dysmorphic or as somatisation disorder. 
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Our fifth question asked: “What medical treatment(s) would you consider as 

adequate?” 7.2% voted for antidepressants, 2.4% for neuroleptics, 2.4% for 

Benzodiazepine, 1.2% for mood stabilising drugs (e.g. Lithium), 7.2% for 

Amphetamines (e.g. Ritalin), 54.2% for None and 25.3% for others. 

 Our sixth question asked: “Which type of psychotherapy would you consider as 

adequate?” 20.5% voted for Psychoanalysis, 25.3% for Depth psychology, 16.9% 

Behavioural therapy, 8.4% Body orientated therapy, 0 Family therapy, 0 

Psychodrama, 4.8% Counselling therapy, 0 Neuropsychology, 2.4% Gestalt therapy, 

1.2% none, and 20.5% for others. 

Our seventh question asked: “Suppose the patient was under psychotherapy and 

medical treatment. The wish for an amputation continues to exist after 6 months with 

undiminished strength. Apart from that, the patient appears normal, goes to work, 

exercises his/ her duties and lives life to the full. Could you imagine supporting the 

patients wish for an amputation of one of his legs with a psychological or medical 

opinion?” 65.1% participants of our study said: “certainly not”, 26.5% “rather not”, 

7.2% “rather yes”, and only 1 participant (1.2%) answered “definitely yes”. 

Our eighth question asked: “What would you, personally assume is the reason 

for the wish of an amputation of this patient?” 9.6% of the respondents said due to a 

brain or organic dysfunction, 28.9% voted for an identification with an amputee in 

his/ her childhood or childhood trauma, 3.6% made a cross on the answer 

“derivative gain from illness”, 22.9% believed the reason of BIID is “Suppressed or     

Figure 3 More than 85% of the participants of our study tended not to contact the 

medical officer to affect the hospitalisation of the patient in a mental 

institution. 9 therapists answered with “rather yes”, and only 2 participants 

with “definitely yes”. 
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Figure 5 Asked whether they would support the patient to satisfy his wish for 

amputation, more than 91% denied, 6 participants answered with 

“rather yes”, and only 1 therapist with “definitely yes”. 

Figure 4 Nearly 70% of the therapists would you try to convince the patient to go 

voluntarily to a mental or psychosomatic institution, about 30% tended 

not to recommend a stationary hospitalization. 
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misguided sexual causes”, 3.6 chose attention deficiency, 1 participant (1.2%) simply 

answered “I don´t know”, and 28.9% said this disease pattern has “other causes”. (1 

missing data). 

Our ninth question asked: “Have you ever seen a patient with the above 

described and explained disorder?” 81 participants have never seen such a patient; 1 

participant had had one patient. (1 missing data). 

Questions 10 and 11 included questions about affected patients; because there 

was only one therapist who has seen such a patient, these questions were excluded 

from the data analysis as not representative. 

Statistical analysis was performed with SPSS-17.0. For group differences we used 

the Mann-Whithey U-test (two-tailed). Correlations were analyzed with Spearman’s 

Rho. We found only small differences between therapists from the UK and Germany. 

There were no significant differences with regard to the ICD-10 classification, 

sending the patient to a psychiatric clinic or support of the wish for amputation. 

Professionals in Germany tended more often to recommend Mr. R. to a 

psychosomatic clinic than health care professionals in England (Z=-2.22, p<0.05). On 

the other hand therapists from Great Britain more often recommended 

psychopharmacology than German therapists (Z=-2.98, p<0.01). We found no 

significant differences between medical (psychiatrists) and psychological 

psychotherapists. The medical therapists were more likely to recommend 

psychosomatic hospitalization (Z=-1.99, p<0.05).  

Gender differences of therapists of the present study were so small that they can 

be counted as not significant. Yet, surprising is that female therapists voted more 

often for supporting the patient to fulfil his wish for amputation than male 

professionals (Z=-2.48, p<0.02). There were no significant correlations between the 

age of the therapist and the tendencies of the answers of our question. 

Discussion 

The aim of the present study was not to unsheathe the characteristics of a specific 

type of disorder, Body Integrity Identity Disorder, but rather to find out what 

professional health practitioners and therapist know about this disorder. Results of 

our questionnaire revealed that many BIID sufferers were misunderstood by their 

therapists and were worried those health practitioners and therapists would contact 

the medical officer to affect the hospitalisation of him/her in a mental institution in 

order to ensure the self protection of him/her. However, the generalisability of the 

results of the present study is constricted, as the return rate of the completed 

questionnaires was only 13.8%. It could be that most of the returned questionnaires 

were completed by professionals who already knew something about this disorder. 

Yet a lack of awareness regarding the BIID phenomenon is noticeable. Only 40% of 

participants of the present study correctly identified the in the case study described 

Mr. R as suffering from Body Integrity Identity Disorder or Apotemnophilia. The 
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most common false diagnoses were body-dysmorphic or somatisation disorder. This 

means, that even if the press and articles report about the characteristics case studies 

of BIID, more than half of the professionals psychotherapists are not familiar with 

this disorder.  

Notwithstanding the seriousness of the expressed wish for an amputation and 

the therefore present jeopardy of self harming, about 85% of those questioned would 

not contact the medical officer to affect the enforced hospitalisation of this patient in 

a mental institution in order to ensure the self protection of him/her. Only 2 

Therapists hold that an enforced hospitalisation in a mental institution would be 

necessary. The majority of the interrogated psychotherapists, about 70%, were of the 

opinion that they would try to convince Mr. R. to go voluntarily in a psychosomatic 

hospital.  

90% of the interrogated therapists denied supporting the amputation of one of 

the patients´ body parts. Only 6 therapists answered with “rather yes” and only one 

therapist answered with “definitely yes”. A surprising finding was that there was a 

significant difference between genders. Significantly more women than men were 

willing to support the patient in his wish for an amputation.  

There were only minor differences between Great Britain and Germany. While 

German therapists voted more for the hospitalisation of the patient in a 

psychosomatic hospital, British therapists tended to prefer medical treatment.  

From these findings, it is noticeable that BIID is a topic that requires considerable 

clarification and explanation among professionals. As long as no prevalent 

classification system (e.g. ICD-10 or DSM-IV-TR) refers to this disorder as discrete 

and independent syndrome, BIID will probably not be well-known among 

professionals.  

BIID is only newly recognized as a type of disorder (e.g. Kasten & Spitahler, 2009; 

Kasten & Stirn, 2009) and is currently not yet included in the official manual of 

mental disorders, referred to as DSM-IV-TR or ICD-10 (Kasten, 2009). Thus, most 

therapists are likely to be unfamiliar with the syndrome or only heard about it in the 

Media. There is not yet a specific type of training therapists have to successfully 

complete in order to be able to do therapy with BIID sufferers. A professional that 

offers help to BIID patients could be a psychologist, psychoanalyst, psychiatrist, 

clinical social worker, mental health counsellor, a marriage and family therapist or a 

child therapist.  

Francie Horn (2003) provides and offers psychotherapy and crisis intervention to 

inpatients at Orlando Regional Health Systems. She pointed out that it is hard to find 

the right therapy to decrease the obsessive thoughts, depression and anxiety that go 

along with BIID. However over the past years, a number of therapies and techniques 

have become acceptable as alternatives to psychotropic medications in helping 

people with BIID (e.g. antidepressants). Nobody knows whether therapies, such as 

e.g. psychoanalysis, behavior therapy or counselling psychology that already proved 
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to be useful in helping people to relieve stress, anxiety or tension, could also help 

BIID sufferers who experience similar emotional distress. Recent studies of therapy 

effects (Bayne & Levy, 2005; Braam, Visser, Cath, & Hoogendijk, 2006) and reports of 

concerned persons (Nelson, 2009; O’Connor, 2009) showed emotional relief but not a 

disappearance of the desire for amputation. Among the different types of alternative 

therapies are relaxation therapies, such as meditation, guided imagery, eye 

movement desensitization reprocessing (EMDR; Shapiro, 1989), energy medicine, 

acupuncture and thought field therapy, which is a combination of relaxation and 

breathing exercise. Several other therapy forms to increase body-feelings from the 

Far Eastern, like Shiatsu, a rhythmic pressing of acupressure points for short periods 

of usually 3-10 seconds, Reiki, a very lightly touching of the body that is considered 

to help unblock the energy, or Qigong, a Chinese technique to balance and enhance 

energy in the body, might prove to be helpful for these patients. In 2005, Bayne and 

Levy acknowledged that, as long as no other effective treatment for a patient’s 

disorder is available, surgeons ought to be allowed to accede to their requests. 

In sum, there is a need for mental health professionals to educate themselves 

about BIID and to understand that BIID is a distinct condition. Patients may have co-

morbid conditions, but BIID is neither a form of psychosis, nor of an Axis II disorder. 

Stirn, Thiel and Oddo´s (2009) book, summarizes these findings, together with the 

results of the first international congress on BIID in 2009 in Frankfurt (Germany).  

As previous case studies of people suffering from BIID have shown that the 

likelihood to eliminate BIID symptoms is very rare, mental health professionals 

should focus their treatment on improving the general quality of life for BIID 

sufferers. Counselling psychology (as described e.g. by Alladin, 1988; Clarkson, 1998; 

Kanellakis, 2007; Woolfe, Palmer, & Strawbridge, 2002) can have a strong influence to 

help these people to accept their wish as a part of their personality.  

In conclusion, we suggest that the main task of counselling psychology should be 

to support these people to find a solution for the problem. Costs and benefits of 

living with the desire for an amputation and the effect of this desire upon their 

partners, families and friends should be weighed. Similarly, an analysis of the 

necessity of fulfilling the amputation wish for the patient’s life satisfaction as well as 

the possibility of patients´ taking the risk of body modification or self mutilation if 

amputation is denied by surgeons should be conducted. Important, thereby, would 

be to lower a patient’s perceived pressure to come quickly to a decision. Finally, the 

question arises how long patients can survive without fulfilling their amputation 

wish, and how willing they are to take the risks of an amputation with all its negative 

consequences.  

Future research needs expansion, focusing more on the relation between 

amputation and a patients experienced quality and enjoyment of life. How long this 

desire of limb amputation lasts, and whether there are individual differences among 

BIID sufferers in their experienced desire for an amputation in order to match their 



BODY INTEGRITY IDENTITY DISORDER 

European Journal of Counselling Psychology 2009, Vol. 1, No. 2 27

body to their perceived sense of being and personality, still remain unanswered 

questions. We have seen that German and British health professionals, 

psychotherapists and psychologists differ slightly in their treatment and medication 

proscription. Within this context it would be interesting for future studies to analyze 

and compare differences in perceived quality of life and happiness between BIID 

patients treated in Great Britain with those treated in Germany. 
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