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Summary of Major Research Project

Section A

This review used a systematic methodology to investigate the effectivdpessgioological
interventions for mental health difficulties in children and astats with medically
unexplained symptoms. Randomised controlled intervention studies were eligible fo
inclusion. Fifteen studies and one follow up study were identified. Psychological
interventions show effectiveness in improving mental health outcomes in this population,
although further research is necessary to establish efficacy. Clinicaseatch

recommendations are discussed.

Section B

This study used heoryof Planned Behaviour to develop a questionnaire which explores
factors influencing theeferral of children and families to paediatric psychology.
Psychometric properties of the questionnaire were examined. Findings indatatee
guestionnaire holds good reliability and validity and that the main constructs of Tdfeory
Planned Behaviaware useful in predicting intention to refer to paediatric psychology.
Specific beliefs about referral were also shown to influence intentioneto Fefidings that
individual factors such as attitudes and beliefs can impact healthcare ipredesseferral
behaviour indicate that multidisciplinary interventions and inter-professidoabéon

relating to the psychological aspects of iliness are required.
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SECTION A

A systematic review of randomised controlled trials of psychological
interventions for children and adolescents with medically unexplained
physical symptoms: A focus on mental health outcomes.
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Abstract

Background. Medically unexplained symptonadfect between 4 and 20 percent of children
and adolescents. Between 30 and 60 percent of these children also experience nitental hea
difficulties such as anxiety and low mood. Trials and reviews have focussed oraphysi

functional gains in this population, often overlooking mental health outcomes.

Objectives To use a systematic review methodology to:
0] Investigate the effectiveness of psychological interventions for mentéi hea
difficulties in children anédolescents witmedically unexplained symptoms

(i) Identify significant aspects of interventions associated with their ssicces

Methods. Randomised controlled intervention studies investigating the impact of
psychological interventions on mental health siems for children and adolescents with
medically unexplained symptomsgere eligible for inclusion. Systematic searches of
PsycINFO, MEDLINE and CINAHL database&re undertaken from inception to November
2015, using key search terms. Studies were appraisedthsimgality appraisal checklist for
guantitative evaluative studies (National Institute for Health and Clikieéllence, 2012).

A qualitative synthesis of studies was carried out.

Results Fifteen studies and one follow up study were identified.
Conclusions Psychological interventiorshow effectivenesis improving mental health
outcomes in this population, although further research is necessary to estébésk.e

Clinical and research recommendations are discussed.
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Introduction

Defining Medically Unexplained Physical Symptoms

There is a historical and current lack of clarity around the definition ofaaiédi
unexplained physical symptoms, which is generally acknowledged within gechs
community (Eminson, 2007; Lieb, Pfister, Mastaler, & Wittchen, 2000) and within dlinica
practice, with different interpretations of symptoms between medical spesi@tirgon and
Kirk, 2016). Common terminology and classification of symptoms has changed multiple
times over the past century, lz@ve explanations for the causes of these symptoms. The term
medically unexplained symptomeghich will be used in the current review, applies to
physical symptoms that cannot be accounted for by an organic or dégpeasee pathology
(Geist, WeinsteinyWalker & Campo, 2008). The advantage of using medically unexplained
symptomsas opposed to historical terms such as “functional” or “psychosomatic” is to,
respectively, avoid dualism and attribution of cause to symptoms, the aetiologychfami
largelyunknown (Sharpe & Mayou, 2004).

Medically unexplained symptonase commonly associated with significant
functional impairment and distress and can be Etagding or recurring (olde Hartman et
al., 2009). Commomedically unexplained symptonasd syndromes include chronic
headache, pain or fatigue and gastroenterological or irritable bowel sym ploiisi(

2015). There is some evidence of particutaedically unexplained symptonsiistering

together (Walker, Garber & Green, 1991), giving credence to syndromes sucbras chr
fatigue syndrome (CFS; fatigue and pain), irritable bowel syndrome ¢i&$roenterological
symptoms) and conversion disorder (neurological symptoms). Howesegrch suggests
significant overlay across these syndromes in reldtiarase description, gender,
symptomology and treatment response (Wessely, Nimnuan & Sharpe, 1999). Brown (2007)

suggests thahedically unexplained symptorase experienced on a spectrum ranging from
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solitary, fleeting and mild symptoms to multiple chi@symptoms. According to the
Diagnostic Statistics Manual of Mental Disorder$ €l.; DSM-5), if a collection of
significantly debilitating symptoms are experienced over a long periochefand
accompanied by disproportionate thoughts, emotions or behaviours, these symptoms may be
categorised by psychiatric classification such as somatic symptom disorder (American
Psychiatric Association [APA], 2013jurther complicating definitions, medically explained
and unexplained symptoms often occur together. Additionally, as of the DSM-5 psympt
can be medically explained or unexplained and still fall under the somatic symgtunahedi
category ifthoughts, emotions or behaviours relating to the iliness are deemed excessive
(APA, 2013) Similarly, criteriafor classification omedically unexplained symptonasthin
the ICD-10 (World HealthOrganisatiofWHO], 199) apply across the lifespan and
examples are oftemore relevant to adults than children and adolescents (Eminson, 2007;
Nunn, Nicholls, & Lask, 2000) with the exception of separate classification of ngizailo
symptoms in children.

By their very nature, medically unexplained sympt@mesdiverse andifficult to
define and individual experiences are reported in different waysisTéspecially true for
children, whose stage of development impacts how symptoms are expressed and
communicated (Eminson, 2007). Additionally, children’s propensity to seek help from
medical professionals is largely dependent on their parent’s beliefs andesttitather than
symptom experiencEminson, 2007). Therefore, the execution of robust epidemiological
studies of childnedically unexplained symptomaghich indicate accurate prevalence has
proven highly challenging (Hinton & Kirk, 2016).
Prevalence and Comorbidity

Several longitudinal and cross-sectional studies have used a variety of metlesdolog

and criteria to estimate numbers of children experiencing medicaplained symptoms.
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Aro (1987) and Offord et al., (1987) found that between 4 and 11 percent of adolescents and
their parents reported recurrent chibeédically unexplained symptomis a longitudinal
study of children followed from age 9 to 13 in the USA, headaches were found to be the most
commonmedically unexplained symptonis0 percent) followed by abdominal pain (2.8
percent) and musculoskeletal pain (2.2 percent; Costello, et al, 1996; Egger, Costello,
Erkanli, & Angold, 1999). Studies involving younger children have fauedically
unexplained symptoms are experienced by approximately 20% stposlers (Doméneeh
Llaberia et al., 2004) and that abdominal pain is more common than headache in this group
(Zuckerman, Stevenson, & Bailey, 198¥ledicdly unexplained symptonere reported
more often and to a higher degree in females than in males throughout childhood and
adolescence (Berntsson, Kohler, and Gustafsson, 2001; Eminson, Benjamin, Shortall, Woods,
& Faragher, 1996). Coecurrence of differarsymptoms is frequently described and
reporting has been found to increase with age (Eminson et al., 1996; Garber, Walker, Wa
& Zeman, 1991).

Several studies have found strong associations betweeéically unexplained
symptomsand symptoms of medttill-health (e.g. HenningseBdimmermann, & Sattel,
2003). Between 3percentand 6Q0percentof children and adolescents reportmgdically
unexplained symptonere thought to also be experiencing mental health difficulties meeting
criteria for psychiatc diagnosis (Lieb et al., 2000; Husain, Browne & Chalder., 2007).
Research illustrates thahxiety, depression and behavioural problanethe most common
of these difficulties within this population (Zuckerman et al., 1987; Wasserman, Writjing
& Riviara, 1988; Garber, Zeman, Zeman, & Walker, 1990). Although their aetiologynemai
unclear, there are several psychological models of the causes and maintenagdie aify

unexplained symptomsften linking physical symptoms with emotional distress.
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Psychological Theories

Husain et al. (2007) carried out a review of explanatory psychological models of
medically unexplained symptoms children, categorising them into behavioural, systemic,
psychodynamic, cognitive, and cognitive-behavioural models. Behavioural mogledstihat
illness behaviours are reinforced by an experience of pleasant or avoidance asamtple
consequences. Comparably, social learning theory (Bandura, 1977) assumkeesat il
behaviours are learned, however, this theory empéssine social context in which learning
takes place. Indeed, according to Levy et al. (2004) parents who continuously respond
attentively to the child’s iliness tend to have children reporting a higher ratedstally
unexplained symptomsocial learmg theory also holds that modelling influences children’s
learning about illness behaviours. Research shows children are more likely to report
medically unexplained symptonfgheir parents report medically unexplained symptoms
themselves (Zuckerman dt,d987). Parent’s behaviours are also said to influence children’s
beliefs about the seriousness of iliness (Levy et al., 2004).

Systemic models also emphasise ways in which families relate to and communicate
with each other to maintain illness behaviours (Minuchin, 1974). Griffiths and Griffiths
(1994) posit that these children are in an environment where emotional distreseannot
expressed verbally and so use their body to communicate (Griffin & Christie, 2008).
Similarly, psychodynamic theory sugge thaimedically unexplained symptorase the
result of difficulty expressing emotional distress.

There is growing acknowledgement of the role of attachment theory medically
unexplained symptoms (Adshead & Guthrie, 2015). This theory emphasises thiaimogo
of the quality of the relationship between an infant and their primary careftgina&motional
management throughout the lifespan (Bowlby, 1988). In a large population Bawdgs,
Macfarlane, McBeth, Morriss & Dickens (2009) showed that insezanlg attachment may

be a risk factor for chronic paexperiencehat does not respond to medication.

5
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Cognitive theories tend to focus on cognitions and beliefs about illBassk{/ &
Wyshak,1990;Beck, Rush,Shaw& Emery,1979). In these models, normal bodily
sensations are catastrophised and misattributed to illness. Cognitive behanamets
account formedically unexplained symptorby bringing cognitions, emotions, behaviours,
and physiology together, postulating that the experience of eylsmaisation may cause
thoughts about weakness or fainting, leading to anxiety which may lead to avoidance of
activity, therefore maintaining the amplification and experience of the baaigation (e.qg.
Clark, 1986) SevereijnsyVlaeyen,andvandenHout (2004)illustrated that pain
catastrophising and anxiety about physical illness symptoms was an indegeedator of
healthcare use in adults experiencing chronic pain symptoms, indicating thatyanaigt
interact with physical sensations to prodotedically unexplained symptoms

Randomised controlled interventitnals havesupported social learning and
cognitive-behavioural theories of medically unexplained symptoms (e.g.dtaly 2010;
Nijhof, Bleijenberg, Uiterwaal, Kimpen, & van de Putte, 2012). There is less evidence
supporting psychodynamiattachmenbasedand systemic theories, althoutdiis may be
due to a lack of research into the efficatynterventiondased on these theories. Several
case studieand articles detailing practideased evidence have illustrated the potential
usefulness of these theoriesrelation to interventione(g. Alvarez, 2009; Griffin &Christe,
2008;Logan & Meltzer, 2006Maunder & Hunter, 2004; Shapiro, 2003).

Intervention: Current Evidence

There have been several recent systematic reviews anéhnadyaes of the evidence
base for psychological interventions in adults and childrenmeétiically unexplained
symptomsncluding headache, pain, abdominal pain and IBS and CF3H{eed¢as
Ceballoset d., 2008; Eccleston, Morley, Williams, Yorke, & Mastroyannopoulou, 2002;

Fisher et al., 2014, Smith et al., 2015). Generally, these reviews have illiSieatfits of
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psychological therapies in terms of improvements of physical symptoms mglediuction
of pain, fatigue and IBS symptoms and functional outcome including improvements in school
attendance and daily activities. However, review and synthesis of merithldvgaomes has
been scarce and largely unclef@isber et al., 2014). Trials and rews have generally
prioritised physical and practical gains, and where mental health rasuitsladed, they
have mainly been measured as secondary outcomes. In a systematic revieWwabgwat
interventions for pain in childrefrisher et al(2014) found insufficient evidence to draw
conclusions relating to mental health outcomes, including anxiety. A review ofetowery
is defined relating to CFS was carried out in 2014 and found that improvements generally
related to fatigue and physical fuizeting. The authors concluded that more emphasis should
be placed on the person’s perception of their own wellbeing (Adamowicz, Caikaugkai
Friedberg, 2014)Given the cemorbidity of mental ithealth andnedically unexplained
symptomsit was arguedhat more focus should be placed on reducing distress including
depression and anxiety in these populations (Fisher et al., 2014).
The aims of the current review are to:

(i) Investigate the effectiveness of psychological interventions for mentéh hea

difficultiesin children andadolescentwith medically unexplained symptoms
(ii) 1dentify significant aspects of interventions associated with their stiecgs
presence/absence of parents, mode of delivery.

A systematic review methodology was used in orderttigateview could be repeated as the
evidence base in relation to mental health symptoms and medically unexplainédnsgimp

children and adolescents increases.
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Methodology
Search Methods

Systematic review methods were carried out using Cochrane gugd@tiiggins & Green,
2008). Electronic, reference list and citation searches were carried outINPGy
MEDLINE and CINAHL databases were searched finoeption to November 2015.
Searches of other sources including Google and Google Scholar wereddsaken. The
search terms were largely categorised into three main areas; (1) medicapiaunesk
symptoms, (2) mental healthifficulties, (3) psychological intervention (See AppendixXax
lists of terms by database). Reference and citation listkeafified studies were examined

for additional studies.

Inclusion Criteria

Types of sudies. Only randomised controlled trials published in a pestewed
journal in the English language were examined.

Types of nterventions. Psychological interventionshich were specifically
designed to alter psychological processes thought to underlie or significantijyoute to
distress and suffering (Fisher et al., 2014), were included in the review.

Types of marticipants. Study participants were children and adolescents up to the age
of 18 years withmedically unexplained symptomBhesewere defined as any physical
symptom causing distress or impeding function which was not accounted for throughl medica
explanation. This definition was used in the absence of an agreed upon description that is
consistently used by researchers and clinicians with regards to childredcdestants
(Nunn, et al., 2000; Eminson, 2007). It has been acknowledged that the ICD-10 and DSM-
(APA, 2013; WHO, 1992) diagnostic classificatsoare inadequate for symptoms
experienced by children and adolescents (Eminson, 2007). Therefore, in order to be inclusive,
a wide range ofearch terms were appliethese were taken from various sources including

adult functional symptoms by special{t)/essely et al., 1999), the child somatisation

8
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inventory (Walker et al. 1991) and the somatic symptom checklist adapted for adtdesc
(Eminson et al., 1996).

Outcome measuresChild mental health measures relating to common mental health
problems including depression, anxiety and child behawvieue included. Paremeports of
child mental healtifbut not parent mental healtvgre also included.

Exclusion Criteria

Studies not reporting a mental health outcome measure, including studies using
guality of life measures as opposed to measuriagtal health outcomédepression, anxiety
and behavioural difficulties) were excluded. Studies lacking a clear psgatadlo
intervention, for example, a muldisciplinary intervention with a psychological element

were excludedGreyliterature and unpublished dissertations were also excluded.

Data Collection and Analysis

Study selection Studies were selected based on the above criteria. Abstracts were
read and full text articles were accessed to examine affiiclegibility where necessary.

Data extraction. Data extraction was carried out using @echraneadata extraction
checklist(seeAppendix B Higgins & Green, 2008) and transferred to a table of
characteristicef included studiegseeAppendix C) and #ableof treatment and outcomes
(see Appendix 2

Methodological quality assessmeniThe review employed the quality appraisal
checklist for quantitative evaluative studies (National Institute for HealtlCénatal
ExcellencgNICE], 2012; See Appendix E). This tool was chosen faabibty to appraise
controlled intervention studies of varying quality within the area of publichhesdearch.
Both internal and external validity are rated as strong (++), adequaie &gk {) using
pre-defined criteria from within the following domains: population and sampling, altogati

blinding, outcome measurement treatment delivery, attrition and analysis. &ttenggal
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and internal validity are related to a low risk of bias while adequate or whdikywes
related to a moderate or high risk of bias, respectively. Assessor blindaegsciuded in
the review, however, the blinding of participants and investigators in relaticratmtnt
was excluded as this is rarely applicable to delivery or recepyahological treatments

(Fisher et al., 2014).

Results

The initial search identified 1611 articles, following removal of duplicates.ah ¢dtl5
studies, and one follow-up study, were eligible for inclusion (see Appendix F foleaota
excluded stuies) Figure 1 shows the study selection process using the PRISMA flow
diagram Liberati, Altman, Tetzlaff, Mulrow, Ggtzsche, loannidis,... & Moher., 2009)

suggested by the Cochrane handbook (Higgins & Green, 2008).
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Records identified through Additional records identified
.S database searching through other sources
5 (n=2743) (n=11)
2
(]
S
— v v
Records after duplicates removed
M) (n=1611)
&
‘g Abstracts screened Records excluded
o (n =346) (n =315)
A
\ J
. Full-text articles excluded
(n=16)
‘ Participant age range
Full-text articles assessed (n=6)
- for eligibility —>
£ (n=31) Mental health outcomes
2 not assessed (n=5)
.20
ILU:/ No control group (n=2)
Parent mental health
outcomes only (n=1)
\
Not an intervention study
Studies included in (n=1)
5 qualitative synthesis
L . .
3 (n=15) Significance testing not
I performed (n=1)

Figurel: PRISMA flow diagram of study selection process (Liberati et al., 2009)

Description of Included Studies
Design andparticipants. All 15 studies reviewed were randomised controlled trials

of relatively simpledesign. Twelve studies employgudbo treatment arms, while three used
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three arms. A total of 940 participants, all experiencing medically unexplaingztans

took part in the studies. Participant age range and average age were reportewlihZl4 a
studies respectively (Range =18, M = 13.46, SD = 2.75). Thirteen of the studies had
participants who were predominantly female and two studies had equal numbers ofdnale a
female participants (Range = 509%00%; M = 67%). Eight studies included participants

with headache or migraine; seven of the studies’ participants were treated for
gastroenterological complaints includirecurrent abdominal pain, nausea, irritable bowel
syndrome (IBS) and functional dyspepsia; four studies provided treatmenttfoippats

with musculasskeletal pain, and one study treated participants with chronic fatigue sygdrom

(CFS).

Setting. Of the 15 included trials, ten were carried out in the USA and Canada, one in
Australia,threein Northwest Europe and one (plus follow-up) in the UK. Four studies
employed treatments, which were saffministered (online with therapist email contact, or
via cassette tape or treatment manuals with therapist phone contact), whildi@® st
involved treatment delivered by a therapist in a ghiet, community or outpatient’s hospital
clinic.

Intervention. Interventions included Cognitive Behavioural Therapy (CBT; 12
studies) and biofeedback (three studies). Reportedly, all of the CBT studigsonated a
behavioural element for the childresleven employed stress management or relaxation
strategies, three included ‘graded exposure’ to avoided situations and thrésdrepdunding
activity pacing or sleep strategies. Additionally all CBT interventions indiadgnitive
aspects; ten repi@d involving ‘cognitive restructuring’ or cognitive skills training, five
included psycho-education, five incorporated probgatving strategies, two employed self

esteem building strategies and one incorporated acceptance and commitment value
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Sevenof the 12 CBT studies reported assigning homework as part of the therapy and
three included relapse management strategies. Of the twelve studies egn@IBYi, four
involved children only in the treatment (one of these employed child ‘group’ theaagy)
eight involved parents as well as children. Of these eight studies, seven involvedilrehavi
therapy directed at the parent (adapting parent responses to illness behawidins
involved strategies aimed at increasing paoiid communication.

For the biofeedback studies, two studies used autogenic hand-warming and the other
used electromyography (EMG) biofeedback. All three studies employedepsogr muscle
relaxation while the handiarming studies also reported incorporating abdominal breathing
andimagery techniques. The hamdrming studies also used home practice to aid mastery of
skills but the EMG study explicitly instructed participants not to practice at hooreen to
maximise treatment fidelity.

Regarding control conditions, five trials used education, three used standard medica
care, one employed intensive medical care, two employed relaxation coatrps gand one
used therapist monitoring and support. Four studies used &dswadntrol group (usually
with selfmonitoring of symptoms). One of the studies which used a wait-list control group

also employed a hantboling biofeedback control group.

Outcome measuresln total, 28outcome measures were used to examine treatment
outcomes across a number of domains including physical health, functionalityiseuail
mental health. All trials measured sedport physical health experience, while four included
objectively measured physical health status (tender point examination and Eigi@&
studies assessed functional disabilityllmess interference, with just one of these studies
measuring school attendance. All studies assessepelt mental health outcomes with
thirteen measuring mood, eleven assessing child anxiety, which includecdesideiness

related catastrophisingnd three studies evaluating child behaviour. One study assessed
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anxiety through a diagnostic interview. Additionally, three studies askel#é social
adjustment, two studies explored parent behaviour changes and four studies assegsed qual
of life. Three studies assessed global improvement. Coping areffssty was asessed by

four studies.

External Validity

Population: Sampling Bias.Generally, external validity was rated as adequate to
weak. Just two studies described source population demographics and no study made
reference to differences between the source population, eligible populationyor stud
population with respect to demographics. Recruitment was mainly from spiecatires,
indicating that generalisability of results may be laditEleven studies reported recruiting
from specialist rheumatology, pain, headache, CFS or gastroenterologicad ocermiisics,
while two studies report recruitment from a general children’s hospital and afrothe
primary care. Three studies repartrecruitment via newspaper and online advertisement or
community flyers.

No study reported random sampling, with twelve studies describing recruitment
through consecutive admissions, two studies describing convenience sampling and one study
not reporting a sampling method. Studies usually had suitable inclusion crijegdyisng an
age range anddiagnosis of medically unexplained symptomsals also mostly had
appropriate exclusion criteria, for example, three studies excluded parteipith
psychological issues which would require treatment before participation ituthg s
including suicidality or psychosis. However, several studies employedesitiogteria,
limiting participant numbers and generalisability. Four studies excludé@dipants with
common mental health diagnoses, including depression and panic disorder and one study

excluded all participants not meeting criteria for an anxiety disorder.
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Internal Validity
Allocation: selectionbias. Group allocation was generally of adequate quality.

Fourteen out of the 15 studies employed ‘pseudo-randomisation’ of participants to a
condition due to consecutive admissions or stratification of participants based anchgae
study used true randomisation. In relation to method of randomisation, eight concealed
allocation of participants through a computerised system, three createdeterained list
or table of conditions and one study had a system of sealed envelopes which were
consecutively allocated to participants. The randomisation method was not repotieeeo
studies.

In terms of other treatments, two studies specified that neither group wenreng
other interventions at the time of the study, three studies described thapaaisicontinued
with standard medical carecfour studies reported the use of non-prescription, stable or
usual medications. One study reported that both groups included participants on anti-
depressant medication and five studies failed to report on other interventionsraetbé t
treatment.

Contamination and crossover of treatments between groups was mainly of an
acceptable standard willil studies reporting no cross-over between groups during the study
phase. Two studies reported that control groups received the treatment after one month.
Thesestudies did not follow up on control participants’ outcome scores following treatment,
but continued to follow the treatment group at this time. However, one study wihasate
weak on this criterion as a cregger of groups immediately following the dtrtreatment
phase was reported, with group differences being compared at the end of the second
treatment phase.

Blinding: Detection Bias As outlined above, blinding was usually not applicable for
participants receiving or investigators delivering a@emvention. However for one study,

both groups received another intervention (standard medical care) alongsreéatthert in
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guestion. Physician’s delivering this other treatment were blind to parti¢ieatment

condition. Investigator blindness to treatment condition for baseline or outcomsnaessses

was unclear for the majority of studies. Although most measures werepeit-and

therefore would not necessarily require an assessor, the manner in ehmobabures were
administered to children was usually not mentioned. Just one study reported thatdimidirse

to treatment condition administered the seffort measures to children over the phone. For
eight studies, noself-report baseline or outcome measures were also reported. Five of these
studies reported that assessors were blind to participant condition, while for thinber
studies, assessor blindness was not reported.

Measuring Outcomes Outcome measures employed were generally adequate. All
studies were deemed to have employdelent outcomes, although seven studies did not
examine functional improvement, four studies did not measure anxiety and two dtddies
not measure mood. All studies employed seffert measures. Acceptable reliability and
validity was reported for the majority of instruments. For nine studies, a leadapain
diary was used, although only one study reported on the validity of its diary. Heamtac
pain diary reliability was not reported for any of the studies.

Additionally, six studies used na@elf-report outcome measures. Five of these studies
used measures which required the evaluator to make a subjective decision about the
wellbeing of participants, for example, a tender point examination or intealewt physical
or mental health symptoms. Study reported testing inteater reliability of these measures.
Three of the six studies using objective outcomes also employed measwiesimmot
require a subjective judgement on the part of the rater, for example, electaipimeot
measuring physiological changes and school attendance records.

Eleven studies had similar follewp times across groups, while four studies followed

the treatment group for longer due to offering treatment to the control groupudiés
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followed up treatment and control groups at post-treatment or one month. Six studies
followed up to 4 — 7 months, a further four studies followed up to 12 months and one study
carried out a 24 month follow-up of treatment and control groups.

Treatment Delivery. All fifteen interventons were manualised, with just one
intervention tailoring specific modules to children’s needs, based on clinical jedgand
just one trial reporting catering for participant age. Studies that employdtefeHtrategies
used a combination of online modules, manuals and audio taped guitiEmatment was
predominantly delivered by doctoral level psychologists or trainee psycheslepestifically
trained in providing the treatment. Two trials employed nurses trained tordbkve
structured interventions and one trial employed CBT therapists. The levelagitheraining
was not stated for the remaining three trials.

Generally, there was an unclear or high risk of bias in relation to treafiohedity
and therapist supervision. Just three trials reported independent evaluatiatnodie
fidelity and a further three reported monitoring of fidelity through supervision.tidddily,
two interventions comprised online modules and therefore did not require fidelity magitori
although these studies failed to report on supervision of therapists providing emat.conta
The remaining seven studies either failed to incorporate or did not malencefeo
supervision or treatment fidelity.

With regard to condition equivalence within trials, eight studies controlled for
participant time, nine controlled for participant attention and eight controlledecapist
time spent with patient. Just one study assessed the credibility of the cordus! e

treatment condition.

Attrition Bias . Attrition bias was largely unclear. Attrition levels were acceptable
(<20%) for eleven studies and high (< 30%) for the remaining three studies. However, just

four studies reported that attrition rate did not differ as a function of group andriaiairey
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studies did not report whether there were significant differences betwagrsgattrition
rates (although two of these studies reported an attrition ratecdiff of >20% between
groups) Differences between treatment completers andauonpleters were reportedrfjust
one study.

Bias Relating to Analysis All studies performed appropriate formal statistical tests
of interaction assessing whether intervention effect differed acco@um@up. Accounting
for group differences in the analyses was mostly adequate with seven stpdréagano
group differences on demographics or outcome measures at baseline and one atildtygdes
no group differences on primary outcome variables at baseline. Five studiegrepprt
differences at baseline which are adjustedat analysis. However, one study was rated as
‘weak’ in this domain as group differences on depression scores at baselg@oated;, but
are not taken into account at analysis.

Power across studies was generally insufficient. Five studies repanted) adequate
power (=80%) to detect between groups differences. An additional study reports having
sufficient power to detect differences in primary, but not secondary outcomes.siimless
reported power calculations illustrating insufficient pow&0%0) and the remainder of
studies did not report power calculations. Nine studies acknowledge small sampliedsiz
insufficient power as a limitation.

Intent to treat analysis, which is said to decrease the chaiigp®ef errors was
carried out for jst five studies, with ten studies excluding drop-outs post group allocation
from the analysis and one study using completer analysis. Only four studies tteeaf fi
applied an alpha level adjustment to correct for the number of statistical réstmpe,
increasing the chance of gge | error.

Reporting bias. The risk of selective reporting was high as data were not fully

reported for the majority of studies. Five studies failed to report p values, seds stid
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not report treatment effect sizeigsttes and four studies failed to report results relating to
between groups differences for some measures and subscales scores. Agdarenstudy
failed to report results of outcomteken at certain timpoints. Appendix G contains a risk

of bias table, pertaining to categories ualjy appraisalchecklist (NICE, 2012) and
Appendix Hcontains a summary of the quality appraisal, also pertaining to the catexjories
the NCEB (2012) gquality appraisalchecklist

Effects of Interventions

Generally, stdies demonstrated mixed findings relating to treatment and control
group differences on mental health outcomes. Of the three studies evaluatitfigcthef e
individual CBT approaches on mental health outcomes including child anxiety, depressi
and relatnships, no study reported a significant difference between treatment arad contr
groups. With regard to seidministered or internet delivered CBT with limited therapeutic
contact via email or phone, a similar pattern was observed. These studies exsatnesht
versus control group effects on mental health outcomes including child depressiety, anxi
behaviour, relationships, emotional wellbeing and illness coping. No significaeredifies
between treatment and control groups were reported on these outcomes.

On the other hand, significant between groups differences on mental health outcomes
are reported for the seven studies employing therdplatered CBT involving parents. Four
of these studies measured child anxiety and all four reportedisagmiy greater
improvements in the treatment group compared to the control groupregatstent. This
difference was no longer significant for two of the studies at follow-upoadth treatment
gains tended to be maintained.

A similar pattern was seenrfdepression scores, with three out of the five studies
which measured child depression reporting a significantly greater improvement in the

treatment compared with the control group at the post-intervention phase. Again, while
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treatment improvements weusually upheld, between groups differences were observed in
only two of the five studies at follow-up. The lack of significant group differenickedi@aw-

up on child anxiety and depression scores was often due to improvements control group
scores or unailable data due to control groups not being followed up. One study involving
parents also measured children’s emotional and behavioural adjustment and found
significantly greater improvement in the treatment group compared wittottiel group

from pretreatment to 24 month follow-up, but not from preatment to 12 month followp.

For the three biofeedback studies, one measured the effect of an intervention on
depression another on anxiety and another on both depression and anxiety. Two of e studie
reported between groups’ differences from pre-to post-intervention or pre-itternveo
follow-up on their respective mental health outcomes. However, for both studies once
baseline levels were adjusted for, these effects disappeared. The thircdbsnaind effects
of their intervention on mental health outcome.

Where studies failed to demonstrate a between groups effect, the majstiigdiet
illustrated a statistically significant improvement for the intervention group least oe

mental health outcome measure.

Meta-analysis

As the current data did not meet recommendations for-aretlyses outlined in the
Cochrane guidelines, including a low risk of bias within studies and homogereitg ac
studies, it wagsoncludedhat a metaanalysis of hesedata would not be meaningful (Higgins
& Green, 2008). The studies comprise a clinically diverse population (headache,
gastroenterological complaints, pain and CFS), diverse treatment defarily( individual
and sefadministered CBT and biofeedtid and diverse mental health outcome measures.
Furthermore, the presence of bias was noted in the majority of the stutthi@sne studies

judgedto havelow internal or external validity anohe studies judged to have low internal
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and external validityAccording to the Cochrane guidelines, if bias is present in all or a
percentage of the individual studies, meta-analysis is likely to compound adsgsld a
misleading result (Higgins & Green, 2008). Furthermore, several studiesttaneport
treatment effect sizes necessary for collation of data.

Consideration was given to separating symptoms out and performing discrete
guantitative synthesis on each symptom group, however the largest discrete group in the
current review was pain. A recent mataalysis of chronic pain in children included
depression and anxiety outcomes and found that there was insufficient evidence to draw
conclusions from the meta-analytic data regarding anxiety and could only ainalusions
from a pain subgroup (musculoskeletal) with regard to depression (Fisher et al., 2014).
Taking each of these factors into account, it was decided that sanad{eis would not

currently add useful information to the evidence base.

Discussion
Fifteen trials met inclusion criteria for tloeirrent review. The main findings in
relation to the two study ainvgere that

0] evidence for the effectiveness of psychological interventions for common
mental health difficultis in children and adolescents wittedically
unexplained symptomis limited due to study numbers aadhigh or unclear
risk of bias within the majority adhesestudies. The most rigorous studies
showing the lowest risk dfias included Levy et a(2010), Palermo, Wilson,
Peters, Lewandowski, & Somhed®i009, and van der Veek, Derkx,
Benninga, Boer, & de Haan (2013), followed®sharff, Marcus & Masek
(2002, and Trautmann and Kronéterwig (2010).The remaining ten studies

showed a high risk of bias in at least one of the overall domains (see Appendix
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H for a table summarisingtudy bias)The study with the highest risk of bias
was KashikaiZuck, Swain, Jonegnd Grahan(2005).

(i) Treatments which include parents and which are delivered by a therapist (as
opposed to online modules) appear to yield better mental health outcomes
compared to control groups.

Study design was generally simple, involving one or two treatment groupsiteda
against a waiting list, treatment as usual or placebo control group. Randomisatexdupeec
were generally acceptable, however blindnesslatiom to measurement of outcome was
usually unclear, with just one study making reference to the manner in whicbpswaif-r
measures were administered by investigators at baseline and outcomet(aky2007).

Although, due to the psychological nawof treatments, investigators and participants
were not blind to intervention delivery for any studys imperative that careful attention is
paid to condition equivalence in the design of psychological treatment studiess ifhis i
order to ensure carol condition credibility is maximised and in order that active treatment
components can be identified (Eccleston et al., 2002). For the studies included in tiite curre
review, condition equivalence within trials was poor, with just half of the trigfdagmmg
control groups controlling for participant time or therapist time spent with ipamicand
five trials (Kashikar-Zuckget al, 2005;Palermo et al.2009; Schurman, Wu, Grayson, &
Friesen, 2010; Warner et al., 2011; Wicksell, Melin, Lekander, & Olsson, 2408y to
control for participant attention altogether. Furthermore, treatment and coortichtion
credibility, allocation of therapist to control or treatment group, and supervisionrapists
were cited infrequently. In addition to this, although manualisation of treatwses high,
adherence to manuals was assessed by an independent evaluator in only three trials

(KashikarZuck et al., 2012; Levy et al., 2010; Wicksell et al., 2009).
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While accounting for group differences at baseline and through analyses wa
acceptable for the most part and attrition was acceptably low for most trials,ratirtowas
generally unclear, with studies rarely referring to differences betweapgrattrition rates
or differences between completers and nompleters. Power within trials was largely
weak, with just five studies reporting adequate power (> 80%) to detect between groups
differences (Chalder, Deary, Husain, & Walwyn, 2010; Kashikar-Zuck et al., 2012gLevy
al., 2010; Palermo et al., 2009; van der Veek, et al., d8&Basing the possibility ofype
Il errors in the remainder of studies. Additionally, intent to treat analysssnet carried out
for the majority or studies, increasing the likelihood of a Type | error. Funtive, results
from analyses conducted were not fully reported for the majority of tridls jwst five trials
fully reporting results (Hickman, Jacobson, & Melnyk, 2015; Kashikar-Zuck et al., 2006;
Palermo et al., 2009; Trautmann & Kroner-Herwig, 2010; Wicksell et al., 2009), suggesting
high degree of reporting bias and undermining the usefulness of pooling information about
the effectiveness of theggerventions.

Studies generally had weak external validity due to poor description and comparison
of source population characteristics with study participants, high numberswtfmant
from specialist centres and poor sampling methods. Additigmalgarch shows that mental
health conditions including depression and anxiety are experienced between 30 and 60
percent of those suffering withedically unexplained symptomsdowever, several studies
employed stringent criteria which excluded partictisdrased on their diagnostic status in
relation to these common mental health conditions (Chalder et al., 2010; Hickman et al.,
2015; Kashikar-Zuck et al., 2005; Kashikar-Zuck et al., 2012; McGrath et al., 1992; Warner
et al., 2011). Taken together, thesamcerns limit the generalisability of the studies included

in the current review.
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Findings

Overall, the CBT studies generated some interesting and informative fimdings
relation to mental health in children and adolescentswédically unexplained syptoms
although inferences should be considered with the caveat that condition equivalence was
largely poor or unclear. Trials which involved parents demonstrated the most positive
outcomes in mental health. Additionally, treatment gains were generally mathta this
group. In particular, those therapist-delivered interventions including componentssaugire
parental responses to child illness behaviours consistently illustratedcsighifi
improvements in child anxiety (Levy et al., 2010; van der Veek et al., 2013; Warner et al.,
2011; Wicksell et al., 2009) and also showed reductions in child depression (Kashikar-Zuck
et al., 2012; Levy et al., 2010; van der Veek et al., 2013). Interventions including elements
aimed at encouraging family communicatiabout illness also demonstrated effectiveness in
relation to child mental health when compared to an active control group (Chalder et al
2010; Lloyd et al., 2012). This is consistent with research linking parental nmgodefli
illness behaviour and parental solicitousness of child illness behaviour with ratgseof
anxiety, depression amdedically unexplained sympton(s.g. Zuckerman et al., 1987) and
with research illustrating that parental solicitousness influences aspebifdainxiety
(children’s catastrophisation of symptoms; Levy et al., 2004). Propartisessions
involving parents did not appear to be a factor, with some interventions consisting of joint
parentchild sessions only and others including parents for only a few sessions. Age did not
appear to impact intervention effectiveness either, with younger chddikolder
adolescents showing reduced anxiety and depression.

Delivery of CBT by a therapist in person or over the phone also demonstrated some
value. Although no differences between groups were observed, there were consistent

significant within groups differences in treatment groups from pre- to p@svention across
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trials. One trial found that while therapdlivered individual CBT showed a significant
improvement in anxiety scores from baseline to p@sttment, neither the sedfiministered
control group nor the waitlist control showed improvements (Griffiths & Martin, 1996). A
parallel pattern was seen for depression scores, although this did not résitesta
significance. However, a trial with a similar format, but with an activérabgroup found
that all three groups improved significantly on depression scores (Mcoé&iralth 1992).
Similarly, a third trial evaluating individual CBT (Hickman et al.18pfound that both the
treatment and active control group improved on measures of anxiety and depression,
however, effect sizes were larger in the treatment group, indicatindpéhiaick of power in
these studies due to small sample sizes may havetedpasults. In a systematic review of
the literature, Chorpita et al. (2011) found strong evidence for the effectiveneds/mfual
CBT for children with anxiety and depression. There is also evidence to stigges
individual CBT interventions are effective in reducing mental health symptonshifdren
who have a chronic illness with a known pathology (Bennett et al., 2015).

Two studies assessed online treatment plus weekly email contact with &n activ
control group. One study (Trautmannk&bnerHerwig, 2010) was individual and another
(Palermo et al., 2009) addressed issues relating to parental responses llae$sldNeither
of these studies demonstrated between groups differences on any mental hesaith atea
any time point. The study which included components addressing parental responses t
illness behaviour showed benefits at 3 month follow-up on depression scores, although the
control group was not followed up. The individual online CBT course showed within group
differencesin pain catasbphising (a measure of anxiety) in the treatment group and in both
of the active control groups. However, effect size was larger in theg®ip, again
showing that power may have been an issue in detecting significant differewisesl, Ifor

internet-delivered interventions, current CBT evidence for improvement in Inhesadéh
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symptoms for children who do not experience medically unexplained symptoms is strong
(Ebert et al., 2015).

Generally, while biofeedback trials tended to be somewhat effdotiydnysical
symptoms, evidence for their effectiveness in the treatment of mental hefadthits is
less promising. None of the three trials (Bussone Grazzi, D'Amico, LeocArd&asik, 1998;
Scharff,et al, 2002; Schurman et al., 201d¥monstrated significant gains in the treatment
group compared with the control group on any measure of mental health, indicating &hat ther
is currently no evidence to suggest biofeedback is a suitable treatmensexperiencing
mental health difficulties along with medically unexplained symptoms

Improvement in mental health symptoms did not appear to be related to improvement
in physical health symptoms at the ptrsatment phase. Several studies illustrated reduction
in medically unexplained symptomisut not improvement in depression or anxiety (e.g.
Bussone et al. 1998, Griffiths et al., 1996; McGrath et al., 1992). Other studies showed the
reverse pattern (e.g. Chalder et al., 2010; Lloyd et al., 2012; van der Veek et al., 2013). This
is consistent witlprevious reviews’ findings indicating similar patterns (e.g. Kroenke &
Swindle, 2000).

However, given the strong relationship between mental health symptoms and
medically unexplained symptoms, it is possible that mental and physical health symptoms
interact and impact one another between the post-treatment and follow-up phase, or
thereafter. Indeed, although there is good evidence for the effectivenegshadlpgical
treatments for physical health outcomes for children with chronic pain, there is a
overwhelming lack of evidence for lasting effectiveness on physical outcomdkat-tg
(Fisher et al., 2014). This suggests that other factors may prevent maistehphgsical
health gains. According to cognitive-behavioural modelnedically unexplaied

symptoms psychological processes can maintain physical symptoms. Indeed in a review on
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psychological risk factors of unexplained pain, Keefe, Rumble, Scipio, Giordano and Perri
(2004) found associations between persistent pain, pain catastrophisation, and other anxie
related beliefs, indicating that maintenance of physical symptom improvementifgjlow

therapy may be impacted by mental health.

Research Implications

The current review highlights several areas for further research. Therdacasoh
power to detect statistically significant differences between grouggybarly in relation to
studies measuring the effectiveness of individual CBT and internet-deliG8€.

Additionally, condition equivalence was poor. Therefore further research incladges |
scalerandomised control triallRCT9 with active control groups, controlling for participant
time and attention are necessary in order to gauge the effectiveness of thesetioter in
relation to mental and physical health outcomes in childrenmaitiically unexplained
symptoms

While there are numerous large scale trials which have explored the effects of
psychological interventions anedically unexplained symptomsgespite the relationship
betweermedically unexplained symptoms anémtal health symptoms, the majority of these
trials fail to include outcomes focussed on mental health (e.g. Krbtararng, & Denecke,
2002; McGrath et al., 1998; Passchier et al., 1990). Griffin and Christie (2008) argiinetha
boundaries between phgal and mental health are blurred where children and adolescents
present withmedically unexplained symptomRegardless of the widely recognised
usefulness of the biopsychosocial model of health (e.g. Salt & Season, 2000; Williams
Erskine, 1995) the concept of the mind-body split (dualism) proposed by Descartes in the
17th century continues to direct western language, culture and perhaps evenrieeatitica

research.
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With regards tanedically unexplained symptomgshysical health gains are
prioritised ad mental health outcomes are often viewed as anthfiaght. This is reflected
in the reviewed studies, where mental health measures were usually secormangsand
often not fully reportedit is also reflected in largecale randomised controlléaals of
psychological interventions for this population, where mental health outcomes héez=not
included (e.g. Nijhof et al., 2012ZJrials areoftendeemed successful by authors if physical
health outcomes improved, regardless of effectivenessaiioreto mental health. Future
trials should assess the interaction between physical and mental health ow@tCcoansss
follow-up time points in order to examine the impact of these outcomes on each other over
time. Data on this is currently sparse and could inform clinical intervention incawitdi
explanatory theories ahedically unexplained symptoms

There is a similar pattern for children with chronic health conditions of a known
pathology. Physical health is often prioritised with mental health difficulties oftiergy g
untreated, despite rates of mental illness being up to four times higher in thiatpopul
compared with those children who are physically well (Pinquart & Shen, 2011).aDtt et
(2003) found that only 33% of children presenting with epilepsy plus a psychiatric disorder
had received a mental health intervention, despite attending frequent medical appisintm
for epilepsy. There are a number of possible reasons for the lack of integratientaf and
physical health servicesif children withmedically unexplained symptonasid chronic
physical health conditions. Children with medically unexplained symptoms and chronic
physical iliness, along with mental health conditionssaenas complex. Where this is the
case, physical hdhtareis oftenprioritised by healtbare professionalsinintentionally
leading to neglect ahental healthcar@Bennett et al., 2015).

Additionally, due to limited research about mental health outcomes for childiten wi

chronic physical symptoms and conditionsalthcare professionaisaynot havewell
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established guidance and informatioayttieelcan be relied upon @ssisthemin decision-
making processes involving interventions with established efficacy for thisgtimoul

(Fisher, et al., 2018enndt et al, 2015). Thus childreand adolescents av@able togain
accesdo timely, suitablenterventions which support mental health difficulties in the context
of physical health symptoms and conditiodatonet al., 2006). For botmedically
unexplained symptoms and chronic illness in children, there is a paucity of research about
which children get referred for psychological input, and the reasons foraarefecording

to Grol, Bosch, Hulscher, Eccles & Wensing (2007) most clinical prachiciees are based

on an individual's professional decision. In line with this, research into factork whic
facilitate and hinder heakltare professionals’ referral of children with chronic and medically

unexplained iliness to psychology is indicated.

Clinical Implications

Identifying key aspects leading to positive treatment outcomes is challengeng fo
number of reasons. According to Fisher et al., (2014), components of interseargon
intended to interact and combine with one another to produce an effect, meaning that
removing certain aspects of interventions or separating elements from one aretht be
useful as one component may need another component in order to be effective. For the
current review, while interventions were manualised, study protocols and avagabheent
manuals did not contain sufficient detail to thoroughly examine specific elenfents
treatment, for example, how much of the intervention focusses on which aspects, tiether
differs across therapists and participants, and whether therapist skilhethicaalliance or
extratherapeutic factors have also influenced results. According to Fisaker(2014),

comparable concerns are apparent witards to maintenance of improvements over time.
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Therefore, it is not possible to conclude based esdifata whether one aspect of treatment
is active, while another is not.

However, several studies within this review showed the benefits of including parents.
A focus on response to iliness behaviour or family communication in relation to ilovess f
least some of the sessions was a salient factor of these interventions. Vtiingle fu
randomised controlled trials of sound quality with cleariori hypotheses are necessary to
support the significance of this treatment component, these findings mayitallglin
valuable. They illustrate the usefulness of including parents in sessions angpamdes] by
theory (Bandura, 1977) amunpiricalevidencen the literature (Levy et al., 2004). They also
demonstrate the usefulness of including family interactions within psycholdgioailation,

even if it is not possible to include parents in interventions.

Limitations of the review

The limited scope of the review (RCTs only) meant that the main interventions
reviewed were CB¥Pased and that evidence for |@sdl-researched interventions was
excluded Furthermorewhile the search criteria weirgclusive in terms of symptoofogy,
broadening thenterventon-type and outcomesearch terms may hapeovideda wider

picture (e.g. attachmeiiased interventions were not included in the search criteria).

Conclusions

Psychologicainterventionsare effectivan improving mental health outcomts
children andadolescents witimedically unexplained symptomisiterventions including
aspects relating to parental responses to illness behaviour and family comiminicat
appeared to have the best outcomes. Biofeedback studies were effective irgrptysical

but nd mental health symptoms, while further research is necessary in orderrtaingbe
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effectiveness of individual and internet-based CBT for mental health outconnées in t
population. Furthermore, given explanatory theories and research about thegegoces
maintaining medically unexplained symptomiich emphasis¢he relationship of medically
unexplained physical symptoms with psychological processes such as panoghaisetion,
researchers and clinicians should prioritise both physical and mental heattimesitc
Related to this, while physical health gains did not appear to be assodihtesewtal health
improvement (or vice versa), further investigation should assess the interaciveribet
physical and mental health outcomes at various timeggwirorder to examine potential

impacs of these outcomes on each other over time.
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Abstract

Background. Research shows that the integration of physical and ntezatihcaren
paediatric settings beneficial in terms of clinical and cost effectiven&sse to the high
rates of mental health problems within this population, several studies have Babwn t
referral to paediatric psychology should be increasedveder, there are few studies
investigating factors influencing healthcare professionals’ réfeefzaviour.

Methods. The current study usékheoryof Planned Behaviour to develop a questionnaire
which explores factors influencing the referral of childaed families to paediatric
psychology. Psychometric properties of the questionnaire were examined.

Results Findings indicate thahe questionnaire holds good reliability and validity and that
the main constructs dteoryof Planned Behavioware usefuln predicting intention to refer
to paediatric psychologypecific beliefs about referral were also shown to influence
intention to refer.

Conclusions Findings that individual referrer factors such as attitudes and beliefs paaotim
healthcare profegmals’ referral behaviour indicates that multidisciplinary interventioms a
inter-professional education relating to the psychological aspects of illnesgjairede

Recommendations for future research are discussed.
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Introduction

Children with physical illness can experience high amounts of pain, distress and
maladjustmen{Duff & Bryon, 2005). fer these childrenates of mental healtbroblens are
up to four times higher than children in the general population (Meltzer, Gatward, Ggodma
& Ford, 2004; Pinquart & Shen, 201Psychological therapies agéfective for reducing
mental and physical health problems in children and adolescents with chronic Iphyalitta
conditions and medically unexplained physical symptoms (Bennett, Shafran, Coughtry,
Walker & Heyman2015 Fisher efal., 2014; Warner et al., 200 However,carrying out
interventions orco-morbid mental healtproblemsn isolationis not always effective
sometime®only reducing either physical or mental heagltioblems Chalder, Deary, Husain
& Walwyn, 2010;Hains, Davies, Behrer& Biller 1997; Mcgrady & Hood, 2013/an der
Veek, Derkx, Benninga, Boer, & de Haan, 2D¥g&cording to Nayloet al.(2012), nore
substantiatlinical and cost effectivenessaybe obtained through integration physical
and mental healttreatmentsinstead of adding mental health interventitmexisting
physical treatmerpractices

The biopsychosocial model of health suggests that in order to respond effectigely, it i
necessary for health@professionals to hold biological, psychological, and social
dimensions of illness in mind (Engel, 1977). Indeeskarch demonstrates that developing a
framework of support that integrates physical and mental health servicdsldioen with
chronic health conditions and their families can improve physical and mental heattmesitc
(Griffin & Christie, 2008; Kazak, 2005; Spirito & Kazak, 2006). Psychologmdalgration
can improve psychogical adjustmentmedical treatment adherenaedselfmanagemen
for childrenwith physical health conditions (Kahana, et al., 2008; Wysocki, et al.).2006
Furthermore, integrated treatment can increase communication betweeaodnealth

professionals, leading to improvpdtientoutcomegZwarenste, Goldman & Reeves, 2009;
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Strasser et al., 2009nhtegrated treatment caombinethe similarities between physical and
mental health care, for example, betweengelhagement protocols for long-term conditions
and behavioural activation approaches for low mood (Egede & Ellis 2010). Tensionsrbetwee
different treatments can be avoigée@creasing cost and improving the treatment experiences
of children and families (Griffin & Christie, 2008; Naylor et al., 2012).

In addition to clinical benefitsdalt literature relatingo theintegrationof physical
and mental health serviciéisistratescosteffectivenessln a metaanalysis, Chiles et al.

(1999) demonstrated that psychological interventions in hospitalgrendry caresettings
decreasedverall health care costdoward, Dupont, Haseldehynch andwills (2010)

found that incorporating a psychological componettt achronic obstructive pulmonary
diseaséhospital clinicmeantfewer emergency service visaadreducechospitalbed days.
While child literature relatig to the cost of service integratimmsparsegualitative research
suggests that costfectivenessnay beanother advantage of integrating paediatric physical
and mental healthcare (Douglas & Benson, 2&Hplan & Groessl, 2002). &pite evidence
for the clinical and cost effectivenessiategration UK health care services are not
structured and organised to support an integrated respopigsioalandmentalhealthcare
needqNaylor et al.2012).

Paediatric psychology is a relatively nevanch & clinical psychology which aims to
integrate physical and mental healthdareugh incorporating psychological principles and
approaches in medical settingigazak et al., 2007; Kessler et al., 2005). Paediatric
psychologists workogethemwith other helihcare professionals inderstand and address the
high rates of mental health difficulty amongst children with physical heaitittons and
their families reduce emotional consequences of physichlalith and improve quality of
life for young people (Duff & Bryon, 2005\While a proactive (rather than referral based)

integratve approach t@hysical and mental health care has been proposed as the ideal model
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for paediatric services, it is necessary for physical healthcare professionammunityand
hospital settings to make a referral for psychological services in the Wp&and USA, if
they feel this is indicate(Kazak et al., 2007).

Several studiesave showniimited interaction with and referral fpsychological
services within paediatr settings.Glazebrook, Hollis, Heussler, GoodmandCoates
(2003) demonstrated that in a UK paediatric outpatient hospital setting, paguhatric
identified just a quarter of cases where emotional and behavioural diéscwiere indicated
in addition to a physical health condition. Furthermore, paediatricians said they/ nefail
just 14 percent of children to an site mental health service, although 21 percent were
identified as having psychological difficultidd/agnerand Smith(2007) trackedeferral
patterndo anon-site psychologgervice in a paediatric epilepsy clinic. Referral rates were
significantly lower tharthe prevalencef mental health difficulties in children with epilepsy.
Authors emphasised the necessity of facilitating increased psychologwlsefgthin the
paediatric population.

However children with physical iliness along with mental health difficulaesoften
seenas complex. Where this is the case, physical healtihhcayebegiven precedenday
health care profesmnals, meaning that mental health needs can be overlooked (Bennett et al.,
2015). Thus, children are able to access servicedich support mental health in the context
of physical health difficultie§Katon et al., 2006)n line with this, research intactors
which facilitate and hinder healttare professionals’ referral of children with physidakess
to psychology is indicate@iven that referral guidelindsave been shown tave had little
impact on the referral behaviour of healthcare professioaa<J'Donnell, 2000),
consideringactors influencing referral behaviour may be a first step to integratiysjqath

and mental health services more effectively.
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While factors influencing referral behaviours are currently uneleearched
(BeachamHerbst, Steitweiser, Scheu & Sieber, 2012; Reeves, Perrier, Goldman, Freith &
Zwarenstein, 2013), several studies have found associations between mentalfeeath re
rates and referrer characteristics, attitudes and beliefs (Kemdrick, Reid, & Lacey, 2000;
GreenJohnston, Cabrini, Fornai, & Kendrick, 2008). Kainz (2002) divided doctors who work
in multi-specialist services, which included psychologists, into two groups: high and low
psychology referrers. Through qualitative observations, she noted that doctors witktdsgh r
of referral to psychology tended to be more positive about psychological senandew
referrers Green et al., (2008) found that much of the variance in GP referral rates toispecial
eating disorder services was based on GP cogmititades and subjective norms.

Consistent with this, several authors have hypothesised that attitudes, prejddice a
specific beliefs between different professional groups have the potentigbtove or dilute
integration of separate &kh disciplines (Mitchell, Parker, Giles, & Whilt8p09; Parsell and
Bligh, 1999). Despite the importance of integration of psychological services irapaedi
settings, studies suggesting variation in psychotefgrral rates and research demonstrating
that referrers’ beliefs and attitudes may play a role in successful integoéaservices, there
is currently no research regarding factors influencing healthcare proi@ssi@ferral of
children and families to paediatric psychology.

Theory of Planned behaviour

In a systematic review of the literature Godin, Bélar@eavel, Eccles and Grimshaw
(2008), found thaTheory d Planned Behaviour (Ajzen, 1988, 1991) appears to be an
appropriate means of understandiagtorspredicting behavioal intentionin healthcare
professionals. According to this theory, an individual’s intentional behaviour can betpdedi
based on attitudes, subjective norms and perceived behavioural calhtblyhich are

influenced by beliefs. Behavioural beliefisatea positive or negative attitude toward a
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behaviour; normative beliefs produce subjective norm (perceived social obligatan);
control beliefdeadto perceived behavioural control. Together, these constaatido a

behavioural intention, which people usually carry out (Ajzen, 2002
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Figure2: The Theory of Planned Behaviour (Ajzen, 2002; p1.)

Questionnaire Development

In order to determine beliefattitudes, subjective norm and perceived behavioural
controlrelating to the bedwiour of healthcare professionals, Francis et al. (2004) recommend
the development of a questionnaire usiingoryof Planned Behaviour. To identify beliefs
related to the behavioua,belief elicitation studynvolving the collection of qualitative data
through open ended questions relating to the behas@acommendedrlhe beliefs inferred
can then be used to develop a quantitative questionnaire which allows the reseastessto
which specific beliefs significantly predict behavioural intentiome&t measures of the

Theory of Planned Behaviour constructs are also included in the quantitative questionnai
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Similarly, thesedata can be used fimd whether direct measures of attitude, subjective norm
and perceived behavioural contsanificantly predict the behaviour in question.

To assesshe feasibility of using a questionnaire to examine Theory of Planned
Behaviour constructs, it is important to monitor responsearademissing datéBouwmans et
al., 2013; Varni, Burwinkle, Seid, & Skarr, 200Besponse rates are often lowemedical
professionals compared with other populations, due to demanding work schedules (Flanigan,
McFarlane & Cook, 2008). Therefousing email rather than paper based questionnaires may
be of benefit (Cummings, Savitz & Conrad, 20®i)nilarly, keeping the questionnaire brief
IS necessaryn order to maximise response réf¢éanigan et al., 2008).

In order to evaluate whether the questionnaire is reliable and valid, Francis et al
(2004) recommend assessing the psychometric properties of the questionnaire. $wb type
reliability; internal consistency and tagttest reliabilityare suggested. Internal consistency
aims to assess the degree to which different items which are intended to ityéisdgame
construt produce similar results. Tesdtest reliability endeavours to evaluate the degree to
which the questionnaire produces stable and consistent rdtsiglislso important to test
validity to determine whether the questionnaire is measuring the congtintdads to
measure. Gncurrent validity is illustrated when two scadesiingto measure the same
constuct are related, whileonstruct validity is established when theoretical constructs of
cause and effect accurately represent the actual condtregtare intended to met
Aims of the current study
This study has the followingimsand hypotheses:

Stage 1(1) To identify specific beliefs relating to paediatric healthcare professionals
referral of children and families to psychology. TWasinvestigated through collection and
analysis of qualitative data of healthcare professionals’ beliefs aboutt¢bepaediatric

psychology.
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Stage 2(2) To assess whether Theory of Planned Behaviour constructs (attitudes,
subjective norm and perceived be&loural control) can be used to predict healthcare
professionals’ intention to refer to paediatric psychology. Maisinvestigated through
developing and testing the feasibility, reliability and validity of a qaesaire based on

Theory of Planned Behaviour.

In order to assess feasibility, questionnaire response rate and misaingcat
examined. It was expected that response ratddwbe lower than email surveys of the

general population (approximately 36%; Sheehan, 2001) due to the profegsiersaiple.
In order to test the reliability of the questionnaire, the following hypothesestested:

(1) Items within composite subscales of direct measamesignificantly correlated
with one another.
(i) Indirect (belief based) composite subscalesime 1 arecorrelated with the same

subscale at Time 2.

In order to test the validity of the questionnaii¢h respect ta'heory d Planned

Behaviour, the following hypotheses were tested:

(i) Indirect (belief based) measures associated with direct measumdhe same
construct.
(iv)  Referrer attitude, subjective norm and perceived behavioural control influence

intention to refer to paediatric psychology.

(3) In order to gauge specific beliefs influencing referral to paediatyichadogy, the

following hypothesisvas tested:
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(v) Specific beliefgegardingattitude, subjective norm and perceived behavioural

control influence intention to refer to paediatric psychology.

Methods
Design

A two stageajualitative and quantitative stugyth an observationalesign was used
to create @rosssectional online questionnaire aiming to investigate factors influencing
referral to paediatric psychology bgdithcare professional§he questionnaire was
developedn accordance with @heory of Planned Behaviour questionnaire marfaar(cis
et al.,2004) which outlines the steps involved in constructiip@oryof Planned Behaviour
guestionnaireTherefore the questionnaire was developed in two stages. Stage one involved
eliciting beliefs held byealthcare professionaddbout refeting children and familieso
paediatric psychology through a series of open-ended questions (see Appendix l)inThe ma
guestionnaire was then developed using themes derived from analysis of thigl mate
(indirect beliefsbased measuresip addition to lhe development of items aiming to measure
direct predictors (cor€éheoryof Planned Behaviowonstructs) of referral to paediatric
psychology. The resultant questionnaire was pilotesixhealthcare professionatsior to
stagetwo. Stagewo involved administration of the main questionnairedalthcare
professionalandre-testing the questionnaire approximat&lyr weeks later.
Ethics

The study received full approval from the Salomons Ethics Panel at Canterbisty Chr
Church University and from theHS Research and Development offices at both study sites
through the Integrated Research Application System (IRAS) prior to studyemmrement
(seeAppendtesd, K, and Lfor Ethics and R&D letters)All study participants were
provided with a study infonation sheet and gave their consent to participate (see Appendix

M).
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Recruitment sites

Data were collected from two UK hospital sitEsr both sites, referrals are received from
three sources; from inpatients, from outpatients and as part of a multi-diggiplackage of
care.Site one manages approximately 70,000 peadiatric cases per year, with agf@aigxim
1500 to 3000 referrals to paediatric psychology per annum. Site two manages apprpximatel
10,000 paediatric cases per year and the paediatric psychology servicesreefgirrals for
approximately 200- 250 cases per annum. These figures exclude those presentidgrib acc
and emergency only. Therefore, for both sites, referrals are made to paedyatr@qygy for

an estimate@ to 5 percent ofases.

Stage 1 Questionnaire Development

Participants. Participants were consultamiedicaldoctors who work within medical
teams which have access to input from paediatric psycholog2®8). Recruitment was
carried out though convenience samplingpmtwo UK hospitalsites.

Procedure All eligible participants (n = 99) were emailed as a group by the lead
paediatric psychologists within the two hospital sites and subsequently emdiledually
by the researcher with an online link to a set of open ended questions (see App&hdii 1)
were accessed through Qualtrics online survey software. The questionsrdak&mef
guestionnaire manual (Francis et al., 20@#jed to elicit beliefs related to referral to
paediatric psychology. Core factorisTheoryof Planned Behaviour, on which the set of
open-ended questions were based, included healthcare professionals’ attitucis towa
normative beliefs about and perceived control over referral to paediatric psyehetancis
et al. (2004) recommends obtaining responses from approximately 25 individuals in order to
elicit a range of beliefs to the point where saturation of themes is likely. TAfre@tyer cent

of those contacted (n=23) responded to the questions.
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Questionnaire developmentThe main gestionnaire was developed using Ajzen’s
(2002) model offheory d Planned Behaviour which included direct and indirect predictors
of behavioural intention (Figure.ZEach direct and indirect measure (statement) was
presented on a 7-point Likert scale. dlwe questionnaire items which aimed to directly
measure predictors of referring to paediatric psychology were developedardance with
the manual (Francis et al., 2004). Three of these items aimed to measure tttiefdrral,
three were intended to measstbjective normthree targeted perceivedntrol and three
aimed to measure intention.

Direct attitude was measured using pairs of semantic descriptors (e.g.
“useful/worthlesy which were attached to the sentence stem, “Overall, | think nedetio
paediatric psychology is...” ltems relating to others’ views were usetetsure direct
subjective norm, for example: “most people whose opinions are important to me think that
should refer to paediatric psychology”. Direct perceived behaviounéiatavas examined
using items such as: “Whether | refer children/families to paediatric pegghis within my
control”. Three items were designed to measure intention to refer, for exéneplgect to
refer children/families to paediatric psychology”.

Indirect (beliefbased) measures were also developed based on Ajzen) (@00el
of Theory of Planned Behaviour. According to this model, beliefs provide the emotional and
cognitive basis for attitude, subjective norm and perceptions of behavioural control.
Therefore, beliefs can provide indirect measures of these key constrexttofiment of the
indirect items of the main questionnaire are presented in the next section ds\thEpment
involves analysis of qualitative data.

Data Analysis.Resposes to the beliedliciting questions were downloaded to
Microsoft Word. Content analysis, a method of analysing writteredral data, was

employedo analyse the da{&ole, 1988). Content analysis allows for frequency of themes
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to beconsideredpermiting the researcher to exclude the least frequently cited themes from
the main questionnaire. This is necessary in order to develop a suitably brief quastionna
According to Francis et al. (2004), including 75 percent of themes should give adequate
coverage of commonly held beliefs within a population.

Deductive content analysis was used as it also allows for the researcher tateode d
according to a prexisting model (Elo & Kyngas, 2007). A coding frame was developed
according torheory d Planned Behaviouronstructs (seAppendix N for coding frame),
and themes were ranked from most to least frequently occurring. The datarndomly
selected participant was analysed independently by a second rater, whupplesisvith the
pre-prepared codinfame. The Kappa statistic indicated very good iné¢er agreement
(Pallant, 2007), Kappa = 0.8 (p = .005).

EachTheory d Planned Behaviouwonstruct containefbur themes. The least
frequently occurring theme within each category was excluded,ingsinta final total of
nine themes (three for eacbnstruct). Subsequently, themes were transformed into
statements. For each behavioural belief statement, a corresponding statasngeneloped
which aimed to evaluate the outcome of that belief. &nhyil for each normative belief
statement there is a corresponding statement assessing motivation to complg with th
normative belief and for each statement of control belief there is a statemetnhatpawer
of the control belief over the behaviour.eFafore, 18 items representing indirect measures
were developed from the belief elicitation data, making a tota0 afirect and indirec
measures of referral behaviggeeAppendix O for the main questionnaire).

Consultation with relevant population and quality assurance check® large
multi-disciplinary team (MDT) meeting at one of the research sites was attended by the
researcher who requested that MDT memfsealthcare professionals) stay behind to

complete and give feedback on a questionnairetaiederral to paediatric psychology. Six
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healthcare professionalf®(r nurses, one consultant doctor and one social worker) agreed to
contribute to this task. Healthcare professionals were asked to complete tiengaest
individually and were subsequently asked a series of questions as a group. Thesgsgues
taken from the questionnaire manual (Francis et al., 2004) related to the waordlifograat

of items. Minor changes were suggesaadincorporated into the final version.

Stage 2: Administeing the Questionnaire

Participants. Participants (n = 93) were recruited through convenience sampling
from the same two hospital sites as stage one. For stagartywbealthcare professional who
had authority to initiate a referral process and who was working within aveah had
access to paediatric psychology was eligible for recruitment. Paris who worked as part
of a paediatric psychology team were excluded. Given limited research irethig aras
not possible to carry oat priori power analyses. However, Tabachnick and Fidell (2007,
p123) give a formula for calculating sample size requirements for regresglyses: n > 50
+ 8m (where m is the number of predictor variables in a given analysis). Thét&fore
participants were requirddr analyses with three predictor variables (50 + 8 (3) = 74).

Procedure All eligible participants (n = 868) were emailed as a group by the lead
paediatric psychologists within the two hospital sites with an online link to the main
guestionnaire, which was accessed through Qualtrics online survey softwaes [ide cent
of those contacted (n = 93) completed and returned the main questionnaire. Data from 26
participants who clicked on the link but did not begin the questionnaire were discarded from
subsequent analysis. Following questionnaire completion, participants were asked to ent
their email address if they were happy to be contacted to fill in the questeforaa second
time. Twentyeight participantagreed all of whom were emailed with lkto the same
guestionnaire four weelater. Twelve participants (48rcen} returned the questionnaire

within five weeks of completing the questionnaire for the first time.
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Data Analysis.Data were downloaded to IBM SPSS Statistics Data Editor, Version
22 and screened for missing data, of which there were none.

Composite variabled\egatively worded variables were reversed and the following
composite variables were computed from the questionnaire items; direct attitiabat
attitude, direct subjeiete norm, indirect subjective norm, direct perceived behavioural
control, indirect perceived behavioural control and intention.

Reliability. Internal consistency analyses were carried out for each of the direct
compositevariables direct attitude, directubjective norm, direct perceived behavioural
control and intention. According to Francis et al. (2004), it is not appropriate to assess the
internal consistency of indirect subscales as individuals often have both positiveyatidene
beliefs about the same behaviour. It is appropriate to usestest-reliability for ths
purpose Testretest reliability analyses were carried out for all indirect composiiables
but not direct measures as, unlike beliefs, attitude is changeable by naturéhanefose
less likely to remain stable over a number of weeks. (Francis et al., 20041 Pa0&).

Validity. In order to test the concurrent validity of indirect composite measures, a
series of bivariate correlations were carried out between direct and indeastires of the
same construct. It was planned that construct validity of the measure woulddseddse
testing the following hypotheses based on Ajzen’s (2002) Theory of Planned Behaviour
model using a series of cross sectional linear regression analyses:

» Indirect measures will predict direct measures of the same construct
» Direct measurewill predict healthcare professionals’ intention to refer to paediatric
psychology.

Specificbeliefsinfluencing intention. In order to determine which spéc beliefs
had the greatest influence over intention to refer, specific beliefs wereeimto a series of

linear regressions, using intention as the outcome variable.
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Statisticalassumptions folinear regressioranalyses Preliminary analyses and
inspection of the data using histograms, box plots and the Kolmogorov-Smirnov, skewness
and kurtosis values suggested that while the assumption of normality was met tdrtfaur
seven composite variables, it was not met for direct attitude, direct perceivethedia
control or intention. A square root transformation of the data normalised the intention
distribution only. According to Field (2009), if some predictor variables are not riprmal
distributed, it is appropriate to carry out a regressi@tyars as long as the outcome variable
has a normal distribution. Therefore the transformed intention variable was uded in al
subsequent analyses. It was not possible to carry out linear regression usingcthe di
measures as outcome variables for tlor@ct measures due to violation of the assumption of
normality and inability to transform the data to create a normal distribution.

Further analysis of the data showed no violation of the assumptions of
multicollinearity, linearity or homoscedasticity. & lpresence of outliers was assessed by
examination of the residuals and Mahalanobis distances. These were accepthblenfust
part, however, one case was removed for one analysis (holistic care pradietimign) due

to a Mahalanobis distance whiekceeded the critical value by >20 (Pallant, 2007).

Results
Stage 1: Qualitative [ata
The data from the qualitative questionnaire were analysed using deductive content
analysis. Within théhree main categoried behavioural, normative and control beliefs,
twelve sub€ategories were identifiedhese sulzategories were ranked according to
frequency of occurrence in the data (see Table 1). All datacedesl and where data fitted
into more than one category, it was codethwv all relevant categoriesds Appendix Ror a

fully coded transcript).
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1. Behavioural beliefs Many participants described the benefits and challenges of
referring to paediatric psychology.

la.Holistic approach The majority of participants explained that referring to
paediatric pychology provided scope for ‘information sharing’ between disciplines and a
‘more holistic approach to care’. The introduction of different perspectivesai@so give a
‘view of the child as a whole’.
“This allows clinicians to look at not only the dase itself but the effect on the individual as
well as family members.”

1b. Stigmatised views of psycholodg§any participants also referred to the ‘taboos
and stigma’ attached to a psychology referral in the context of a physical $esdice.
“May disengage the family... Some people are open to this idea but others may be worried
that people think they are 'mad.”
How a referral to psychology is perceived by families was also spoken abdationreo
medically unexplained physical symptoms.
“Some families whose children have functional disorders, e.g. functional abdominal pain,
struggle to accept that there is no organic cause for their child's symptoms and feel that they
are not taken seriously if a psychologist is consulted.”

1c. Type ofservice offered Other participants spoke about the type of paediatric
psychology service offered, including psychological ‘model’ used, level of tis¢(@pgy.
‘trainees’) and how this may differ from what they would view as helpful fanaly they
refer to paediatric psychology.
“Sometimes the service may not be offering the type of support that you are looking for.”

1d. Family supportMany participants explained the importance of psychology for

family ‘emotional support’ for various conditions.

“Involving a paediatric psychologist can help with child and family to cope with the illness.”
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“Help the patient/family live with physical symptoms which are medically unesplai
despite medical assessment and investigation.”

2. Normative beliefs Groups whose views about paediatric psychology were
described as significant by participants were identified; families, colbsatgudget holders
and support groups/charities.

2a.Families. The vast majority of participants referred to the importance of farmilies
views about a referral. Many described families ‘crying out’ for psyaglwhile others
describe ‘parental resistance’ to a referral.

“Our patients greatly value [paediatric psychology].”

“Sometimes they don't understand the relevance.”

“Most people are willing if it's presented as a way for supporting ordinary families under
stress.”

2b. ColleaguesThe views and approval of colleagues in relation to paediatric
psychology referrals was also described as significant, with somapgmartgdescribing
approval of ‘all colleagues’ while others described some colleagues who magwot
paediatric psychology as helpful.

“Some physicians feel that no intervention will change a patient / family from their
longstanding viewpoint or beliefs.”
“Psychologically minded colleagues [would approve].”

2c. Budget holdersSeveral participants expressed the potential disapproval of
referral to psychology from budget holders, due to ‘cost’ and ‘financial resaurces
“Hospital managers can view it an expensive and umdeognise the benefits”

“CCGs [Clinical Commissioning Groups], budget holders!”
2d. Support groups/charitiesSome participants acknowledged the approval of

support groups and charities in relation to referral to paediatric psychology

61



PHYSICAL AND PSYCHOLOGICAL WELLBEING IN CHILDREN

“Support groups appreciate the MDT approach with psychology input”

3. Control Beliefs. Participants described several barriers to referral as well as factors
enabling them toefer to paediatric psychology.

3a.Waiting lists ‘Long waiting times’ and lack of psychology availability due to
‘limited resources’ was the most frequently cited barrier to referral.
“More psychology time should be allocated to the service”

3b. Referral process Some participants described being ‘not sure of the referral
process’ while others explained ‘pedantic inflexible referral pathways’ agiarb
“l don't understand the need for a formal referral for psychology input. Patients are
automatically proffered consultations with all other members of multi-disciplinargge

3c. Healthcare professionals’ time. Several participants noted that it is difficult to
‘commit the time’ for joint meetings and that having ‘another person to keep in the &op’ ¢
be ‘time consuming’.
“Joint consultations are really excellent and | really enjoy them but taeybe very time
consuming”

3d. Cost and esourcesSome participants commented on the ‘lack of financial
resources’ for psychology.

“Their role is essential and | am worried about long term funding”
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Tablel

Categories and Sub-categories from Content Analysis

Category Sub<ategory No. of participants

within sub€ateqgory

Behavioural Beliefs

la Holistic care 21
1b Stigmatised views of psychology 21
1c Type of service offered 17
1d Family support 11

Normative Beliefs

2a Family (dis)approval 18
2b Colleague/profession (dis)approval 14
2C Budget holder/Managerial (dis)approv. 5
2d Support groups/charities (dis)approval 2

Control beliefs

3a Waiting lists and psychology availabilit 16
3b Referral Process 12
3c Healthcare Professional Time 9
3d Cost/Resources 6

Three questions per category were required for the main questionnairegfetaaic2004).

The least frequently cited sudategory within each category was removed.
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Stage 2 Quantitative Data

PartigpantCharacteristicdParticipants (n = 93) included consultant doctors, doctors,
nurses, therapists, social workers and ‘other occupations’ consisting of plyidsteeandin
audiologist. The majority of participants were femahelages ranged betwe@d and 65

years.See Table for details of participant characteristics.
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Table2

Participant Characteristics (n = 93)

Demographic Category Frequency (%)

Professional Role Consultant Doctor 30 (32%)
Doctor 11 (12%)
Nurse 25 (27%)

Therapist (Occupational, Physio) 22 (24%)

Social Worker 2 (2%)
Other 3 (3%)
Gender Female 70 (75%)
Male 21 (23%)
Prefer not to state 2 (2%)
Age range 24-35 years 23 (25%)
3645 years 34 (37%)
46-55 years 25 (27%)
56-65years 11 (12%)
Number of years qualified Under 5 years 2 (2%)
5-10 years 17 (18%)
11-20 years 35 (38%)
Over 20 years 39 (42%)
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Reliability . Reliability was assessed using interoahsistency for direct measures
and testre-test reliability forindirect measures

Internal consistencylInternal consistency was assessed using Cronbach’s Alpha and
mean intetitem correlation values. Each subscale was made up of three items. Where scales
have fewer than 10 items, it is common to find low Cronbaalplsa values (€.7).Direct
subjective norm was one such cdsehese cases, it may be more appropriate to report mean
inter-item correlation (Briggs & Cheek, 1986). All subscales demonstrated daleepta

reliability using these conventions (see Table 3

Table3

Subscale Internal Consistency: Dirddeasuregn = 93)

Composite variable (Subscale) No. of Cronbach’s Mean intefitem
items Alpha* correlation**

Direct Attitude 3 74 n/a

Direct Subjective Norm 3 A7 21

Direct Perceived Behavioural 3 .70 n/a

Control

Intention 3 .75 n/a

* Cronbach’s alpha value of .7 or above indicates an acceptable levehbilitgl(Devellis (2003)

** Mean interitem correlation values between .2 and .4 indicate acceptable reliéBiliygs & Cheek, 1986).

Testretest reliability Twelve participants completed the questionnaire for a second
time. For indirectomposite variables, temporal stability was assessed using Pearson’s
Cohen (1988) suggests the following conventions to measure the strength of the ngtations
between two variables; smatl£ 0.1 to .29), mediunT & 0.3 - .49), larger(= 0.5 - 1.0).

Each of the subscales at Time 1 demonstrated a medium or large correlatidre wdame
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subscale at Time 2 (see Talje However, perhaps due to the small sample size (n = 12),
only indirect perceived behavioural control reached statistical signiécdiine significance

of Pearson’s is strongly influenced by sample size (Pallant, 2007).

Table4

Sibscale TesRetest Reliabilitylndirect Measuregn = 12)

Composite variable (Subscale) Pearson’s r
Indirect Attitude .39

Indirect Subjective Norm .52

Indirect Perceived Behavioural Control 79*

* Correlation is significant at the .05 level (twaléd)

**Correlation is significant at the .01 level (two tailed)

Validity . Validity was assessed using concurrent validity for the indirect mesasur

and construct validity for the direct measures.

Concurrent validity According toTheoryof Planned Behawur, if indirect measures
are valid, they shouldorrelatewith direct measures of the same construct (Francis et al.,
2004). Again, conventions recommended by Cohen (1988) were used to nileasure
relationship between the direct and indirect subscaléslivkct subscales were significantly

and positively correlated witindirect subscales of the same construct {sdse5).
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Table5

Correlation Coefficient:TheRelationship Between Direct And Indirect Subscales Of The

SameConstruct (n = 93)

Direct-Indirect Subscale Pearson’'s r
Attitude 0.23*
Subjective Norm 0.41**
Perceived Behavioural Control 0.32**

* Correlation is significant at the .05 level (two tailed)

**Correlation is significant at the .01 level (two tailed)

Constructvalidity. Three crossectional linear regression analyses were used to
assess the ability of direct measures to predict intention to refer to pagusgahology.
Direct attitude significantly predicted intention, accounting fpeiceniof the variancel
(1,91) = 6.91p = 0.01. Direct subjective norm significantly predicted intention, accounting
for 22 percentof the variancel (1, 91) = 26.27p < 0.0001. Finally, direqberceived
behavioural control significantly predicted intention, accounting foeré¢entof the variance,
F(1,91) =6.31p=0.01.

The standardised beta values represent the number of standard dethatisneres
in the outcome variable (intention) would change if there was a one standarddawnmstti

change in the predictor variable.
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Table6

Individual Linear Regression Analysé3irect Measures Predicting Intention (n = 93)

Predictor R? B Mean  Standard
Deviation
Direct Attitude .07* - .27 6.57 .59
Direct Subjective Norm 22%* -47** 514 .96
Direct Rerceived Behavioural Control .07* - .26* 5.87 1.16

* Significant at the .05 level

**Significant at the .01 level

A crosssectional mltiple linear regression analysis was carried out in order to assess
how much shared and individual variance in the outcome could be explained by the direct
measures. Direct attitudgiibjective norm and perceived behavioural contexie entered as
predictor variables and intention was the outcome variable. Together, direatr@seas
significantly predicted intention to refer to paediatric psychology, accoufuiry percent
of the variancel- (3, 89) = 9.4p < 0.001. When the contribution shared by the predictor
variables was removednly drect subjective norm made a significant unique contribution to
the outcome, uniquely accounting for dércentof the variance in intention to refer to

paediatric psychologyp(< 0.0001; seedble?).

Table7

Multiple Linear RegressiorDirect MeasuredPredicting Intention (n = 93)

Predictors R B

All Direct Measures 24%* n/a
Direct Attitude .012 -.12
Direct Subjective Norm 14%* - 42%*
Direct Rerceived Control .002 -.05

* Significant at the .05 level

**Significant at the .01 level
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Specificbeliefsinfluencing intention. Three crossectional multiple linear
regression analgs werecarried out in order to assess which beliefs influenced intention to
refer to paediatric psychologihe three behavioural beliefs wanetered as predictor
variablesjntention was the outcome variable. Together, behavioural beliefs did not
significantly predict intention to refer to paediatric psychology, accounting faeBcéniof
the variancef (3, 88) = 2.10p = 0.106. On inspection of individual behavioural beliefs,
only beliefs about holistic care made a significant contribution to the outcome, lynique

accounting for 6.fpercentof the variance in intentiop & .015).

Table8

Multiple Linear RegressiarBehaviouralBeliefs Predicting Intentiofn = 92)

Predictors R Jii Mean Standard
Deviation

All .067 nla

Behavioural Behavioural Belief 1 (Holistic) .065* -.26* 16.43 3.72

Beliefs Behavioural Belief 2 (Stigma) .0009 -.030 -.47 7.6

Behavioural Belief 3 (Servicéype) .004 .064 -.02 3.06

* Significant at the .B level

**Significant at the .01 level

The three normative beliefs were entered as predictor variables and integusicimew
outcome variable. Together, normative beliefs significantly predictedtioteto refer to
paediatric psychology, accounting for ddrcentof the variancek (3, 89) = 4.73p = 0.004.
On inspection of individual beliefs, only beliefs about fagsiimade a significant
contribution to the outcome, uniquely accounting f@edcentof the variance in intentiorm (
= 0.015), although beliefs about colleagapproached significance € 0.067), uniquely

accounting for ercentof the variance in intention.
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Table9

Multiple Linear RegressiarNormativeBeliefs Predicting Intentiofn = 93)

Predictors R? B Mean  Standard
Deviation

All 14**  nla
Normative Normative Belief 1 (Budget Holders .012 -.11 -.89 5.40
Beliefs Normative Belief 2 (Families) 04*  -23* 6.9 7.35

Normative Belief 3 (Colleagues) .03 -19 10.12 6.9

* Significant at the .05 level

**Significant at the .01 level

The three control beliefs were entered as predictor variables and inteasdhenoutcome
variable. Together, control beliefs did not significantly predict intention to, r@éeounting
for 1.1percenif the variancel (3, 89) = 0.34p = 0.80. Additionally, none of the individual

control beliefs made a significant contribution to the outcome.

Table10

Multiple Linear RegressiarControl Beliefs Predictingntention (n = 93)

Predictors R? B Mean  Standard
Deviation
All .011 n/a
Control  Control Belief 1 (HCP Time) .002 -.044 -.32 5.04
Beliefs  Control Belief 2 (Referral Process .01 A2 -2.2 6.7
Control Belief 3 (Waitlist) .00005 .008 -1.27 8.41

* Significant at the .05 level
**Sjgnific ant at the .01 level
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Discussion

This sty had the following imns. to assess the feasibility, reliability and validity of a
guestionnairelesigned to measuhealthcare professionalseliefs and attitudes about
referring children and families to paediatric psycholdgydentify healthcare professionals’
beliefsrelated to referral to paediatric psychology &xlly, to identify those beliefs
significantlyinfluencing intention to refer children and féies to paediatric psychology.

The data suppothe feasibility of thigjuestionnairas a tool to measuhealthcare
professionalsbeliefs and attitudes towards referring children and families to paediatric
psychology.The questionnaire wasompletedoy 11% of indviduals who were given access.
Although this percentage is low compareddported response rates fremaitbased
surveys (36ercent Sheehan, 2001), this is unsurprising given that healthcare professionals
have significantly lower questionnaire response rates than the general population, due
demanding work schedules and frequently being approdmhessearcher§-lanigan et al.,
2008).

Additionally, more females than males completed the questionnaire. Again, this was
not unexpected; female healthcare professionals have consisimntlyeported asiore
likely to fill in questionnaires than their male counterparts @ul, O’Connor,Sharp &

Tang, 2005). In spite of thisgsponse bias appears to be less of an issue within healthcare
populations than in the general population, with responderasncesponders (a standard
proxy for non-responders used in survey research, Kellerman & Herold, riaitijfering
significantly in their responsgglanigan et al., 2008). Returned questionnaires had no
missing data, suggestirgillin gnessto answer questions relating to referral behaviour.

The guestionnairdemonstrated good reliability. Internal consistency within all direct

subscales was acceptable. Tresést reliability was also acceptable; all indirect (belief
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based) subscales Time 1 illustrated a medium or large correlation with the same subscale at
Time 2.

Validity of the measure was illustrated. The indiraatl directmeasures showed
concurrent validity; kudirect subscales were significantly and positively correlatital
indirect subscales of the same constrGonstruct validitywas also demonstrated. The direct
measures significantly predictédalthcare professionaistention to refer to paediat
psychology. When shared variance was taken out of the equation, only direct subjective norm
made a significant unique contribution to intention to refer to paediatric psygholog
indicating that otherdbeliefs and behaviours are the strongest predictoealthcare
professionalsintention to refer.

Green et al., (@08) also found that much of the variance in general practiti@ir (
referral rates to specialist eating disorder services was based on GRwubjahs,
however, attitude was also a unique predictor of referral in their sSthds/may be because,
according to Godin et al. (2008he efficacy ofTheory Of Planned Behavidampredictive
value can vary according to context, behaviour being measured and characterilsécs of
population performing the behavioufherefore it was important to carry oat more in
depth exploration of beliefs underlying the main Theory of Planned Behaviour consindct
their relationship witthealthcare professionaitention to refer to paediatric psychology.

In this study, decision making about referral to paedigigychology was shaped by a
wide range obeliefs, demonstrated throughajitative analysisA further aim of the study
was to illustrate which of these identified beliefs predicted intention to refisrisTh
recommended by Francis et al. (2004) tcstitate which beliefs to target in the context of an
intervention designed to modify the behaviddnly normative beliefs significantly predicted
intention to refer. With regard to individual normative belibfdjefs about families’

approvalmadea signficant unique contributioto intention whilethe unique contribution of
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beliefsabout coleagues’ referral behavioapproachedtatistical significanceBehavioural
beliefs about the benes of holistic care were also found to make a statistically significant
contribution taintention Beliefs significantly predicting intentioare discussed under the
relevant subheadings beloalpng withthe other qualitatively identifiedeliefsaboutreferral

to paediatrigosychology

Behavioural Beliefs

In relation to behavioural beliefs, the type of psychology service received by the child
and family posteferral andopportunity br family support weréactors relating taecision
to refer Indeed, Briggs-Gowan et al., (2000) found that in a paediatric outjseigimg,
doctors’ decision to refer was based on their own perception of the child’s need fal ment
health service Mental health stigma was frequently citadhe qualitative datas a
disadvatage to referralreflecting the findings afualitativestudiesabout referrato mental
health services (Kainz, 2002; Stavy@ape & Barker2009.

Beliefs about the advantages of holisazewasthe only behavioural belief
significantly predidng intention to refer to paediatric psycholog@ie benefitof holistic
caresuch as increased job satisfaction and improved outcomes have been consistently
demonstrated for bothelalthcare professionadsd patients within a variety of settings
(Zwarenstein, et gl2009;Boone, Minore, Katt, & Kinch, 1997 Accordingto van
Knippenberg et al. (2004), advantages for inter-professteaalisareestablished througtine
joining up of knowledge which aspreviously separate. This is known as ‘cognitive
heterogeneity’ (Mitchell, 2009. p7) apeérmitsthe construction of solutions to problems
which are moreénnovative and inclusive (Ancona & Caldwell, 1992; DeDreu & West, 2001).
According to van Knippenberg et §2004) cognitive heterogeneityediates the relationship
between teardiversityand team effectiveness. THits with the results of the current study,

where beliefs about holistic caneere shown to predict intention to referp@ediatric
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psychology, indicating that where holistic care was seen as usedtgrial to paediatric

psychology was more likely.

Normative Beliefs

With regard to normative beliefs, the approval of families, colleagues, budgetsholder
and third sector organisations were cited in the qualitative data. Togethertivetetiefs
significantly predicted intention to refai/hile researh shows that cost a large factor in
U.S studies of mental health referral (e.g. Baatlet al., 2012; Kainz et al, 2002), perhaps
due to the UK context of the study, where the finance burden lies with budget holders as
opposed to families, this was reotiniquely significant predictor of intention to refer.
Healthcargrofessionals’ perception of their colleagues’ (others within their pioféss
referral behaviouaccounted for three percent of the variandatention to refer anthe
unique contribution of this beligfpproached statistical significan&@milarly, Green (2008)
found that GPs’ referral to mental head#trvices was related tbdir perception of other
GPs’ mental health referral behaviobndeed acording to the model aimilarity-attraction,
members of the kgroup trust andnirror each other’'sictions(Tajfel, 1982; Williams &
O'Reilly, 1998).

Healthcare professionaistentionto referwas also predicted by approvaltbé
referral byfamilies.Research shows thatent inteest in,request foand approval of
referralareimportant factos in healthcare professionaidecision torefer to mentahealth
services (Stavrou et aRp09; Nandy et al., 2001). Encouragingly, this finding shites
growingrole of patieninvolvement in decision making about their usenaintal health
servicegStavrouet al, 2009). On the other haneixamination of the qualitative comments
relating to families’ approval may indicate that the referrewa perception ofamilies’
positionsin relaion to psychology and mental healttay also play a rolm referraldecision

Several referrerdescribed families as more or less ‘psychologically minded’ than others, and
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some referred to families being ‘put off’ due to lack of understanding of whethq@sgy
could offer.lIt is thereforepossible thabeliefs about patient resistance to referral influsnce
referraldecisiors. According to Kainz (2002 healthcare professiorgbelief that patients
often resist a psychology referral can be easilywegead to the patient, potentially

influencingreferraldiscussions.

Control Beliefs

Practical constraints includirtgealthcare professionavailability, cost,waiting lists
and long referral processes were cited within the qualitative data as cohéfsl fedating to
referral. However, none of these control beliefs were found to influence intentiefierto r
indicating that although there are perceived barriers over weilthicare professionammve
variable control, these do not influenmederraldecisions. Similarly, Green et al., (2008)
found that control beliefs did not appear to influence decision to refer to mental health
services. In the current study, perceived behavioural control was high, sugtesting
healthcare professiondieel ableto refer to psychology. This may be at odds with services in
other countriesyvheredue toinsurance, patients have to initiate contact with psychology
services following a referral(Kainz, 2002) Since the UK National Health Service offers the
same servie to all,healthcare professionatsay feelthat both theyand families are more

empowered to maker avail ofpsychology referrals.

Limitations and Implications

These results should be considered in light of several limitations. Firstlg,thisds
anexploratory study with no established effect sizes, it was not possitdeftwma priori
power calculations for sample sidesteada formula for calculating sample size
requirements for regression analyses was utilised (Tabad&riadkell, 2007). According to

this formula, tle studysample size was sufficient to carry out linear regje@sanalyses using
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several predictor variableslowever, previous studies haalsofound links betweeneferral
behaviour andeferrer characteristics such as ger(éday. Hugo et al.2000), and therefore it
may have been beneficial to adjust for these characteristics within the masearalgrder

to adjust forvariables a larger sample size is needdb> 104 + m) particularly if the

number of cases within spific categories are low (Green, 1991). Therefaue, tdthis
study’slimited sample sizén = 93) and low numbers of cases within demographic categories
due to an uneven gender split (23% mateyas not possible tadjust for demographic
variables Future research would benefit frdarger sampleto test whether referrer
characteristics as well as attitudes and beliefs play a role in referral.

Secondly, Cronbach’s Alpha was low for the direct subjective norm subscale, perhaps
due to the low numbeif gubscale items (three). Therefarger-item correlatiorwas used to
demonstrate internal consister(®&riggs & Cheek, 1986). However, it may have been
prudent to remove items lowering Cronbach’s Alpha, as a low Cronbach’s Alpha may
indicate low internbconsistency of the subscalénfortunately this was not possible owing
to the small number of items withthe subscale. Future reseastiould consider including
more items in the scale to begin with, or using one tterepresent diregubjective norm.

Thirdly, for those beliefs which significantly predicted intention to refer, it is
unknown whether the size of the effect (approximatelyste?epoints for each of the beliefs
significantly predicting intention to refer) is clinically significant.akhs, whether changes in
these beliefs would impact actual referral rates. Future research with anesfimetual
referral behaviour (rather than intention only) may be able to better interponibel
relevance of the effect sizes, and therefenether it would be worthwhile to intervene on

these beliefs.
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Fourthly, referral is one means of integrating psychology into paediatiib hea
settings. Future research should explore other means of integration such as geatholo
consultation and the effect of including psychologist8IDIT meetings.

Additionally, for practical reasons, the eligible population for stage one areltatag
varied Stageoneparticipants wereonsultantmedicaldoctorswhile stage twovereany
healthcare professiondlor stage one, participant demographic aatee not collected. It is
unknown whethethe stage one sample were representative of the referrer population, or if
thebeliefs of stage ongarticipantanay have differed from the beliefs of other healthcare
professionalsFor future studiesgliciting beliefs from a wide range of healthcare
professionals, which is representative of the population of referrers, willduetant.

Furthermore, the sample for stage of the current study may have ovepresented
the views of certain groups, namely females and nurses. Unfortunatedg, itotvpossible to
map participant demographic characteristics to the population of referiershade. Future
researclshould aim to collect data from a sample that is demogralbhrepresentative of
the population of referrers.

Finally, whileresearch shows thtte Theory of Planned Behaviopredics
behavioural intentioto an exten{Godin et al., 2008}he theory has been heawiticised
for a lack of validity, utility and a failure to consider other factors which miyence
behaviour, for example, unconscious proceaselsselregulation (Sheeran, Gollwitzer, &
Bargh, 2014Sniehotta, Presseau & Araefnares20149. Indeed,other processes which
have the potential to impact behaviour are not considered in the Francis (2004) manual used
to create the questionnaire for the current study. Therefore, perhaps unsglsprisithe
current study, the theory of planned behaviour constructs accountedderc2htof the
variance in intention to refemeaning thaé large percentage of varianeas unexplained

According to Sniehottaet al.(2014) it is therefore necessaryréplace Theory oPlanned
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Behaviour with anew, wicer theoretical approackowever, presently, there does not appear
to be a viablalternative thais superior in in its ability to predict behaviour (Ajzen, 2015).

With these caveats in minsome inferences can be made in relation to clinical
intervention. Findings from the current stuglyggesthatthose Ilealthcare professionalgho
value information sharing with psychology are more likely to intend to refeediatric
psychology. Indeed, according to Mitchell et al. (2009,) gutcessfuicognitive
heterogeneitycan increase integration of individuals from different healthcare professions,
whereas misunderstanding between professions can leadftact between MDT members

In a Cochrane review, Reeves et(a013) found that multi-disciplinary education
(wherehealthcare professionadisarn fromprofessionals other of healthcalisciplines)can
increase information sharirgetweendisciplines and integration of different healthcare
professionsResearch has demonstrated trestlthcare professionalgould welcome more
input and teaching from psychologists, to increase biopsychosocial perspgétmeer,
Chomienne, Gaboury, Ritchie, & Hogg, 2008; Douglas & Benson, 2015). Psychology led
MDT workshops which focus on the biopsychosocial model of healthcare (Engélmi&y7
be useful in ader to increase cognitive heterogeneity, informasbaring and thus intention
to refer to paediatric psychology.

Such workshops could include systemic models of discussion, which have been
shown to increase information sharing within professional systems (Wyizbgniel &
Weber 1986). Douglas and Benson (20ifierviewedhealthcare professionabout
psychologyled meetingsvithin a paediatric settindParticipantseported thathesemeetings
helped to maintain focus on holistic care and improved their likelihoatenfifying child
and familypsychological issues.

Additionally, findings from the current study suggest tredlthcare professionals

intention to refer is based dineir beliefs about families’ ideasnd knowledgén relation to
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psydology. Psychology led workshops could focus on different ways in wieiglhitare
professionals could engage families to think about psychakfgyrals Workshops could
also focus on other beliefs identifiagthin this study such as stigma or mediaall
unexplained symptoms, dependingsamnvice context Furthermorealthough the healthcare
professional is significant in the integration of physical and mental hd#theed for top
down, public-policy led approach, for example, a government ingiathich emphasises
the importance of psychological support for young people in paediatric sestalge
necessaryThis may influence higher rates of sedferral amongst youngeople and

families.

Condusions

Although integration of physical and mtal healthcare by means of refet@psychological
serviceds essential in order to maximise physical and mental health outdonescurrent

UK health service, there are few studies investigating factors influerefegal behaviour.
This is partcularly importantwithin the context of paediatrics, where research has illustrated
the importance of integrating psychologrydhealth Thereforethis study is exploratory and
theory-driven in assessing the factors influenciegltihcare professionalkseferral of

children and families to paediatricyghology services.

Findings fran this study suggest thiéite main constructs of Theory of Planned
Behaviour are useful in predicting intention to refer to paediatric psychology, and th
subjective norm (perceptions of others’ views and behaviours) was the strondesopre
Specific beliefs about referral were also shown to influence intenti@ieo Findings that
individual factors such as attitudes and beliefs influence reterpaediatric psycholyy
suggest the need for MDT interventions amer-professional education relating to the
psychological aspects of illness. Future research would benefit fronummggactual rates of

referral as well as intention to refer to paediatric psychology services.
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Appendix A: Search Terms by Database

Medline via Ovid search strategy

1. exp somatoform Disorders/ or exp symptoms/ or exp physical disorders/ or exp
somatization/ or exp somatisation/ or medically unexplained.mp.

©O© 00 ~NO O WD

W WWWWWWWWWNDNNDNNNDNNNNREPEPERPERPERPERPERPERRERER
OO ~NO U, WDNPOOONOODAWNPOOONOOOGMAWDNDLEDO

. unexplained symptoms.mp.

. exp lliness behaviour/ or exp illness behavior/ or unexplahgsical symptoms.mp.
. somat$.mp.

. psychosomat$.mp.

. psychogenic.mp.

. functional illness.mp.

. exp pain/

. exp chronic pain/ or exp somatoform pain disorder/

. functional pain.mp.

. unexplained pain.mp.

. exp Headache/

. exp fibomyalgia/

. exp back pain/

. exp irritable bowel syndrome/

. (non-ulcer dyspepsia or nonulcer dyspepsia).mp.

. functional dyspepsia.mp.

. Belly pain.mp.

. stomach pain.mp.

. Vomiting.mp. or exp Vomiting/

. exp Diarrhea/ or diarrhoea.mp.

. Bloating.mp.

. swelling of the stomach.mp.

. exp fatigue/ or exp chronic fatigue syndrome/ or exp chronic fatigue/
. myalgic encephalomyelitis.mp.

. pseudoneurological.mp.

. exp conversion disorder/

. (nonepileptic or noepileptic).mp.

. (pseudoseizure or pseudo-seizure).mp.

. Globus Syndrome.mp.

. exp blind$/ or blurred vision.mp. or double vision.mp.

. (paralysis or weakness).mp.

. deaf$.mp.

. exp amnesia/

. aphonia.mp.

. Fainting.mp. or exp Syncope/

. premenstrual syndrome.mp. or exp Premenstrual Syndrome/
. chronic pelvic pain.mp.

. exp Headache/ or exp Migraine Headache/ or migraine.mp.
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40. hyperventilation syndrome.mp.

41. Postural tachycardia syndrome.mp.

42. Postural orthostatic tachycardia syndrome.mp.

43. multiple chemical sensitivity.mp.

44. Environmental illness.mp.

45. sick building syndrome.mp.
46.1or2or3ord4or50r6or7or8or9orl0orllorl2orl1l3orl4orl5orl6orl7or
18 or 19 or 20 or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29 or 30 or 31 or 32 or 33 or
34 or350r 36 0r37o0r38or39or40or4lor42or43ord4oris

47. exp Group Psychotherapy/ or exp Psychotherapy/ or psychotherap*.mp.

48. cognitive therap*.mp. or exp Cognitive Behavioefidpy/

49. cognitive behavior therap*.mp. or exp Cognitive Behavior Therapy/

50. ((CBT or psychol* or behavio*) adj (therap* or treat* or modif*)).mp.

51. (group adj (treat* or therap*)).mp.

52. ((dynamic or psychodynamic or analytic or psychoanalytic) adj{we#terap*)).m

53. ((counsel* or psycho-ed* or family) adj (therap* or treat* or intervene*)).mp.

54. (system* adj (therap* or treat*)).mp.

55. 47 or 48 or 49 or 50 or 51 or 52 or 53 or 54

56. exp anxi$/ or exp depress*/ or exp conduct disorder$/ or exp panic$/ or exp obsess$/ or
exp OCD/

57. (anx* or depress* or conduct disorder* or panic* or obsess* or OCD).mp.

58. 56 or 57

59. 55 and 58

60. 46 and 59

61. limit 60 to peer reviewed journal

62. limit 61 to (childhood or adolescence3<tb 17 years>)

63. exp child/

64. Infant/

65. Adolescent/

66. (child$ or adolescen$ or infant$ or juvenil$ or pediatric$ or paediatric$).mp. [rap=titl
abstract, original title, name of substance word, subject heading word, keywdntghea
word, protocol supplementary concept word, rare disease supplementary concept word,
unique identifier]

67. ('young person$' or 'young people' or youth$ or 'young adult$').mp. [mp=title, abstract
original title, name of substance word, subject heading word, keyword heading word,
protocol supplementary concept word, rare disease supplementary concept word, unique
identifier]

68. 63 or 64 or 65 or 66 or 67

69. 60 and 68

PsycINFO via OVID

1. exp somatoform Disorders/ or exp symptoms/ or exp physical dis
orders/ or Bp somatization/ or exp somatisation/ or medically
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unexplained.mp.

2. unexplained symptoms.mp.

3. exp lliness behaviour/ or exp illness behavior/ or unexp
lained physical symptoms.mp.

4. somat$.mp.

5. psychosomat$.mp.

6. psychogenic.mp.

7. function#illness.mp.

8. exp pain/

9. exp chronic pain/ or exp somatoform pain disorder/
10. functional pain.mp.

11. unexplained pain.mp.

12. exp Headache/

13. exp fibromyalgia/

14. exp back pain/

15. exp irritable bowel syndrome/

16. (nonulcer dyspepsiar nonulcer dyspepsia).mp.

17. functional dyspepsia.mp.

18. Belly pain.mp.

19. stomach pain.mp.

20. Vomiting.mp. or exp Vomiting/

21. exp Diarrhea/ or diarrhoea.mp.

22. Bloating.mp.

23. swelling of the stomach.mp.

24. exp fatigue/ or exp chronic fatigue syndrome/ or exp chroni
c fatigue/

25. myalgic encephalomyelitis.mp.

26. pseudoneurological.mp.

27. exp conversion disorder/

28. (nonepileptic or non-epileptic).mp.

29. (pseudoseizure or pseudo-seizure).mp.

30. Globus Syndrome.mp.

31. exp blind$/ or blurred vision.mp. or double vision.mp.
32. (paralysis or weakness).mp.

33. deaf$.mp.

34. exp amnesia/

35. aphonia.mp.

36. Fainting.mp. or exp Syncope/

37. premenstrual syndrome.mp. or exp Premenstrual Syndrome/
38. chronic pelvic pain.mp.

39. exp Headache/ or exp Migraine Headache/ or migraine.mp.
40. hyperventilation syndrome.mp.

41. Postural tachycardia syndrome.mp.
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42. Postural orthostatic tachycardia syndrome.mp.
43. multiple chemical sensitivity.mp.
44. Environmental illness.mp.
45. sick building syndrome.mp.
46.1or2or3ord4or50r6or7or8or9orl0orl1lorl2orl3or
14 or 15 0r 16 or 17 or 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25 or
26 or 27
or 28 or 29 or 30 or 31 or 32 or 33 or 34 or 35 or 36 or 37 or 38 or 39
or40 or 41 or 42 or 43 or 44 or 45
47. exp Group Psychotherapy/ or exp Psychotherapy/ or psych
otherap*.mp.
48. cognitive therap*.mp. or exp Cognitive Behavior Therapy/
49. cognitive behavior therap*.mp. or exp Cognitive Behavior T
herapy/
50. ((CBT or psychol* or behavio*) adj (therap* or treat* or mod
if*)).mp.
51. (group adj (treat* or therap*)).mp.
52. ((dynamic or psychodynamic or analytic or psychoanalytic
) adj (treat* or therap*)).mp.
53. ((counsel* or psycho-ed* or family) adj (therap*treat
* or intervene*)).mp.
54. (system* adj (therap* or treat*)).mp.
55. 47 or 48 or 49 or 50 or 51 or 52 or 53 or 54
56. exp anxi$/ or exp depress*/ or exp conduct disorder$/ or e
Xp panic$/ or exp obsess$/ or exp OCD/
57. (anx* or depress* or conduct disorder* or panic* or obses
s* or OCD).mp.
58. 56 or 57
59. 55 and 58
60. 46 and 59
61. limit 60 to peer reviewed journal
62. limit 61 to (childhood or adolescence <13 to 17 years>)
63. limit 61 to (100 childhood or 120 neonatal or 140 infancy <2 to 23 mo> or 160 preschool
age or 180 school age or 200 adolescence or 320
young adulthood )
64. limit 24 to (childhood or adolescence <13 to 17 years>)
65. limit 64 to peer reviewed journal
66. limit 55 to ((childhood or adolescence <13 to 17 seka
nd "0110 peer-reviewed journal)
67. exp Intervention/
68. 55 or 67
69. 46 and 68
70. limit 69 to (childhood or adolescence <13 to 17 years>)
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71. limit 70 to peer reviewed journal

Cumulative Index to Nursing and Allied Health Literature (CINAH L)

1. (MH "Somatoform Disorders+") OR "somatoform disorders” OR (MH

"Psychophysiologic Disorders+")

(MH "Medically Unexplained Symptoms") OR "medically unexplained”

(MH "Factitious Disorders")

"somatization”

"unexplained symptoms”

"lllness behavior"

"llin ess behaviour"

"functional illness"

. "functional symptoms"

10.(MH "Pain+") OR (MH "Chronic Pain")

11.(MH "Headache+") OR "Headache" OR (MH "Tension Headache")

12. (MH "Fibromyalgia") OR (MH "Fatigue Syndrome, Chronic")

13.(MH "Irritable Bowel Syndrome")

14.(MH "Dyspepsia") OR "functional dyspepsia"

15.(MH "Abdominal Pain+")

16."myalgic encephalomyelitis”

17."pseudoneurological”

18."conversion disorder"

19."nonepileptic seizures"

20."non-epileptic seizures”

21."pseudoseizure”

22."Globus Syndrome"

23.(MH "Muscle Weakness")

24.(MH "Syncope+") OR "Fainting"

25.(MH "Premenstrual Syndrome+") OR (MH "Premenstrual Dysphoric Disgrde

26.(MH "Pelvic Pain") OR "chronic pelvic pain”

27.(MH "Pelvic Pain") OR "chronic pelvic pain"

28.(MH "Migraine™) OR (MH "Tension Headache")

29.(MH "Postural Orthetatic Tachycardia Syndrome")

30. (MH "Multiple Chemical Sensitivity")

31.(MH "Environmental Illness")

32.(MH "Sick Building Syndrome™)

33.S1 OR S2 OR S3 OR S4 OR S5 OR S6 OR S7 OR S8 OR S9 OR S10 OR S11 OR
S12 OR S13 OR S14 OR S15 OR S16 OR S17 OR S18 OR S19 ABRS2P1 OR
S22 OR S23 OR S24 OR S25 OR S26 OR S27 OR S28 OR S29 OR S30 OR S31 OR
S32

34.(MH "Psychotherapy+") OR "psychotherapy” OR (MH "PsychotherapefBIOR
(MH "Psychotherapy, Psychodynamic") OR (MH "Psychotherapy, Group"jMR
"Cognitive Therapy")

©oNOoO kWD
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35."cognitive behavior* therapy"

36.""'cognitive behaviour* therapy™

37.(MH "Behavior Therapy")

38.(MH "Behavior Therapy+")

39."Behavior* Therapy"

40."Behaviour* Therapy"

41.(MH "Counseling+") OR "counselling"”

42.(MH "Family Therapy")

43.(MH "Behavior Modification+")

44."psychoanalytic therapy"”

45.534 OR S35 OR S36 OR S37 OR S38 OR S39 OR S40 OR S41 OR S42 OR S43 OR
S44

46.(MH "Anxiety+")

47."anx*" OR (MH "Anxiety Disorders+")

48.(MH "Depression+") OR "depress*"

49."Panic*"

50. (MH "Panic Disorder")

51.(MH "Child Behavior Disordes+") OR "conduct disorder"

52.(MH "ObsessiveCompulsive Disorder+")

53. (S46 OR S47 OR S48 OR S49 OR S50 OR S51 OR S52

54.(S46 OR S47 OR S48 OR S49 OR S50 OR S51 OR S52) AND (S33 AND S45 AND
S53)

55.(S46 OR S47 OR S48 OR S49 OR S50 OR S51 OR S52) AND (S33 ANBNg25
S53)

56.(MH "Child")

57."child*"

58.(MH "Adolescence") OR "adolesce*"

59."pediatric”

60. "paediatric”

61.(MH "Infant")

62."juvenile"

63.(MH "Young Adult") OR "young person"

64."youth”

65.S56 OR S57 OR S58 OR S59 OR S60 OR S61 OR S62 OR S63 OR S64

66.(S56 OR S57 OR S58 OR S59 OR S60 OR S61 OR S62 OR S63 OR S64) AND (S54
AND S65)

67.(S56 OR S57 OR S58 OR S59 OR S60 OR S61 OR S62 OR S63 OR S64) AND (S54
AND S65)

68. MM "Treatment Outcomes"

69.(S56 OR S57 OR S58 OR S59 OR S60 OR S61 OR S62 OR S63 OR S64) AND (S54
AND S65)
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Appendix B: Data Extraction Checklist (Higgins & Green, 2008)

Source

. Study ID (created by review author).

. Citation

Eligibility

. Confirm eligibility for review.

. Reason for exclusion.

Methods

. Study design.

. Total stug duration.

Participants

. Total number.

. Age.

. Sex.

. Country.

Interventions

. Total number of intervention groups.

For each intervention and comparison group of interest:
. Specific intervention.

. Intervention details (sufficient for replication fdasible).
. Integrity of intervention.

Outcomes

. Outcomes and time points

Results

. Summary data for each intervention group

98



Running head: PHYSICAL AND PSYCHOLOGICAL WELLBEING IN CHILDREN

Appendix C: Table of Characteristics of Included Studies

Study Physical Therapists Stud Control Primary Secondary n (% Participant Outcome Country
Symptom delivering y group: Outcome Outcome female) Age(M;SD) Time points
intervention Type controlling Measure(s) Measure (s)
s for (time, (Mental (Mental health
attention, health measures
therapist measures boded and
time) boded and italicised)
italicised)
1 Bussone Tension-type NR RCT Relaxation  1.Headache 1. STAIC 30 Treat Baseline USA
et al. headache 2 placebo diary (PTI) (50%) (M=11.1, 1month
(1988) arms (Y,Y,Y) SD=2.6) 3month
Ctrl (M=13, 6month
SD=1.5) 12month
2 Chalder, Chronic Trained RCT Psycho- 1. School 1.Chalder 63 11-18 Baseline UK
Deary, Fatigue Cognitive 2 education attendance fatigue scale (68%) 6 month
Husain &  Syndrome behavioural arms  (N,Y,N) 2.SF-36 24 month for
Walwyn, therapists (physical sDQ
2010 functioning Baseline
*2012 subscale) 3month
Follow up 3. WSAS 6month
study 4.5DQ 12month for
included 5. GOS primary
outcomes.
3 Griffiths Chronic Postgraduate RCT  Self- 1. Headache 1.CMAS; 32 Clinic11.4 Baseline Australia
et al. Headache clinical 3 monitoring  diary 2. CDS (50%) (0.58) Post-
(1996) psychology arms (N, N, N) 3. SEQ-C Home 11.5 treatment
student in 4. Expectancy (0.58) 9 week
her final year for change WL11.1 groups 1 and
of studies 5. CHAS (0.58) 2, not for SM
group
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4 Hickman Chronic Daily Nurse RCT Headache 1. BYI-ll 32 13-17 Baseline USA
et al. Headache Practitioner 2 Education 2. Healthy (72%) (M=15.09; Post
2015 with arms  (YYY) Lifestyle SD=1.1) Intervention
cognitive Beliefs Scale
behavioural 3. PSS
training 4. PedMIDAS
5. PPPI
5 Kashikar-  Juvenile Doctoral RCT Self- 1.FDI 1. PCQ 30 13-17 Baseline USA
Zuck et al. Primary level 2 monitoring  2.Pain VAS 2. Tender point  (100%) (M=15.83, Post-
(2005) Fibromyalgia psychologists arms (N,N,N) 3.CcDI examination SD=1.26 treatment
trained in Post-
the crossover of
intervention treatment
6 Kashikar-  Juvenile Doctoral RCT FM 1. FDI 1. Pain Severity 114 11-18 Baseline USA
Zuck, Fibromyalgia level 2 Education (VAS) (92%) (M=15; Post-
Ting, psychologists arms (YYY) 2. CDI SD=1.8) treatment
Arnold, in the 3. Tender point 6 month
Bean, intervention exam
Powers, 4, PedsQL
Graham, 5. Sleep quality
et al. VAS
(2012)
7 Levy etal Functional Trained RCT Educational 1. FPS-R 1. CDI 200 7-17 (M=NR; Baseline USA
(2010) Abdominal therapists 2 Interventio 2. CSI 2. MASC (94%) SD=2.5) 1 month
Pain (Master’s arms  n(Y,Y,Y) 3. FDI 3. ARCS 3 month
degree) (Protectiveness) 6 month
8 McGrath Migraine ‘Trained RCT CBT (Y,Y,Y) Total Poznanski 87 11-18 Baseline Canada
et al. therapist’ 3 Assessment Headache Depression (72%) (M=NR; 1 month
(1992) arms & Index Scale (1979) SD=1.75) 3 month
monitoring 12 month
(Y,Y,Y)
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9 Palermo Chronic Pain  postdoctoral RCT  Wait list 1. CALI 1. RCADS 48 11-17 Baseline USA
et al. psychologist 2 with 2. Pain Diary (Depression (73%) (M=14.8, Post
(2009) with CBT arms medical 3. ARCS subscale only) SD=2.0) treatment
experience care 4. TEI 3 month
(N,N,N)
10 Scharffet Migraine NR RCT 1. Hand- 1. Headache 1. Child 36 7-17 Post USA
al. (2002) 3 cooling Pain Depression (67%) (M=12.8; treatment
arms  (Y,Y,Y) Inventory (CDI) SD=2.4) 3 month
2. Waitlist 2. STAIC 6 month
control 3. BDI (parent) 12 month
(N,N,N) 4. STAI (parent)
11  Schurman Functional Registered RCT  SMC 1. Pain Diary 1. BASC 20 8-17 Baseline USA
et al Dyspepsia nurses with 2 (N,N,N) 2. FPS-R (somatisation, (65%) (M=12.2; Post-
(2010) Associated professional arms 3. Global depression & SD=2.8) treatment
with biofeedback Response Anxiety
Duodenal certification Assessment subscales)
Eosinophilia 2. PedsQL 4.0
12  Trautman Recurrent Graduate RCT  1.Internet 1. Headache 1. PCS-C 66 Age range: Baseline Germany
n& Headache students of 3 based diary 2. CDI (55%) NR (M=12.7; Post-
Kroner- clinical arms relaxation: 3. KINDL (Qol) SD=2.2) treatment
Herwig psychology. (Y,Y,N) 4.5DQ 6 month
(2010) 2. 5.Patient-
Education: therapist
(Y,Y,)Y) Alliance
13  vander functional ab  CBT: masters RCT Intensive (6 1. API 1.Csl 104 7-18 Baseline Netherlan
Veek, dominal pain  students in 2 sessions) 2. Pain Diary 2. FDI (72.2) (M=11.9;SD  Post- -ds
Derkx, psychology/ arms medical 3. RCADS 2.77) treatment
Benninga, psychologists treatment 4. KIDSCREEN- 6 month
Boer, de IMC: (IMC) (v, Y, 27 (Qol) 12 month
Haan Paediatrician Y)
(2013) or Paediatric

Gastroentero
logist
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14  Warner et Functional PhD level RCT  Wait list 1. ADIS-IV-CP 1. CGAS 40 8-16 Baseline USA
al., (2011) Somatic Psychologists 2 control 2.CSR - 2. CGI-I (65%) M=12.4 (SD= Post-
Complaints trained in arms  (N,N,N) independent 2.6) treatment
(nausea, IBS, CBT evaluator 3 month
RAP; Chest 3. Pain diary (intervention
Pain) 4. Csl group only)
15  Wicksell Longstanding Two RCT MDT care 1. FDI 1. CES-DC 32 10.8-18.1 Baseline Sweden
et al. Pain psychologists 2 with 2. MPI 2. VAS: Pain (78%) years Post-
(2009) trained in arms amitriptylin 3. PAIRS Intensity 10.8 (M=14.8, treatment
CBT e (N,N,N) 4. Short Form 3. PCS and SD=2.4). 3.5 month
Health Survey 4. Pain-related 18.1 6.8 month
(SF-36) Discomfort years

NR: Not reported
N: No

Y:Yes o

FDI: Functonal Disability Inventory

API: Abdominal Pain Index

CSI: Child Somatisation Inventp(rjy

ARCS: Adult Responses to Children Symptoms

MPI: Multidisciplinary pain Inventory

CSR: Clinical Severity Ratings ; )

PAIRS: Pain and Impairment Relationship Scale ) )
CMAS: Children’s Manifest Anxiety Scale (Castaneda, McCandless &rRa) 1956), revised by Reynolds & Richmond (1978)
CESDC: Centre for Epidemiological studies Depression Scale fiddi@n

STAIC: The StateTrait Anxiety Inventory for Children

PTI: Pain Total Inde . .

CDS: Children’s Depression Scale (Lang & Tisher, 1983

SEQC: Self Efficacy Questionnaire for children

BYI-1I: Beck Youth nventorP/, 2nd Edition

PSS: Perceived Stress Scale )

CHAS: Children’s Headache Assessment Scale (assesses coping respdadsés Bedsdy, 1989)
PCSC: Pain Catastrophizing Scale for Children

PPPI: Parent Perception of Pain Interference

Chalder fatigue scale (Chalder et al. 1993).

WSAS: Work and Social Adjustment Scalé (Mundt et al. 2002).

PC(%: Pain Cop_|ngt; ?ue_stlo_nnalre .

CALLI: Child Activity Limitations Interview

TEI: Treatment Evaluation Inventory

FPSR: Faces Pain ScaRevised

GOS: Global Outcome Scale

VAS: Visual Analog Scale

PedsQL: Pediatric Qality of Life Scale
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Appendix D: Table of Treatment and Outcomes

Intervention Length of Treatment Home practice | Main Mental Health | Main Physical
treatment Fidelity/ Outcomes Health Outcomes
manualised?
1.Biofeedback and 7 hours Manualised: Yes| No home Significantly greater | Significantly greater
progressive muscle Treatment practice reductions in the reductions in the
relaxation involving: Fidelity biofeedback group biofeedback group
independently compared to the compared to the
- Progressive rated: NR control group from control group from
muscle Supervision: NR pre-treatment to baseline to follow-
relaxation follow-up (post up (post treatment,
training treatment, 3,6, and 12 3,6, and 12 month)
- EMG month) in in
Biofeedback: e trait anxiety** e pain total
baseline, index
auditory No significant e EMG
feedback and difference between ratings
self-control groups on (reduction
(feedback signa state anxiety of muscle
turned off, while tension).
subject was
instructed to
continue
attempting to
relax).
2. Relaxation placebo
2 1.Family focussed 13 hours Manualised: Yes| Families Significantly greater | There were no
CBT: Fidelity given treatment| reductions in the significant
- activity pacing independently | manual and FFCBT group differences betweer
- sleep routine rated: No homework compared to the groups on post-

Il
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- cognitive re-
structuring
- encouraging
family members
to communicate
about the illness
- relapse
prevention.
2.Psychoed:
dyadic teaching about
CFS
- predisposing
and maintaining
factors
symptom management

Treatment
Fidelity
monitored
through
supervision: Yes

control group from
pre-treatment to 24
month follow-up on

e emotimal

e behavioural
and

e relationship
difficulties

No significant
differences between
groups from post-
treatment to followup
(6 and 12 month) on
depression scores.
Depression scores ng
reported at 24 month
follow-up.

treatment, 6, 12 or
24 month follow-up
school attendance (
fatigue scores.

1. Clinic, group based
2. Home, individual
Protocol for both
groups:
e Education
e progressive
relaxation and
breathing
exercises
e Cognitive skills
| (monitoring
positive and
negative self

12 hours

Manualised: Yes
Treatment
Fidelity
independently
rated: NR
Supervision: NR

Between groups
differences were not
reported.

Statistically
significant within
groups improvements
from baseline to post-
treatment for

e coping skills
for the home and
clinic treatment
groups but not the

control group

There was a
significantly greater
reduction in

There were no
significant

headache
scores for
groups 1 and
2 compared
with group 3
from pre to
post-
treatment.

Dr
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statements abol differences betweer
headaches) Statistically groups 1 and 2 on
e Cognitive skills significant within headache index
Il (generating groups improvements scores.
positive self from baseline to post-
statements to treatment for Non-significant
replace negative e anxiety within groups
self-statements for the clinic group, | reduction for groups
about exercises but not the home or | 1 and 2 but not the
headaches) the control groups control group from
e Mental imagery baseline to post-
e relapse Non-significant treatment in
management reduction in e medication
depression scores for usage
the clinic group, but
not the home athe Between groups
control groups differences were not
reported at follow-
Psychological up (9week).
measures were not
collected at followup
(9weeks).
4 1.COPEHEP: 3 haurs Manualised:Yes There were significan| There was a
e Thinking, Treatment improvements in both| significant
feeling, Fidelity groups from pre- to | reduction in
behaving independently post- intervention in | headache disability
headache rated: No e anxiety for both groups***
triggers Treatment SCOres**
e Selfesteem Fidelity e depression No group
e Stress and monitored scores differences were
coping through _ e coping belie§ | Observed.
e Problem solving supervision: Yes
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Headache education
e Headache
triggers
Headache managemer

~—+

Perceived stress
scores were not
significantly reduced
in either group.

No between groups
differences were
observed.

CBT (CST)

e muscle
relaxation
techniques

e activity pacing

e cognitive
techniques
(negative
thoughts/ mood
difficulties)

e problem-solving

e sleep hygiene

e Parent training
in behavioural
management
techniques
(changing
response to
iliness)

2. SM
Selfmonitoring
headaches with diary

6 hours

Manualised:Yes
Treatment
Fidelity
independently
monitored: No
Treatment
Fidelity
monitored
through
supervision : Yes

Home practice
was assigned
for each of
these technique)
at the end of
each training
session.

Significant within
subjects imppvement
in both groups from
Sspre-to posttreatment
for
e depressive
symptoms

There were no
significant differences
between groups.

Non-significant
greater reduction in
the SM to CST group
compared to the CST
to SM group in

e depressive

symptoms

from pretreatment to
follow-up (after cross
over)

Significantly greater
reduction in the
CST compared with
the SM group from
pre- to post-
treatment in

e pain levels

Significant within
groups differences
from preto post-
intervention in
e paincoping
efficacy

No significant
change in
e tender point
or
e pressure
pain
threshold.
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Non-significant
greater reduction in
the SM to CST
group compared to
the CST to SM

group in
e overall
functional
disability

from pretreatment
to follow-up (after
crossover)

6 1.CBT

muscle
relaxation
techniques
activity pacing
cognitive
techniques
(negative
thoughts/ mood
difficulties)
problem-solving
sleep hygiene
Parent training
in behavioural
management
techniques
(changing
response to
iliness)

2. FM Education

7 hours 30
minutes

Manualised:Yes
Treatment
Fidelity
independently
monitored: Yes
Treatment
Fidelity
monitored
through
supervision : NR

H/w for both
groups on
content of
previous sessio

Significartly greater
reduction in the CBT
group compared with
nthe FME group from
pre- to posttreatment
in

e depression

scores.

Treatment gains, wer
maintained at follow
up, however the
between groups
difference did not
reach significance at
month follow-up.

Signficantly greater
reduction in the
CBT group
compared with the
FME group from
pre- to post-
treatment in

e Functional
2 disability
Treatment gains
were maintained at
6 month follow-up.

5 Significant within
groups reduction
from baseline to
follow-up in

e pain seerity
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e Information

No significant

about between group
medication differences.
Discussion of lifestyle
issues (diet, sleep,
exercise)
1.SLCBT: 4 hours Manualised:Yes Significantly greater | Significantly greatel

e relaxation Treatment improvement in the | reduction in the
training Fidelity SLCBT group, SLCBT group,

e modification of independently compared with the ES compared with the
family monitored: Yes group in ES group in
responses to Treatment e parent report e parent report
illness and Fidelity depression pain
wellness monitored scores from pretreatment
behaviours through e child report | to follow-up (time

e cognitive supervision: NR catastrophising points: post-
restructuring (anxiety treatment, 3 and 6

2.Education (ES): measure) months)

e education about Treatment gains werg Significantly greater
Gl system maintained at follow | improvement in the
anatomy and up, however the SLCBT group,
function between groups compared with the

e nutrition difference was not ES group in parent
guiddines significant at 3 and 6 | report

additional foodrelated

information. the ES group had also child report
improved. symptom
severity
Significartly greater e parent report
improvement in the child
SLCBT group, functional
disability

month follow-up as

e parent and
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compared with the ES
group in parent report
e Parental
solicitousness
(protectiveness
in relation to
pain)
e Perceived pain
threat
e Problem
focussed
coping
e Emotion
focussed
coping
And child report
e Pain coping
skills
from pretreatment to
follow-up (time
points: postireatment,
3 and 6 months)

from pretreatment
to posttreatment,
but not for follow-
ups, where the ES
5 group had also
improved.

1.SelfAdministered
(SA) at home

2.Clinic based (CB):

Protocol for both
groups:
e Relaxation
exercises
e Cognitive
restructuring

8 hours

Manualised: Yes
Treatment
Fidelity
independently
rated: NR
Treatment
Fidelity
monitored
through
supervision : NR

Yes for both
groups (not ctrl)

No between gup
differences were
observed.

A significant

reduction in
e depression

scores

Significantly greater
reduction for the SA
group compared
with the CB and
control groups from
pre- to post-
treatment in

e headache

index scoresg
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e Distraction and

coping
strategies
e Problem-
solving
3.Control:

e Provided with
list of common
triggers for

headache, asked

to avoid
Taught a brainstorming
technique for stressful
situations

from pre to post-
treatment for all 3
groups.

*Treatment gains
were maintained for
the clinic and seif
administer groups at {
and 12 month follow-

up.

Significant within
groups
improvements from
pre- to post-
treatment in

e headache

index scoresg

for clinic and seH
administer groups
but not the control
group.
Treatment gains
were maintained at
follow-up

1.0nline Family
SLCBT:
Children:
e psycho-
education
e cognitive
restructuring
e relaxation
techniques
Parents:

e psychoeducatiof
e operant skills
training
(response to

iliness)
e communication

—

9 hours

Manualised: Yes
Treatment
Fidelity
independently
rated: NA (onling
modules)

Yes
(assignments
between logins)

No significant within
group or between
group differences on
pre- to posttreatment
e depression
swres.

*A significant within
groups reduction in
the treatment group ir
e depressive
symptoms
at 3 month follow-up
(control group not
followed up).

Significantly greater
reduction in the
SLCBT group
compared with the
control group in

e activity
limitations

e pain
intensity

*Within groups
treatment gains in
these domains were
maintained for the
SLCBT group at
follow-up (control
group not followed

up).
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e modelling

2.Wait list control

group
10 1.Handwarming group:| 4 hours (hand-| Manualised: Yes| Yes No significant Significantly greater

e Thermal warming and | Treatment between or within reduction in he
biofeedback hand-cooling | Fidelity groups differences | handwarming
training groups) independently reported at any time | group than the

e Progressive rated: No point on hand-cooling and
muscle Treatment e Depression waitlist control
relaxation Fidelity scores groups from pre- to

e Imagery monitored e Anxiety scores| postireatment in

e Vasodilation through e Headache

e Breahing supervision : NR index
techniques

e Stress No between group
management differences at 3,6 or
techniques 12 month follow-up

2.Handeooling group:

e Thermal
biofeedback
training

¢ Imagery (cold
places)

e Peripheral
vasoconstriction

e Therapist
support

3. Wait list control

group
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11 1.BART: 8 hours and 20 Manualised: Yes| Homework, Significantly greater | Significantly greater

e standard minutes Treatment focused reduction in reduction in the
medical Fidelity on mastery of e parent report | BART+SMC group
treatment plus independently | relaxation depressive compared with the

e relaxation rated: NR skills scores for the | SMC group from
methods such a Treatment SMC group pretreatment to 6
abdminal Fidelity than the month follow in
breathing monitored BART+SMC e highest level
progressive through group from of pain
muscle supervision : NR pretreatment intensity
relaxation to 6 month pain duration up
imagery and follow-up.
autogenic
handwarming No significant

e integration and reduction in in either
maintenance of group for
these skills. anxiety scores

e Participants
were provided
with
a practice CD
and a
temperature
trainer for use al
home

2.SMT: Standard
medical treatmeralone
12 1.Internet based CBT: | Unknown (6 | Manualised: Yes| Yes No significant No significant

e education on modules) Treatment between group between group

headaches Fidelity differences in differences in
independently
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e stress
management
e progressive
relaxation
techniques
e cognitive

restructuring
e selfconfidence
strategies
e problem-solving
2.Applied Relaxation
(AR):
e progressive

relaxation

e cuecontrolled
relaxation

o (differential
relaxation

3.Education (control):
headache education

rated: NA (online
modules)

e pain
catastrophizing
(measure of
anxiety)

Significant reduction
in all three groups
from pretreatment to
follow-up (timepoints
at posttreatment and
6 months) in
e pain
catastrophizing

No significant within
or betwen group
differences in

e depression

e emotional
adjustment

e behavioural
adjustment

relationship factors

e headache

frequency

e headache

intensity

e headache

duration
Significant

reduction in all
three groups from
pre-treatment to
follow-up (time
points at post-
treatment and 6

months) in
e headache
frequency

headache duration

13

1.CBT:
Tailored to child’s
needs
e relaxation
exercises
e cognitive re-
structuring

e graded exposuré

A\1”4

4 hours 30
minutes

Manualised: No
Tailored to child
needs, including
the theapists
choice of 1
standard and 3
optional
modules.

Not reported

Significantly greater
reduction in the CBT
group compared with
the IMC group from
pre- to post-
intervention and at 6
month follow-up in

e depression

scores

No significant
between group
differences on

e Pain
intensity

e pain
duration

e functional
disability
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e behaviour
therapy directed
at parent
(response to
illness
behaviours)

2.Intensive Medical
Treatment (IMT)

e prescription of
medication

e education about
complaints

e advice about
continuing
school and daily,
activities

dietary advice

Treatment
Fidelity
independently
rated: NA
Treatment
Fidelity
monitored
through
supervision : Yes

e anxiety scores

These differences did
not reach significance
at 12 month follow-up
as the IMC group

scores had improved.

Somatisation

Significant within
groups reduction
from pre to post-
treatment for both

groups in

e Pain
intensity

e pain
duration
e functional
disability

Somatisation

These treatment
gains were

maintained at 6 and
12 month follow-

up.

14

1.CBT (Treatment of
Anxiety and Physical
Symptoms; TAPS)

e relaxation

e cognitive
restructuring
e exposure

exercises to
target fears

related to

14 hours and
15 minutes

Manualised: Yes
Treatment
Fidelity
independently
rated: NR
Treatment
Fidelity
monitored
through

supervision : NR

NR

Significantly greater

reductions in TAPS

group compared with

control group from

pre- to posttreatment

in

e those meeting

criteria for
Anxiety

Disorders

Significantly greater
reductions in TAPS
compared with
waitlist control
group from pre- to
postireatment in
e parent pain
rating
e child pain
rating
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physical pain
and anxiety
inducing
situations
change parental
responses to
illness (decreasg
avoidance
related to pain
and reinforce
active coping)

2.Wait list control

A\1%

e clinical
severity rating
of anxiety

*Treatment gains

were maintained at 3

month follow-up

Significantly greater
increases in TAPS
compared with
control group from
pre- to post-
treatment in
e independent
evaluator
global
functioning
scores

group *Treatment gains
were maintained at
3 month follow-up
15 1.ACT/CBT 13 hours Manualised: Yes| Yes Significartly greater | Significantly greate
Child: Treatment changes were seen in changes were seen
e exposure to Fidelity the ACT group as in the ACT group as
avoided independently compared to the MDT compared to the
situations monitored: Yes group from pre- to MDT group from
e coping: Treatment postireatment in pre- to post-
emphasis of Fidelity e Kinesiophobia | intervention in
acceptance as dn monitored (pain related e health
alternative to through anxiety) related
avoidance supervision : Yes e pain quality of
e cognitive shift impairment life
in perspective beliefs e pain
from symptom This difference interference
reduction to reached significance e pain
valued living only for pain intensity
e behavioural impairment beliefs e painrelated
activation when 3.5 and 6.5 discomfort
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Parent:
e exposure
e oOperant
mechanisms
(adapting
responses to

iliness)
¢ shift perspective
from symptom
alleviation to
valued life

2.Multidisciplinary
treatment and
amitriptyline (MDT)

e The MDT was
performed by a
psychiatrist, a
child
psychologist, a
physiotherapist
and a pain
physician

Participants were seen
by the different health

care providers based 0
individual needs.

=]

month follow-up
assessments were
included in the
analysis.

A non-significant
greater reduction in
the ACT group
compared to the MDT|
group in

e in depression

scores

from pretreatment to
6.5 month follow-up

These differences
reached significanc
only for

Pain intensity and
Painrelated
discomfort when
3.5 and 6.5 month
follow-up
assessments were
included in the
analysis.

D

NR=Not Reported

*referring to prepost treatment gains as follewp comparison not carried out since control group had beven treatment at this stage
** Findings due to baselingifferences and were not clinically significant.

**significant at the .10 level ) )

**** Effects disappeared wheanalysiscontrolledfor baseline levels
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Appendix E: NICE Checklist

This has been removed from the electronic copy
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Appendix F: Table of Excluded Studies

Author(s) and Year

Dennison, L., Stanbrook

R., Moss- Morris, R.,

Yardley, L., & Chalder,
T. (2010).

GauntlettGilbert, J.,

Study name and publication details Reason for exclusion

Cognitive behavioural therapy and Uncontrolled study

psycho- education for chronic

fatiguesyndrome in young people:
Reflections from the families’
perspectiveBritish Journal d Health
Psychology, 15167-183.

Acceptance and valudmsed Uncontrolled study

Connell, H., Clinch, J., & treatmenbf adolescents with chronic

McCracken, L. M.
(2013).

Kennedy, T., Jones, R.,
Darnley, S., Seed, P.,
Wessely, S., & Chalder,
T. (2005).

Labus, J., Gupta, A.,
Gill, H. K., Posserud, 1.,
Mayer, M., Raeen, H., ...
& Mayer, E. A. (2013).

Levy, R. L., Lange S.
L., Walker, L. S.,
Romano, J. M., Christie,
D. L., Youssef, N,, ... &
Feld, L. D. (2013).

Lloyd, S., Chalder, T.,
Sallis, H. M., & Rimes,
K. A. (2012).

KashikarZuck, S., Sil,
S., LynchJordan, A. M.,
Ting, T. V., Peugh, J.,
Schikler, K. N., ... &
Powers, S. W. (2013).

pain: Outcomes and their relationship
to acceptancelournal of Rediatric
Psychology, 3872-81.

Cognitive behaviour therapy in Participant age range
addition to antispasmodic treatment 16 —50 years

for irritable bowel syndrome in

primary care: randomisembntrolled

trial. British Medical Journal, 331,

435

Randomised clinical trial: symptoms Participants outside
of the irritable bowel syndrome are agerange

improved by a psyche education

group intervention. Alimentary
pharmacology & therapeus, 37,
304-315.

Twelve-month follow-up of cognitive Does not report mentg
behavioral therapy for children with heath outcomes
functional abdominal paidAMA

pediatrics, 167178-184.

Telephonebased guided selfelp for Mental health
adolescents with chronic fatigue outcomes not reportec
syndrome: A non-randomised cohort

study.Behaviour research and

therapy, 50304-312.

Changes in pain coping, Not an intervention
catastrophizing, and coping efficacy study. Same sample g
after cognitivebehavioral therapy in previous included
children and adolescentsth study (Kashikazuck
juvenile fiboromydgia. The Journal of et al., 2012)

Pain, 14,492-501.
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Metin, S. Z., Ozmen, M.,
Metin, B., Talasman, S.,

Yeni, S. N., & Ozkara, C.

(2013).

Nijhof, S. L.,
Bleijenberg, G.,
Uiterwaal, C. S.,
Kimpen, J. L., & van de
Putte, E. M. (2012).

Osterhaus, S. O. L.,
Passchier, J., van der
Helm-Hylkema, H., de
Jong, K. T., Orlebeke, J.

F., de Grauw, A. J. C., et process variablesournal of

al. (1993).

Osterhaus, S. O., Lange
A., Linssen, W. H., &
Passchier, J. (1997

Palermo, T. M., Law, E.
F., Essner, B., Jessen-

Fiddick, T., & Eccleston,
C. (2014).

Sieberg, C. B., Flannery
Schroeder, E., & Plante,
W. (2011).

Stulemeijer, M., de Jong
L. W., Fiselier, T. J.,
Hoogveld, S. W., &
Bleijenberg, G. (2004).

Taghizadeh, Z.,
Shirmohammadi, M.,
Feizi, A., & Arbabi, M.
(2013).

Treatment wh group psychotherapy Participant age range
for chronic psychogenic nonepileptic

seiaires.Epilepsy & Behavior, 28,

91-94.

Effectiveness of interndiased Mental health
cognitive behavioural treatment for outcomes not reportec
adolescents with chronic fatigue
syndrome (FITNET): a randomised
controled trial. The Lancet, 379,

1412-1418.

Effects of behavioral Partidpants outside
psychophysiological treatment on  agerange (up to and
schoolchildrerwith migraine in a including age 19)

nonclinical setting: Predictors and
Pediatric Psychology, 1&97-715.

A behavioral treatment of young Participants outside
migrainous and nonmigrainous agerange (up to and
headache patients: prediction of including age 22)
treatment succeskiternational

Journal of Behavioral Medicine, 4

378-396.

Adaptation of problensolving skills Parent mental health
training (PSST) for parent caregiversoutcomes only

of youth with chronic painClinical

Practice n Pediatric Psychology, 2,

212.

Children with co-morbid Recurrent Significance testing
Abdominal Pain and anxiety not performed
disorders: Radts from a multiple

baseline intervention studyournal

of Child Health Care, 15126-139.

Cognitive behaviour therapy for Mental health
adolescents with chronic fatigue outcomes not reportec
syndrome: randomised controlled
trial. British Medical Journal330,
14.

The effect of cognitive behavioural Participants outside

psycho- education on premenstrual ag?rg_nge (up ;‘; and
syndrome and related symptoms. including age 19)
Journal Of PsychiatricAnd Mental

Health Nursing, 20705-713.
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Wassom, M. C.,

Schurman, J. VEriesen, adolescents with functional

C. A, & Rapoff, M. A.
(2013).

A pilot study of “Gutstrong” for Mental health

outcomes not reported
gastrointestinal disorder€linical

Practice in Pediatric Psychology, 1,
201-210.
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Appendix G: Risk of Bias Table Based on the Categories of the Quality Appraisal Chedgt (NICE, 2012)

Population and sampling

11

1.2

1.3

eSetting adequately described.
eSource population demographics n
reported

eRecruitment from specialist centrelpn
osMethod of referral to centre not reported (NR)

eConsecutive cases (all cases considered)

eWell described appropriate
inclusion/exclusion criteria

*% participants excluded based on
eStudy criteria: 0%
eDeclined to participate: 0%

eSetting adequately desbed.
eSource population demographics n
reported

eRecruitment from specialist centre only
osMethod of referral to centre: GP or paediatrician

eConsecutive cases (all cases considered)
eStringent inclusion/exclusion criteria.
eExcluded participants with éhfollowing
diagnoses: Major Depressive Disorder,
Somatisation Disorder, Conversion Disordg
«% participants excluded based on

eStudy criteria: 13%

eDeclined to participate: 4%

eSetting adequately described.
eSource population demographics n
reported

eRecruitment from newspaper add (all interested
otassessed for inclusion)

eConvenience sampling

e\Well described appropriate
inclusion/exclusion criteria

*% participants excluded based on
eStudy criteria: not reported
eDeclined to participate: not reported

eSetthg adequately described.
eSource population demographics n
reported

eRecruitment from specialist centre only
o#Method of referral to centre not reported (NR)

eConvenience sample from consecutive ca
eStringent inclusion/exclusion criteria.
eIncluded only @rticipants who'’s score
indicated ‘mild to moderate depression’
eExcluded participants with ‘mental Health

conditions’
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*% participants excluded based on
eStudy criteria: 12%
eDeclined to participate: 14%

eSetting and source population
adequately described.
[}

eRecruitment from specialist centre only

eMethod of referral to centre not reported (NR)
eMales potentially underepresented (all participantg

were female although males eligible)

eConvenience sample from consecutive ca
eStringent inclusion/exclusion teria.
eExcluded participants with the following
diagnoses: Major Depressive Disorder

*% participants excluded based on

eStudy criteria: 14%

eDeclined to participate: 18%

eSetting adequately described.
eSource population demographics n
reported

eRecruitment from 4 specialist centres

osMethod of referral to centre not reported (NR)

eMethod of sampling not reported
eStringent inclusion/exclusion criteria.
eExcluded participants with the following
diagnoses: Major Depressive Disorder, Pa
Disorder, Bipolar Disorder, Psychosis

«% participants excluded based on

eStudy criteria: 25%

eDeclined to participate: Not reported

nic

eSetting adequately described.
eSource population demographics n
reported

eRecruitment from specialist centre

o#Recruitment via community flyegll interested

assessed for inclusion)

eConsecutive cases

e\Well described appropriate
inclusion/exclusion criteria

«% participants excluded based on
eStudy criteria: 8%

eDeclined to participate: Not reported

eSetting adequately described.
eSource population demographics n
reported

eRecruitment from specialist centre only
o#Method of referral to centre: Paediatrician

eConsecutive cases (all considered)
eExcluded participants with ‘major
psychological problems’

«% participants excluded based on
eStudy criteria: Nt reported
eDeclined to participate: Not reported
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eSource population demographics n
reported

osMethod of referral to hospital: not reported

9. | eSetting adequately described. eRecruitment from specialist and general health eConsecutive cases (all considered)
eSource population demographics notcentres e\Well described appropriate
reported eMethod of referral to centre: ‘speciality care inclusion/exclusion criteria

physician’ *% participants excluded based on
eStudy criteria: 26%
Declined to participate: 19%

10.| eSetting adequately described. eRecruitment frongeneral children’s hospital eConvenience saphing
eSource population demographics noeMethod of recruitment: contact details referred by | eWell described appropriate
reported neurologist to study investigators, investigators semt inclusion/exclusion criteria

information to prospective participants and eDeclined to participate: Not reported
participants contacted investigators if they were
interested.

11.| e Setting adequately described. eRecruitment from specialist centre only eConsecutive cases (all considered)
eSource population demographics nosMethod of referral to centre: not reported e\Well described appropriate
reported o inclusion/exclusion criteria

«% participants excluded based on
eStudy criteria: 0%
eDeclined to participate: 29%

12.| eSetting adequately described. eRecruitment through newspaper adds, website ad| eConvenience sample
eSource population demographics rjotmigraine society e\Well described appropriate
reported ePeople without access to a computer under- inclusion/exclusion criteria

represented *% participants excluded based on
eStudy criteria: 10%
eDeclined to participate: 11%
13.| eSetting adequately described. eRecruitment from a general children’s hospital eConsecutive cases (all considered)

eExcluded participastwith a ‘psychiatric
disorder requiring treatment prior to FAP
treatment’ (e.g. psychosis)

*% participants excluded based on
eStudy criteria: 31%

eDeclined to participate: 11%
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14.| eSetting and source population eRecruitment from primargare and specialist centre eConvenience sample
adequately described. via mail out (families contacted research team eParticipants were excluded if they did not
following mail explaining project) meet criteria for an anxiety disorder
«% participants excluded based on
eStudy critera: 41%
eDeclined to participate: 29%
15.| eSetting adequately described. eRecruitment from specialist centre only eConsecutive cases (all considered)

eSource population demographics n
reported

osMethod of referral to centre: not reported

eExcluded participats with a ‘psychiatric
disorder requiring treatment prior to pain
treatment’ (e.g. suicidality)

*% participants excluded based on

eStudy criteria: not reported

eDeclined to participate: unable to calculate
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Allocation to condition

2.1 2.2 2.3 2.4 2.5 2.6 2.7 2.8 2.9 2.10
(reported in (reported | (reported
description) in in

descriptio | descriptio
n) n)
eAllocation | elntervention| eAllocation | eParticipant | eControl eNoO cross- | eOther eAttrition eTreatment| elnterventi

: pseudo- | s were well | concealment blind to group over or interventio| was carried out| on

randomisat| described :NR condition: controlled contamina| ns: Both acceptable| in delivered

ion — eComparison NA for: tion groups (<20%). specialist | by: NR
consecutiv| conditions elnvestigator| eParticipant| reported were eAttrition headache

e were blind to time: Yes taking bias: 33% | centre

admissions appropriate condition: | eParticipant non- for the

Self report | attention: prescriptio| control
measures: Yes n group, but
NR eTherapist medicatio | 0% for the
(whether time with n treatment
blind participant: group.
investigator | Yes

aided

children to

fill in)

Physiologic

al measure:

NR

eAllocation | elntervention| eAllocation | eParticipant | eControl eNoO cross- | eOther e Attrition | eTreatment| elnterventi

: pseudo- | s were well | concealmen| blind to group over or interventio| was carried out| on

randomisat| described . A'list of condition: controlled contamina| ns: Both acceptable| in delivered

ion — eComparisonf consecutive| NA for: tion groups (<20%) specialist | by:
consecutiv| conditions random elnvestigator| eParticipant| reported included for 3, 6 CFS Trained

e were treatment blind to time: No participant| and 12 centre CBT

admissions appropriate | assignments condition: taking month therapists
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was Self report | eParticipant antk follow-up
prepared in | measures: Attention: depressant (<20%)
advance by | NR Yes S (stable eAttrition
a non- (whether eTherapist >3 months| bias: 2%
clinical blind time with n=NR;) in
research investigator | participant: treatment
assistant’ aided No group and
children to 3% in
fill in) control
eFatigue group.
improvemen eAttrition
t interview: was
Assessor significant
blind to at 24
condition month
follow up
(30%).
This
percentage
was split
across
groups:
25% in
treatment
group and
34% in
control
group.
o eintervention| eAllocation | eParticipant | e3 groups —| eControl eOther eAttrition eTreatment| elnterventi
Allocation: | s were well | concealment blind to clinic, group 2 interventio| was carried out| on
‘true described :NR condition: home, self-| (self ns: It was | acceptable in ‘clinic’ delivered
NA monitoring. | monitorin | ‘ensured’ | (<20%). (type of by: A
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randomizat
on’

eComparison
conditions
were
appropriate

eInvestigator
blind to
condition:
Self report
measures:
NR
(whether
blind
investigator
aided
children to
fill in)

Control
group 1
(home
based)
controlled
for:

e Participant
time: Yes
eParticipant
Attention:
Yes
eTherapist
time with
participant:
No
eControl
group 2
(selfmonito
ring)
controlled
for:

e Participant
time: No
eParticipant
Attention:
No
eTherapist
time with
participant:

No

)
received

interventio
n at ‘post-
interventio
n’ phase
of study
for ethical
reasons.
These
participant
s were not
followed
up after
receiving
interventio
n

that study
participant
s were not
receiving
other
interventio
ns

eAttrition
bias: 12%
for each of
the home
and clinic
based
treatments
and 29%
for the
self
monitorin

g group.

clinic:
NR) or
home

postgradug
te clinical
psycholog
y student
in her final
year of
studies
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eAllocation | elntervention| eAllocation | eParticipant | eControl eNoO cross- | eOther eAttrition eTreatment| elnterventi
: Pseudo- | swere well | concealment blind to group over or interventio| was carried out| on carried
randomisat| described : Online condition: (headache | contamina| ns:NR acceptable| in out by:
ion - eComparison randomisati | NA education) | tion (<20%). specialist | Nurse
consecutiv| conditions on system’ | elnvestigator| controlled reported eAttrition headache | Practitione
e were blind to for: bias: centre r with
admissions| appropriate condition: e Participant Spread cognitive
Self report time: Yes across behaviour
measures: | ePaticipant groups al training
NR Attention: (11% in
(whether Yes each
blind - eTherapist group)
Investigator | time with
aided participant:
children to Yes
fill in)
eAllocation | elntervention| eAllocation | eParticipant | eControl oCross eOther eAttrition eTreatment| elnterventi
: pseudo- | swere well | concealment blind to group (self | overtrial: | interventio| was carried out| on carried
randomisat| described : Computer | condition: monitoring | there was | ns: Both acceptablel in out by:
ion — eComparison generated NA with TAU) no time groups (<20%) specialist | doctoral
consecutiv| conditions list elnvestigator| controlled | leftin were Attrition rheumatol | level
e were blind to for: between taking bias: 7% | ogy clinics| psycholog
admissions| appropriate condition: e Participant| the two usual of the y resident
(meds Self report | time: No interventio| medicatio | treatment and
continued: measures: | eParticipant| NS ns to control psycholog
TAU) NR Attention: | (-) group and y fellow
(whether No 3% of the trained in
blind eTherapist control to cognitive
investigator | time with treatment skills
aided participant: group training
No
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children to

fill in)

Tender

point

examination

assessor:

blind to

condition
eAllocation | elntervention| eAllocation | eParticpant | eControl eNoO cross- | eOther eAttrition eTreatment| elnterventi
: pseudo- | swere well | concealment blind to group (FM | over or interventio| was carried out| on carried
randomisat| described : condition: education) | contamina| ns: Both acceptable| in out by:
ion — eComparison Computerisg NA controlled tion groups (<20%) specialist | post-
stratified conditions d allocation | elnvestigator| for: reported ‘receiving | eAttrition rheumatol | doctoral
by site were blind to e Participant stable pain| bias: ogy clinics| CBT

appropriate condition: time: Yes medicatio | spread trained

Self report | eParticipant ns’ over the therapists

measures: Attention: two

NR Yes groups

(whether eTherapist (12% in

blind time with each

investigator participant: group

aided Yes

children to

fill in)

eTender

point

examination

and

physician

global

assessment

scale-
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assessor:

blind to

condition
eAllocation | elntervention| eAllocation | eParticipant | eControl eNoO cross- | eOther eAttrition eTreatment| elnterventi
: pseudo- | swere well | concealment blind to group ( over or interventio| was high carried out| on
randomisat, described : condition: education) | contamina| ns: Both at end of in delivered
ion — eComparison Computerisg NA controlled tion groups study specialist | by: trained
consecutiv| conditions d allocation | elnvestigator| for: reported continued | (23%). Gl centre | therapists
e were blind to e Participant their eAttrition (Master’s
admissions| appropriate condition: time: Yes standard | bias: 22% degree or

Self report | eParticipant medical in the higher

measures Attention: care treatment

(parents): Yes group and

NA eTherapist 24% in the

elnvestigator| time with control

blind to participant: group

condition: Yes

Self repat

measures

(children):

Nurse blind

to condition

interviewed

children

over the

phone
eAllocation | eIntervention| eAllocation | eParticipant | 3 groups —| eControl eOther eAttrition | eTreatment| eInterventi
: pseudo- | s were well | concealment blind to therapist group interventio| was carried out| on
randomisat| described :NR condition: administere| received ns: NR acceptable| at delivered
ion — eComparison NA d, self- interventio (<20%) specialist | by:
consecutiv| conditions elnvestigator| administere| n 1 month eAttrition migraine | 'Trained
e blind to d and ‘post- bias: 20% therapist’
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admissions were condition: control. interventio for each of| centre or
and appropriate Self report Control n’ phase the at home
stratified measures: controlled of study treatment
by NR for: for ethical groups
headache (whether e Participant| reasons. and 7%
blind time: No These for the
investigator | eParticipant| participant control
aided Attention: S were not group
children to Yes followed
fill in) eTherapist | up after
time with | receiving
participant: Interventio
Yes n
9. eAllocation | elntervention| eAllocation | eParticipant | eControl eNoO cross- | eOther eAttrition eTreatment| elnterventi
: pseudo- | swere well | concealment blind to group ( over or interventio| was carried out| on
randomisat, described : condition: TAU) contamina| ns: Both acceptable| online delivered
ion — eComparison Computerisg NA controlled tion groups (<20%) by: CBT
consecutiv| conditions | d allocation | elnvestigator| for: reported continued | eAttrition trained
e were blind to e Participant medical bias: 4% Ph.D.
admissions appropriate condition: time: No treament | for the level
(TAU) Self report | eParticipant as usual treatment psycholog
measures: | Attention: group and y
NR No 2% for the postdoctor
(whether eTherapist control al fellow
blind time with group)
investigator | participant:
aided No
children to
fill in)
10 | eAllocation | elntervention| eAllocation | eParticipant | eControl eNo cross- | eOther eAttrition | eTreatment| eTreatment
: pseudo- | swere well | concealment blind to group over or interventio| was location: delivered
randomisat| described : NR condition: (Hand contamina | ns: All NR by: NR

131



PHYSICAL AND PSYCHOLOGICAL WELLBEING IN CHILDREN

ion —
stratified
by age

eComparison
conditions
were
appropriate

‘randomisati
on table’

Yes—
treatment
credibility

assessments

carried out
and found
no
differences
between the
treatment
and active
control
group.
eInvestigator
blind to
condition:
Self report
measures:
NR
(whether
blind
investigator
aided
children to
fill in)

e Assessor
(anxiety
interview at
baseline)
blind to
condition:

D

NR

cooling)
controlled
for:

e Participant
time: Yes
eParticipant
Attention:
Yes
eTherapist
time with
participant:
Yes
eControl
group
(Waitlist)
controlled
for:

e Participant
time: No
eParticipant
Attention:
No
eTherapist
time with
participant:
No

tion
reported

groups
continued
taking
non-
prescriptio
n and
prescriptio
n
medicatio
n

acceptable
(<20%)
eAttrition
bias: 8%
of hand-
cooling
control
group, 8%
of the
waitlist
control
group and
0% for the
treatment

group)
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11.

eAllocation
. pseudo-
randomisat
ion —
consecutiv
e
admissions

e|ntervention
s were well
described
eComparison
conditions
were
appropriate

eAllocation
concealment

Computerise
d allocation

eParticipant
blind to
condition:
NA
eInvestigator
blind to
condition:
Self report
measures:
NR
(whether
blind
investigator
aided
children to
fill in)
eInvestigator
blind to
condition:
physician
global
improvemen
t measure:
Blind

eInvestigator
blind to
condition:
physicians
administerin

g standard

eControl
group
(SMC)
controlled
for:

e Participant
time: No
eParticipant
Attention:
No
eTherapist
time with
participant:
No

eNO Ccross-
over or
contamina
tion
reported

e Other
interventio
ns: Both
groups
received
standard
medical
care

eAttrition
was
acceptable
(<20%)
eAttrition
bias: 10%
for the
treatment
group and
10% for
the control

group

eTreatment
carried out
at
specialist
pain clinic

e|nterventi
on
delivered
by:
registered
nurses
with
profession
al
biofeedbag
k
certificatio
n
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medical
care: Blind
12. | eAllocation | elntervention| eAllocation | eParticipant | eControl eNoO cross- | eOther eAttrition eTreatment| eTreatment
: pseudo- | swere well | concealment blind to group 1 over or interventio| was was delivered
randomisat, described : condition: (AR) contamina| ns: acceptable| internet by: online
ion — eComparison Computerisg NR controlled tion Neither (<20%) based modules
consecutiv| conditions d allocation | (whether for: reported group was| eAttrition and by
e were blind e Participant receiving bias: graduate
admissions appropriate investigator | time: Yes psychologi| drop-out clinical
aided eParticipant cal rates did psycholog
childrento | Attention: therapies | not differ y
fill in) Yes or significant therapists
elnvestigator| eTherapist prophylact| ly as a by email
blind to time with ic function
condition: participant: mediation | of group
Self report Yes (reported
measures: | «Control by
NA group 2 authorS)
(EDU)
controlled
for:
e Participant
time: Yes
eParticipant
Attention:
Yes
eTherapist
time with
participant:
Yes
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13. | eAllocation | elntervention| eAllocation | eParticipant | eControl eNoO cross- | eOther eAttrition o eTreatment
: pseudo- | swere well | concealment blind to group over or interventio| was Treatment| delivered
randomisat| described : condition: (IMC) contamina| ns: NR acceptable| carried out| by: CBT:
ion — eComparison Computerisg NA controlled tion (<20%) in a Dutch | master’s
consecutiv| conditions | d allocation | elnvestigator| for: reported eAttrition academic | students in
e were blind to ¢ Participant bias: 12%| centre of psycholog
admissions appropriate condition: time: Yes for the adolescent| y or

Self report | eParticipant treatment | psychiatry | psychologi
measures: | Attention: group and sts with a
NR Yes 19% for master’s
(whether eTherapist the control degree
blind time with group IMC:
invedigator | participant: Paediatrici
aided Yes an or
children to Paediatric
fill in) Gastro
eInvestigator enteologist
delivering

anxiety

assessment

blind to

condition:

NR

14. | eAllocation | elntervention| eAllocation | eParticipant | eControl eNo cross- | eOther eAttrition | eTreatment| eTreatment
: pseudo- | swere well | concealment blind to group (WL)| over or interventio| was carried out| delivered
randomisat, described - ‘pre- condition: controlled contamina| ns: NR acceptable| in hospital | by: CBT
ion — eComparison determined | NA for: tion (<20%) outpatients trained
consecutiv| conditions table of elnvestigator| e Participant| reported eAttrition PhD level
e were random blind to time: No bias: 3% Psycholog
admissions appropriate | numbers’ condition: eParticipant in WL ists

Self report | Attention: group and
measures: No 0% in
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NR eTherapist treatment
(whether time with group
blind participant:
investigator | No
aided
children to
fill in)
elnvestigator
delivering
assessment
blind to
condition:
blind
15. | eAllocation | eIntervention| eAllocation | eParticipant | eControl eNo eOther eAttrition eTreatment| eTreatment
: pseudo- | swere well | concealment blind to group contamina| interventio| was high carried out| delivered
randomisat, described . ‘'sealed condition: (MDT care | tion ns: NR (25%) at by: CBT
ion — eComparison| envelope NA with reported. eAttrition specialist | and ACT
consecutiv| conditions prepared by| elnvestigator| amitriptylin | All bias: 19%| pain clinic | trained
e were secretary blind to e) participant in control psychologi
admissions appropriate | blind to condition: Participant | s were group and sts
study Self report | time: No offered the 31% in
purpose’ measures: | eParticipant| other treatment
NR Attention: treatment group
(whether No following
blind eTherapist | the study
investigator | time with follow-up
aided participant: | phase
children to No
fill in)
eProlonged
treatment in
the MDT
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group
d

S

complicate

comparison
S between
groups at
follow-up
assessment

Outcomes

3.1

3.2

3.3

3.4

3.5

3.6

eObjective
(physiological) measure
Inter-rater reliability or
assessor fidelity: NR
eSubjective validated,
reliable selfreport
measures

eSubjective measure not
tested fo reliability
(headache diary)

e|ldentification of

participants meeting

study outcome

definition: see 2.8

and 4.2

elmportant
outcomes

assessed: Mood

not assessed

eQutcomes
relevant: Yes

eFollow-up times were
similar for groups

eFollowed up at:
1month

3month

6month
12month

e Objective (school
attendance; fatigue
improvement interview)
measure: Interater
reliability or assessor
fidelity: NR

eSubijective validated,
reliable selreport

measures

e|ldentification of

participants meeting

study outcome

definition: se 2.8

and 4.2

elmportant
outcomes
assessed:
Anxiety not
assessed.

eQutcomes
relevant: Yes

eFollow-up times were
similar for groups

eFollowed up at:
3month

6month
12month

24 month
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eSubjective validated,
reliable selfreport
measures

eSubjective measure not
tested for reliability
(headache diary)

e|ldentification of

participants meeting

study outcome

definition: see 2.8

and 4.2

eQutcomes
relevant: Yes

elmportant
outcomes
assessed: Yes

eFollow-up times were
similar for home and
clinic based treatment
groups. Self-monitoring
group did not receive 9
week follow-up as they
had been offered
treatment at this time

eFollowed up at:
Post treatment

Nine weeks (not self

monitoring group)

eSubjective validated,
reliable selfreport
measures only

e|dentification of

participants meeting

study outcome

definition: see 2.8

and 4.2

eQutcomes
relevant: Yes

elmportant
outcomes
assessed: Yes

eFollow-up times were
similar for groups

eFollowed up at:

Post treatment only

eSubjective validated,
reliable selfreport
measures

eObjective (teder point
exam) measure: Inter
rater reliability or
assessor fidelity: NR

e|ldentification of

participants meeting

study outcome

definition: see 2.8

and 4.2

eQutcomes
relevant: Yes

elmportant
outcomes
assessed: Yes

eFollow-up times were
similar for groups

eFollowed up at:

Post treatment 1 (8

weeks)

Post treatment 2 (16

weeks)

eSubjective validated, eldentification of elmportant eQutcomes eFollow-up times were | eFollowed up at:
reliable selreport participants meeting| outcomes relevant: Yes similar for groups Post treatment
measures study outcome assessed: 6 months
eObjective (tender point | definition: see 2.8 Anxiety not

exam and physician and 4.2 assessed

global assessment)

measures: Interater

reliability or assessor

fidelity: NR

eSubjective validated, eldentification of elmportant eOutcomes eFollow-up times were | eFollowed up at:
reliable selreport participants meeting| outcomes relevant: Yes similar for groups 1 month
measures study outcome assessed: Yes 3 months
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definition: see 2.8 6 months

and 4.2
eSubjecive validated, eldentification of elmportant eQutcomes eFollow-up times were | eFollowed up at:
reliable selfreport participants meeting| outcomes relevant: Yes similar for therapist 1 month
measures study outcome assessed: and sefadministered 3 months (not cdrmol
Subjective measure not| definition: see 2.8 Anxiety and treatment groups. group)
tested for reliability and 4.2 functional Control group did not 12 months (not contral
(headache diary) changes not receive 3 or 12 month | group)

assessed follow-up as they had
been offered treatment
at this time

eSubjective validated, eldentification of elmportant eQutcomes eBoth groups assessed| eFollowed up at:
reliable selreport participants meeting| outcome relevant: Yes postireatment. Post-intervention
measures study outcome assessed: Treatment group only | 3 months (not control
eSubjective measure not| definition: see 2.8 Anxiety not tested at 3 month group)
tested for reliability (pain and 4.2 assessed follow-up
diary)
eSubjective validated, eldentification of elmportant eQutcomes e Follow-up times were | eFollowed up at:
reliable selreport participants meeting| outcomes relevant: Yes similar across groups | Post-intervention
measures study outcome assessed: Yes 3 months
eSubjective measure not| definition: see 2.8 6 months
tested for reliability and 4.2 12 months
(headache diary)
eSubjective validated, eldentification of elmportant eOutcomes eFollow-up times were | eFollowed up at:
reliable selfreport participants meeting| outcomes relevant: Yes similar for groups Post-intervention
measures study outcome assessed: Yes 6 months
eSubjective measure not| definition: see 2.8
tested for reliability (pain and 4.2
diary)
eObjective (physician
global assessment)
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measures: Interater
reliability or assess

fidelity: NR
eObjective: Electronic
equipment
12.| eSubjective validated, eldentification of elmportant eQutcomes eFollow-up times were | eFollowed up at:
reliable selreport participants meeting| outcomes relevant: Yes similar for groups Post-intervention
measures study outcome assessed: Yes 6 months
eSubjective measure not| definition: see 2.8
tested for reliability (pain and 4.2
diary)
13.| eSubjective validated, eldentification of elmportant eQutcomes eFollow-up times were | eFollowed up at:
reliable selreport participants meeting| outcomes relevant: Yes similar for groups Post-intervention
measures study odicome assessed: Mood 6 months
eSubjective measure not| definition: see 2.8 not assessed 12months
tested for reliability (pain and 4.2
diary)
14.| eSubjective validated, eldentification of elmportant eQutcomes eBoth groups assessed| eFollowed up at:
reliable selreport participants meeting| outcome relevant: Yes postireatment. Post-intervention
measures study outcome assessed: Yes Treatment group only | 3 month follow-up
eSuljective measure not| definition: see 2.8 tested at 3 month (Treatment group
tested for reliability (pain and 4.2 follow-up only)
diary)
eObjective reliable
validated (ADIS and
CSR) measures Inter
rater reliability or
assessor fidelity: NR
15.| eSubjective validated, eldentification of elmportant eQutcomes eFollow-up times were | eFollowed up at:
participants meeting| outcomes relevant: Yes similar for groups Post-intervention

reliable selreport
measures

study outcome

assessed: Yes

3.5 months
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definition: see 2.8 6.8 months
and 4.2
Analysis
4.1 4.2 4.3 4.4 4.5 4.6
eBetween groups differences g eDropouts A priori power eEffect size estimates eAnalyses ePrecision of
baseline: No (14%) were | analysis: NR NR appropriate | intervention effects: P
excluded eExpected effect size: values were reported
from the NR eAlpha level adjustment
analysis eAuthors acknowledge for multiple testing:
that the sample size was Not applied

small which ‘raises
questions about
representatieness and
maximises the impact
of outliers’.

eData were not fully
reported (Effect size
estimates: NR)

eBetween groups differences g eDropouts

baseline: Yes

(6% at 3,6

eDifferences adjusted for within and 12

analysis: Yes

month and
30% at 24
months)
were
excluded
from the
analysis

oA priori power
analysis: acceptable
power calculation of
80% based on n=58.

e Power calculations at
24 month follow up
where n=44: NR

o Effect size
estimates: reported

eAnalyses
appropriate

ePrecision of
intervention effects: P
values were reported
eAlpha level adjustmen
for multiple testing:
Not applied

eData were not fly
reported (12 months -
between groups
longitudinal analyses
not reported for
secondary outcomes;)
eData were not fully
reported (Post-
intervention results not
reported for some

—
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variables; differences
between groups’
subscale scores not
reported at 24 months

\*2J

eBetween groups differences g eDropouts oA priori power eEffect size estimates eAnalyses ePrecision of
baseline: Not for headache (18%) analysis: NR NR appropriate | intervention effects: P
scores excluded eExpected effect size: values were not alway
eBetween groups differences gt from NR reported (reported for
baseline for other variables: NR analysis Authors acknowledge non{parametric tests
‘small’ sample and yield only)
that results would need eAlpha level adjusnent
to be replicated with a for multiple testing:
‘larger sample’. Alpha level was
reduced to .01 across
all analyses
eData were not fully
reported -effect size
estimates not reported
between groups
differences not reported
for MH measures (just
within groups)
eBetween groups differences g eDropouts oA priori power eEffect size estimates eAnalyses oP values were reporte
baseline: Yes (11%) analysis: NR reported appropriate | eAlpha level adjustmen
eDifferences adjusted for within excluded eExpected effect size: for multiple testing:
analysis: Yes from NR Not applied, alpha leve
analysis Authors acknowledge was increased to .10

‘small’ sample

—

across all analyses
which authors state is
‘common practice’ for
pilot studies with small
samples
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eData were fully
reported

[l

[

—

—

eBetween groups differences g eDropouts ePower analysis: powell eEffect size estimates eAnalyses eP values reported
baseline: No (10%) of 69% (below reported appropriate | eAlpha level adjustmen
excluded acceptable standard of eMedication | for multiple testing:
from 80%) use not Applied
analysis eAuthors acknowledge adjusted for | eData were not fully
‘small’ sample reported (differences
between subscales no
reported)
eBetween groups differences g eDropouts ePower analysis: powel eEffect size estimates eAnalyses oP values reported
baseline: No (12%) of 80% to detect reported appropriate | eAlpha level adjustmen
excluded betweengroups for multiple testing:
from differences Not applied
analysis eData were fully
reported
eBetween groups differences g eIntention to | ePower analysis: powel eEffect size estimates eAnalyses oP values reported
baseline: Yes treat analysis at adequate level NR appropriate | eAlpha level adjustmen
eDifferences adjusted for within was carried | (>80%) for multiple testing:
andysis: Yes out Not applied
Data were not fully
reported (Efect size
estimates not reported)
eBetween groups differences g eDropouts A priori power eEffect size estimates eAnalyses eP values not reported
baseline: No (15%) analysis: NR NR appropriate | eAlpha level agustment
excluded eExpected effect size: for multiple testing:
from NR Applied
analysis eData were not fully

reported (P values,
effect size estimates)
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—

—

—

9. eBetween groups differences g elntention to | eA priori power eEffect size estimates eAnalyses oP values reported
baseline: Yes treat analysis analysis: study has reported appropriate | eAlpha level adjustmen
eDifferences adjusted for within carried out adequate power based for multiple testing:
analysis: Yes on sample size Applied

achieved eData were fully
reported

10 | eBetween groups differences g eDrop-outs ePower reported as eEffect size estimates eAnalyses oP values not reported
baseline: No (6%) inadequate (<80%) NR appropriate | eAlpha level adjustmen

excluded for multiple testing:

from Not applied

analysis eData were not fully
reported

11. | eBetween groups diffences at | eIntention to | A priori power anaJsis: | eEffect si2 estimates] eAnalyses oP values not reported
baseline: reported for treat analysis eStudy has adequate reported appropriate | eAlpha level adjustmen
depression. Differences carried out power to detect (mixed for multiple testing:
adjusted for within analysis: differences based on linear Not applied
NR sample size achieved regression) | eData not fully reported
eBetween groups differences at (primary outcome
baseline for other variables: NR measures)
eDifferences adjusted for within eStudy may not have
analysis: NR adequate power to

detect differences based
on sample size
achieved (secondary
outcome measures:
depression, anxiety)

12. | eBetween groups differences g eDropouts ePost-hoc power eEffect size estimates eAnalyses oP values reported
baseline: No (12%) analysis: reported appropriate | eAlpha level adjustment

excluded Study may not have (ANOVA for multiple testing: not
from adequate power to with applied
analyss detect differences base
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—

on sample size (power repeated eData were fully
41%) measures) reported

13. | eBetween groups differences g eIntention to | A priori power analysis: | eEffect size estimates eAnalyses oP values reported
baseline: reported for anxiety | treat analysis eStudy has adequate NR appropriate | eAlpha level adjustmen
diagnosis (not for selfeport carried out power (80%) to detect (linear for multiple testing: not
anxiety). Differences adjusted differences based on mixed applied
for within analysis: NR sample size achieved models) eData were not fully
eBetween groups differences at reported (effect size
baseline: No estimates)

14. | eBetween groups differences g eCompleter | A priori power analysis: | eEffect size estimates eAnalyses oP values not reported
baseline: Yes analysis NR reported appropriate | eAlpha level adjustment
eDifferences adjusted for within carried out | Authors acknowledge (chi square | for multiple testing: not
analysis: Yes sample'small’ tests for applied

dichotomous| eData not fully reported
variables

and

ANCOVAS

for

continuous

variables)

15. | eBetween groups differences a eIntention to | A priori power analysis: | eEffect size estimates eAnalyses oP values reported
baseline: No treat analysis NR reported appropriate | eAlpha level adjustmen

carried out

—

not applied
eData were fully
reported
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Appendix H: Summary of Quality Appraisal Based on the Categories of the NICE (2012) Qué&fi Appraisal Checklist

111121132122 23|24|25(26|27|28[{29|210{3.1{3.2|33{34(35/|36[(4.1|42/43|44|45|/46|EV |IV
1. [+ |- |+ |+ |[++ |NR|NR|++ |++ |++ [+ [++ |[++ [+ [NA |+ |++ |++ [++ [+ |+ |- NR | ++ |- |- + |1
2. |+ |- |- |4+ |4+ |++ [NR|+ |++ |++ |+ |4+ |++ [+ |[NA |+ |4+ |++ | ++ | ++ |+ [+ |++ |[++ |- |- + |2
3. |+ |++ |+ |++|++ |NR|NR|+ |++ |++ |+ |++ [++ |+ |[NA|++|++ |+ |+ |NR|+ |- NR | ++ |- |- + (3
4. |+ |- |- |+ |++|++ [NR|++ |++ |[NR|++ |++ [++ |+ |[NA|++ |++ |++ |+ |++ |+ |- ++ | ++ |+ |- + |4
5. |4+ |- |- |+ |4+ |4+ [NR|- |- |++ |+ |[++ |[++ [+ [NA|++ |[++ |++ [+ [+ |+ |- ++ | ++ |- |- - |5
6. |+ |- |- |+ |4+ |+t [NR|++ |++ | ++ | ++ |++ | ++ [+ |[NA |+ |4+ |++ | ++ |+ |+ |[++ |++ [ ++ |+ |- ++ | 6
A I e S e B o I e I I I O o e e e N o B I e o o e B A I [ = S o e I N
8. |+ |- |+ |+ |++|NR|NR|+ |++|NR|+ |4+ |++ |+ |[NA|+ |++ |+ |[++|+ |+ |[NR|NR|++ |- |- + |8
9. |+ |+ |+ |+ |4+ |++ [NR|- |++ |++ |+ |4+ |++ |+ |[NA |+ |4+ |+ |+ |[++ |[++ | ++ |++ | ++ | ++ |+ |++|9
10+ |+ |+ |+ |[++|NR|NR|+ |4+ |++ |+ [NR|NR [+ |[NA |++ |++ |++ |[++ |+ |+ |[++ |[NR|[++ |- |+ |+ |10
11.0+ |- |+ |+ |[++ |++ |[NR|- |4+ |4+ [++ [ ++ | ++ [ ++ [ NA | ++ | ++ | ++ | ++ | - ++ |+ [+ |+ |- - + (11
120+ [+ [+ |+ |[++ |++ |[NR|++ | ++ | ++ [ ++ [ ++ | ++ [+ [NA | ++ | ++ | ++ [++ |+ |+ |- ++ | ++ |+ |+ |+ |12
13.+ |+ |+ |+ |[++ |++ [NR|++ |++ |[NR |+ |[++ |[++ |+ [NA [+ |[++ | ++ |[++ |+ | ++ |++ |++ |[++ |- |+ |++]|13
14.|++ |+ |- |+ |+ |++ [NR|- |4+ |NR|[+ [++ |++ [+ [NA | ++ |[++ |+ [+ |[++ |+ |- ++ | ++ |- |- + |14
15(+ |- |+ |+ |[++|++ [NR|- |++ |NR|+ |[++ |++ [+ |[NA|[++ [++ |++ [++ |+ |++ |[NR|++ |++ [+ |- + |15

++ Strong validity

+ Adequate

- Weak

EV: External Validity

IV: Internal Validity
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Appendix |: Qualitative Questions from the Belief Elicitation Study

1.

What do you believe are the advantages of referring a patient/family to paediatric
psychology?

What do you believe are the disadvantages of referring a patient/family to paediatric
psychology?

Please give details of any other views you have about referring a patient/family to paediatric
psychology.

Are there any individual(s) or group(s) that you know of who you think would approve of
your referring a patient/family to paediatric psychology? If so, please give details.

Are there any individual(s) or group(s) that you know of who you think would disapprove of
your referring a patient/family to paediatric psychology? If so, please give details.

Is there anything else you associate with other people’s views about referring a
patient/family to paediatric psychology?

What factors or circumstances would enable you to refer a patient/family to paediatric
psychology?

What factors or circumstances would make it difficult or impossible for you to refer a
patient/family to paediatric psychology?

Are there any other issues that come to mind regarding the barriers to and facilitators of
your referring a patient/family to paediatric psychology?
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Appendix J: Ethics approval letter

This has been removed from the electronic copy
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Appendix K: R&D Approval Letter from Site 1

This has been removed from the electronic copy
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Appendix L: R&D Approval Letter from Site 2

This has been removed from the electronic copy
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Appendix M: Participant information sheet and consent form for stage 1 and stage 2

Study title: Factors influencing the referral of children and families to paediatric
psychology: Using theory of planned behaviour to develop a questionnaire ofdith care
professionals’ referral behaviour.

We would like to invite you to take part in our researciugt Before you decide we would
like you to understand why the research is being done and what it would involve folegse. P
take time to read the following information carefully and discuss it with other nisrobstaff
from your team if you wishPlease contact me if anything is unclear or if you would like more
information. Please take time to decide whether or not you wish to take part.

What is the purpose of the study?

Paediatric psychology is a relatively new branch of clinical psychologhich psychologists

work closely with medical professionals to reduce emotional consequehplgsical ilk

health and improve quality of life for young people with medical problems.nReegearch
demonstrates the importance of iApeofessional care in improving health
outcomesResearch shows the extent to which different healthcare professionals albrk w
together can affect the quality of the health care that they provide. ®teplienefits of inter
professional collaboration, the mechanisms uydeglits effectiveness are undexsearched

and poorly understood. It has been hypothesised that values, attitudes, prejudice and
stereotypical views between different professional groups may thedyeimepfove or dilute

the success of intgrofessionhcare. However, there is currently no tool which measures
clinicians’ attitudes towards and beliefs about paediatric psychology. Fadtes the impact

of these attitudes and beliefs on the amount of paediatric psychology input to mesthtsl t

and the rate of referral to paediatric psychology remain unknown. The currgnasngito
develop a questionnaire measure to explore clinicians’ attitudes towards f@apdiathology

so that we can begin to understand mechanisms impacting the successmbfetsmional
collaborationWe anticipate that understanding these mechanisms through the development of
this measure will lead to future research and in the-teng, we hope that this will lead to
improved intefprofessional collaboration between paediatric psychologists and the wider
paediatric care team and hence improved services for paediatric patients araairities.f

Why have | been invited?
You are being invited to take part in this study as you are a clinician who wiatke &
medical teanthat has access to support from paediatric psychology.

Do | have to take part?

It is up to you to decide whether to take part in the study. If you agree to take paifl, as& w
you to tick the consent box below. You are free to withdraw at any time withoog @iveason.
This will not impact your work.

What will | need to do if | decide to take part?
You will be asked to fill in a questionnaire about your attitudes towards paeg@sydhology.
Completing this questionnaire should take approximdte 15 minutes.

What are the possible benefits of taking part?

There are no personal benefits to taking part in this study. We hope that in gheriorn
research such as this will lead to improved inter-professional collaboratioedmepaediatric
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psychologists and the wider paediatric care team, hence improving serviqesetbatric
patients and their families.

What if there is a problem?

Any complaint about the way you have been treated during the @tw@hy possible harm
you might suffer wil be addressed. If you have any concerns or complaints you should
contact the researcher in the first instance.

What will happen if | don’t want to carry on with the study?

If you decide to take part you are still free to withdraw at any time withoungga reasonif
you withdraw consent from the study when some data has already been colleetedyoul
object, the data we collect may be included in the final study analysis.

Complaints

If you have a concern about any aspect of this study, you should email grelmeseho
will do their best to answer your questions. The researcher will be superviX&XpX of
XXXXX andXXXXX of XXXXX , both of whom will be made aware of any complaints.

Will my taking part in this study be kept confidential?

If you consent to take part in this study, all data will remain strictly confidemtzll @mes.
However, in the very unlikely event that the data we receive indicates malprdwipeoper
procedures for managing this will be put into place. The information will be heldebeouar
paper and electronically under the provisions of the 1998 Data Protection Act. You will be
allocated an ID number, which will be used as a code to identify your data.

In line with the 1998 Data Protection Act, at thel @ the study your data may be securely
archived for 10 years. Arrangements for confidential destruction will therade.m

What will happen to the results of the research study?

The results of the study will be available after it finishes and willllysba published in a
medical journal or be presented at a scientific conference. The data will be ansrgmdo
none of the participants involved will be identified in any report or publication. The results
the study will be written up as part a Doctoral Thesis. A letter outlining the restis

study (on a group level) will be sent to all participants and a presentation wiliveretk to
relevant groups (e.g. paediatric team meetings, paediatric psycholegpgsg The results
may also be published in a journal and be presented at relevant conferences.

Who is organising and funding the research?
Canterbury Christ Church University

Who has reviewed the study?

All research in the NHS is looked at by independent group of people, calledadRese
Ethics Committee, to protect your interestdis study has been reviewed and given
favourable opinion by Canterbury Christ Church University Research Ethics Gemmit

If you decide you would like to take part then please read and sign the domse(dr tick

the box below if you are completing this online). You can have more time to think thig over
you are at all unsure.
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Thank you for taking the time to read this information sheet and to consider tlyis stud

Contact Details

If you would like more information or this study has harmed you in any way yowocaaict
Canterbury Christ Church University using the details below for further adwite a
information.

Researcher

Christine O’ConnellTrainee Clinical Psychologist
Salomons Centre for Applied Psychology
Canterbury Christ Church University

Runcie Court, David Salomon Estate

Broomhill Road

Tunbridge Wells TN3 OTF
c.oconnelll48canterbury.ac.uk

Consent
| confirm that | have read and understand the informationhis studypresented laove

| understand that my participation is voluntary and that | am free to withdrawy dinas
without giving any reason, without my medical care, work or legal rights beiegtedf

| agree to take part in the above study.

Please select

Yes
No
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Appendix N: Coding Frame Based on Theory of Planned Behaviour (with Coded

Beliefs)

This has been removed from the electronic copy
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No.

Appendix O: Main Questionnaire

Question

If | refer a child/the family of a
child with chronic illness to
psychology, they will receive a
holistic approach to care

Children/families will
be concerned about mental
health stigma if | refer them to

psychology

If | refer a child/family to
psychology, the type of service
they receive (e.g. therapy type or
therapist profession/level) will be
different to what | had intended

Referring children/families to
psychology means that my time
will be taken up by lengthy
meetings and joint appointments

The process of referring a
child/family to psychology is long
and arduous

If | refer children/families to
psychology, they will have to wait
a long time before they see a
psychologist

Children/families receiving a
different type of psychology
service (e.g. therapy type or
therapist profession/level) than |
had intended at referral is

Concern experienced by
children/families about mental
health stigma due to a psychology

Response

Not at all Likely 1 2 3 4 5 6 7

Not at all Likely 1 2 3 4 5 6 7

Not at all Likely 1 2 3 4 5 6 7

Not at all Likely 1 2 3 4 5 6 7

Strongly Agree 1 2 3 4 5 6 7
Not at all Likely 1 2 3 4 5 6 7
Extremely 1 2 3 4 5 6 7
Desirable
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Extremely Likely

Extremely Likely

Extremely Likely

Extremely Likely

Strongly
Disagree

Extremely Likely

Extremely
Undesirable
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10

11

12

13

14

15

16

17

18

19

referral is extremely undesirable
for me

Children/families receiving a
holistic approach to care is

Budget holders think | should
refer children/families to

psychology

Families/children would approve
of my referring them to

psychology

My colleagues (those within my
profession and other members of
the MDT) refer children/families
to psychology

Overall, I think referring a
child/family to psychology is

Overall, I think referring a
child/family to psychology is

Overall, I think referring a
child/family to psychology is

Doing what my colleagues (those
within my profession and other
members of the MDT) do is
important to me

The approval of families/children
with whom | work is important to
me

Doing what budget holders think |
should do is important to me

| am less likely to refer
children/families to psychology if
the referral process is long and
arduous

Strongly Agree
(Undesirable)

Extremely
Desirable

Strongly Agree

Strongly Agree

Strongly Agree

Harmful

Bad Practice

Useful

Not at all

Not at all

Not at all

Strongly Agree

(Less likely)

156

Strongly
Disagree

Extremely
Undesirable

Strongly
Disagree

Strongly
Disagree

Strongly

Disagree

Beneficial

Good Practice

Worthless

Extremely

Extremely

Extremely

Strongly
Disagree
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20

21

22

23

24

25

26

27

28

29

I am less likely to refer
children/families to psychology if
it means that my time will be
taken up by lengthy meetings and
joint appointments

| am less likely to refer
children/families to psychology if
they will have to wait a long time
before they see a psychologist

Most people whose opinions are
important to me think that |
should refer children/families to

psychology

| expect to refer children/families
| see to psychology

It is expected of me that | refer
children/families to psychology

| am confident that | could refer
children/families to psychology if
| wanted to

For me, referring
children/families to psychology is

Whether | refer children/families
to psychology is within my own
control

In general, | want to refer
children/families | see to

psychology

| feel under social pressure to
refer children/families to

psychology

Strongly Agree

(Less likely)

Strongly Agree

(Less likely)

Strongly Agree

Strongly Agree

Strongly Agree

Strongly Agree

Easy

Strongly Agree

Strongly Agree

Strongly Agree
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2 3 4 5 6 7

Strongly
Disagree

Strongly
Disagree

Strongly
Disagree

Strongly
Disagree

Strongly
Disagree

Strongly
Disagree

Difficult

Strongly
Disagree

Strongly
Disagree

Strongly
Disagree
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Appendix P: Coded Transcript from a Randomly Selected Participant

This has been removed from the electronic copy
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Appendix Q: Author Guideline Notes for the Journal of Paediatric Psychology

Instructionsto Authors
TheJournal ofPediatricPsychologys anofficial publication of theSocietyof Pediatric
PsychologyDivision 54 of theAmericanPsychological AssociatiodPPpublishesrticles

relatedto theory,researchandprofessionapracticein pediatricpsychology.

Typesof Manuscripts:

. Original researchincludingcasestudies
. Reviewarticles
. Commentaries

ManuscriptpreparationGenerallnstructions
Full instructiondor uploadingdataandfiles etc.aregivenon ManuscripCentralat the
websiteunder Instructionor online submission:

http://www.oxfordjournals.org/our_journals/jpepsy/for_authors/submission_onlide.htm

Organizationof manuscripts
ManuscriptCentralwill guide authors through the submisssteps,ncluding: Abstract,
Keywordselectionandthe ManuscriptThe manuscripimustcontainan Introduction,

Methods Results DiscussionAcknowledgementandReference.ist.

Lengthof manuscriptOriginal researclarticlesshould noexcee®5 pagesin total,

includingtitle page referencesfigures,tables etc.In the caseof papergshatreporton

multiple studies or thos&ith methodologieshatnecessitatdetailedexplanation, the authors

shouldjustify longermanuscriptengthto the Editorin thecoverletter.Casereportsshould
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notexceed?20 pagesReviewatrticlesshould noexceed30 pagesCommentarieshould not
excee® pagesTheJournal ofPediatricPsychology ndongeracceptdrief reportsbutwill

acceptmanuscriptshatareshorterin lengththanthe 25pagemanuscripts.

Manuscriptqtext, referencestables figures,etc.) should bgreparedn detailedaccordwith
thePublicationManualof theAmericanPsychologicaAssociation(6th ed.). Therearetwo

exceptions:

(a) Theacademialegrees of authors should flacedon thetitle page followingheir names,

ard

(b) astructuredabstracof notmorethan150wordsshould be included’heabstractshould

include the followingparts:

(1) Objective(brief statemenbf the purpose ahestudy);
(2) Methods(summaryof theparticipantsdesign,measuregprocedure);
(3) Results(the primaryfindings ofthis work); and

(4) Conclusiongstatemenbf implicationsof thesedata).

Key words should be included, consisteih APA style. Submissions should be double-
spacedhroughoutwith marginsof atleastl inch andfont sizeof 12 pointqor 26 linesper
page,12-15characterperinch). Authors should remoal identifying informationfrom the
body ofthe manuscripsothatpeerreviewerswill be unabléo recognizethe authorand

their affiliations. E-mail addresseswheneverpossible, should be includedthe author note.
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Informedconsentindethicaltreatmenbf studyparticipants Authors shouldndicatein the
Methodsectionof relevantmanuscripts how informed consevdsobtainedandreportthe
approval of the studlyy the appropriaténstitutionalReviewBoard(s).Authorswill alsobe
askedo signastatementprovidedby the Editorthattheyhavecompliedwith the American

PsychologicaAssociationEthical Principleswith regardto thetreatmenf their sample.

Clinical relevanceof theresearctshould bencorporatednto the manuscriptshereis no
specialsectionon clinical implications,but authors shoulshtegrateimplicationsfor practice,

asappropriateinto papers.

Terminology should beensitiveto the individualwho hasadiseaser disability. The Editors
endorse theonceptof "peoplefirst, nottheir disability.” Terminology shouldeflectthe
"personwith adisability” (e.g.,childrenwith diabetespersonsvith HIV infection,families
of childrenwith canceryatherthanthe conditiorasanadjective(e.g.,diabeticchildren,HIV

patients canceirfamilies). Nonsexistanguageshould be used.

Specialinstructiondor typesof manuscripts

(1) Treatmenstudies/Randomized controllathts: If you aresubmittinga manuscript of a
randomizectlinical trial to JPP you arerequiredto submit aflowchartof yourresearch
showing thestepsfoundin the Consort BE-lowchart.This should besubmittedasafigure.
The Consort EFlowchartanda checklistof itemsto be includedvhenreporting a
randomizedrial canboth be found on http://www.consatatement.or@leaseclearly
indicatethepagenumbersvhereeachchecklistitemis reportedn themanuscriptPlease
uploadthis checklistassugplementarymaterialwhenyou submit yourmanuscripfor

consideration.
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(2) CaseStudies: Althougltheremaybe somexceptionsmostcasestudies should bsentto
Clinical Practicein PediatricPsychologyCPPP) Singlesubjectstudies thaemployrigorous
A-B-A-B designs and/ostatisticalstrategiexanbe sentto JPP All otherswill probablyfit
betterwith CPPP Casereportsshould noexceed20pagesCasereportsareappropriatdo
document thefficacy of newtreatmentpplicationsto describenewclinical phenomenao
develop hypothesefy illustratemethodologicaissuesdifficult diagnosesandnovel
treatmen@pproachesandto identify unmetclinical or researcneeds Guidelinedor case
study submissionsanbe foundn Drotar,D. (2009).Editorial: CaseStudiesandSeries:A
Call for Action andInvitationfor Submissions, Journal ediatricPsychology34, 795-802;
Drotar,D. (2011).Editorial: Guidancdor SubmittingandReviewingCaseReportsand

Seriesn the Journal oPediatricPs/chology,36, 951-958.

Guidelinesfor SingleSubjectStudiesPleasaeadRapoff,M. & Stark,L. (2008).Editorial:

Journal ofPediatricPsychologyStatementf PurposeSectionon Single SubjectStudies.

(3) Measurementlevelopmenandvalidationarticles:For additional guidancpleaseread,
Holmbeck,G. & Devine,K. (2009)Editorial: An Author’s Checklistfor Measure

DevelopmenandValidation Manuscripts.

(4) Reviewarticles:Pleaseconsult theecenteditorial (New Guidelinedor Publishing
ReviewArticlesin JPP)which describesiew guidelinedor reviewarticles,andthe Checklist

for Preparingand EvaluatingReviewArticles.

a) Topicalreviews:Topicalreviewssummarizecontemporary findings, suggest new

conceptuamodels, or highlight noteorthy or controversialssuesn pediatricpsychology.
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Theyarelimited to 2,000 wordsgcontainno morethan?2 tablesor figures,and haveanupper
limit of 30referencesSupplementarpnlinematerial(e.qg.,additionaltables)maybe

consideredn acaseby casebasis.

b) Systematiageviews:Systematiageviewsshould noexceed30pagesAuthorsare
requiredto attachthe PRISMA checklistandflow diagramassupplementarynaterialfor
eachsubmission. Authorsanfind the PRISMA checklistandflow diagramin downloadable
templateghatcanbere-usedatthis URL, http://www.prismastatement.org/statement.htm.
Authors ofsystematigeviewsthatdo not include anetaanalysismust provide &lear
statemenin the manuscript explaininghy suchananalysisis not includedor all or relevant

portions of theeport.

(5) CommentariesCommentarieareinvited on all topics ofinterestin pediatricpsychology,

andshould noexceed pagesjncludingreferences.

(6) Historical Analysisin PediatricPsychdogy is aspecialseriesof papersdevotedo the

history ofpediatricpsychology. Authorgterestedn submittinga paperfor this seriesshould
contactthe Editor ofJPPto discuss potentigdapersorior to submissionThereis no deadline

for thesepaperqtheymaybesubmittedanytime).All submissionsvill be peerreviewedand
should complyfully with the JPPInstructiongo Authors.Papersn this seriesshould be

tightly focusedcontributionghatexpandour understandingf the roots, evolutiorard/or

impactof pediatricpsychologyasadiscipline.Manuscriptamay focus on the influencef
individuals, published works, organizations, conceptualizations, philosophies or approaches,
or clinical andprofessionahctivities.Successfupapersshouldarticulatea clear

purpose/questioanddevelopacompellingargumentor the topic. Contributions should
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include a breadth afoveragesuchthatcontradictorydataareincludedandpotentialbiases
acknowledgedHistoricalanalysiss morethana recountingf the“facts” and should include
a thoughtfulandscholarlyinterpretatiorof thesubjectmatter.Papershouldrely onprimary
sourcesandmust beclearlyandappropriatelyreferencedSupplementamaterialsto

accompanyhearticlemaybe posted onlie.

Additional Guidance:

Thefollowing links provide additionajuidancefor authorsandreviewers Editorial Policy,
Authors'Checklist,Guidelinedor Reviews,Suggestionfor MentoredReviews,"People
First,", NIH policy, Replicationof researchPuplicateandredundanpolicies Conflict of

interest

Seethe followingarticlesfor detailedguidanceconcerningpreparatiorof manuscripts:
Editorial: Thoughtsn Improving theQuality of ManuscriptsSubmittedio the Journal of
PediatricPsychologyHow to Write a Convincing Introduction. ; Method&ditorial: How to
Report Methods the Journal oPediatricPsychologyResultsand DiscussionEditorial:
How to Write an Effective ResultsandDiscussiorSectionfor the Journal oPediatric

Psychology.

Funding
Detailsof all fundingsourcedor thework in question should bgivenin aseparateection

entitled'Funding'.This shouldappeaibeforethe 'Acknowledgementsection.

Thefollowing rulesshould be followed:

. Thesentencehould begin‘This work wassupportedy ...’
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. Thefull official fundingagencynameshould be given,e. ‘the NationalCancer
Instituteat the Nationallnstitutesof Health’ or simply 'Nationallnstitutesof Health',not
'NCI' (one of the 27 subinstitutions) ?Cl atNIH" (full RIN-approvedist of UK funding
agencies)

. Grantnumbers should beompleteandaccurateand providedn parentheseas
follows: ‘(grant number xxxx)’

. Multiple grantnumbers should beeparatethy acommaasfollows: ‘(grant numbers
XXXX, YYYY)'

. Agenciesshould beseparatedby a semicolon (plus ‘andbeforethelastfunding
agency)

. Whereindividualsneedto bespecifiedfor certainsourcef fundingthefollowing
text should beaddedaftertherelevantagencyor grant numbeto [authorinitials]'.

Oxford Journalswill depositall NIH-fundedarticlesin PubMedCentral.See
http://www.oxfordjournals.org/for authors/repositories.htonldetails.Authors must ensure

thatmanuscriptareclearlyindicatedasNIH-funded using the guidelines above

Permissiorfor lllustrationsandFigures

Permissiorto reproduce copyrighhaterialfor printandonline publicationn perpetuity,
must beclearedandif necessarpaidfor by the authorthis includes applicationand
paymentgo DACS, ARS, andsimilar licensingagenciesvhereappropriate. Evidenda
writing thatsuchpermissionavebeensecuredrom therights-holder must benade
availableto the editorslt is alsothe author'sesponsibilityto include acknowledgements
stipulatedby the partiaular institutions.Oxford Journalscanoffer informationand
documentationio assistauthoran securingprint and online permissiongteaseseethe

Guidelinesfor Authorssection.Information on permissiornontactgdor a number ofnain
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galleriesandmusumscanalsobe provided. Shoulgou requirecopiesof this, pleasecontact

theeditorial office of the journain question or th®©xford JournalRightsdepartment.

LanguageEditing

Languageediting,if yourfirst languageas not Englishto ensurghattheacademicontent of
your paperis fully understoody journal editors andeviewerss optional.Languageediting
does noguaranteghat your manuscripwill beacceptedor publication. Forfurther
informationonthis service pleaseclick here.Severakpecialistanguagesditingcompanies
offer similar servicesandyou canalsouseany of these Authorsareliable for all costs

associatedavith suchservices.
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Appendix R: Extracts from Research Diary

Jan 2014

| am interested in carrying out a project to do with paediatric psychology, assiniénich
stems from my work as an assistant psychologist at a children’s hospataiaticProfessor
Roz Shafran, with whom | used to work. We disadsas about physical illness and mental
health in children. I'm interested in medically unexplained symptoms, becaas#iisian |
have observed that in order to work with these symptoms, integration of psychology and
medicine is required.

March 2014
Met with Roz to discuss the feasibility of recruiting a sample of children iexypang
medially unexplained symptoms. This would prove difficult due to servisgueturing at
the hospital. Discuss alternatives, such as interviewing healthcare profissalmma their

experiences of working with psychologists in relation to medically unerqalasymptoms.

April 2014
Work on research proposal, due in May. Decide to broaden research question to include
doctors working with paediatric psychology across all iliness categohesugdh research,
study aim evolves to creating a questionnaire to identify factors assowsithaeferral to
paediatric psychology.

June 2014
MRP Proposal review at Salomons. Reviewers expressed interest in the pnbpagestd
to think carefully about the process of creating the questionnaire and also necessa
participant numbers. It was decided to use theory of planned behaviour to create the
guestionnaire because of its efficacy in predicting behavioural intentioalthdsre

professionals. | also decided to add a second research site to maximisggpastici

November 2014 — January 2015
Ethics submitted and approved without conditions. Putting time in to changing the project
following the reviewers comments seemethdwe paid off. | had two separate R&D
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processes at the two hospital sites. This took a lot of time and it felt like | \weg) e
same information over and over in several different forms. Once | submitted treatpps
the approval came quickly.

January 2014 — April 2014
Stage 1 recruitment involved meetings with the heads of psychology at the twalrssst
presenting my project. At the first site meeting the head psychologist sedjgesruitment
could be maximised if she sent emails with questionnaire links on my behalf. | accepted
this offer gratefully and subsequently requested the same at a meetingestat
psychologist at the"dsite. For the first site during stage 1, it was only possible to recruit
consultant medical doctors as opposed to all the healthcare professionals in tla dhospit
to service restructuring. This is disappointing but seemed to be importantionréathow
the service restructuring may impact healthcare professionals and psychology senhees. T
outcome of the service+sructure was unknown at the time. To maintain consistency
between sites, and because | required only 25 participants for stage 1, | decetedit
only consultant medical doctors from both sites at this stage.

May 2014 —July 2014

Stage 1 recruitmeriitom both sites. | emailed each doctor individually with a survey link,
after they had received an email from the head of psychology at each sitedebcribed the
project. | received qualitative data from 23 consultants, which felt like a rddsonanber,
given that | was aiming for 25. | decided not to send out reminders as | waslaward be
asking this population to be filling in a second questionnaire in a few months and did not
want to continually bother them with aits.

August 2015 — Sept 2015
Analysis of qualitative data. | began by reading anctegling the data with the theory of
planned behaviour constructs in mind. | first grouped statements according to th@iappr
construct(s). | then began to make subgroups of themes. Stigma stood out as angnterest
theme, as | had been interested in the impact of this (if any) on the mentatdreatthildren
and families receive. | was also interested to read about the perception gfestimpants -
that a chitl would more likely benefit from psychology by being ‘psychologically minded'.
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Another interesting idea was that psychology referrals were helpfiaidfnormal’ emotional
reactions in children and adolescents, as opposed to a natural response togechallen
Some participants expressed annoyance at the type of psychology models hiseith@vit
service. One participant remarked thaharfative approach has been adopted without any
discussion’. This made me think about the opportunities psychologistschsivare
knowledge with other medical professionals about why particular approacheteezd of
particular contexts for particular families.
September October 2015
| missed the formative deadline for section A draft (SeptZ®8L5). This is due to working
on analysing data for section B. | am also in a very busy and demanding placetmient a
time (paediatric psychology) and feeling stressed about the size of thig prajebe
challenges of carrying it out alongside clinical work and other ecagsignments.
November December 2015
Stage 2 recruitment. | email the participants (all healthcare professattaksccess to
paediatric psychology) in both sites, following emails from the heads of psyctasking
participants to read my email arespond if they have time.
February 2016
First draft section A completed. | received helpful and constructive feedlmackriy
supervisors which was welcomed. Meeting with Paul Camic to discuss sectiate Bpvr
Feeling time pressured.
March —April 2016
Quantitative data analysis and write up. Analysis seem to suggest deceonpslyich
properties for the questionnaire and some interesting findings relatingdio dliefs impact
intention to refer. | am encouraged to find that holistic care anfhnthiées views are

important factors relating to psychology referral.
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Appendix S: End of Study Letter to Ethics Panel

This has been removed from the electronic copy
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Appendix T: End of Study Repat to Research Ethics Committee form Site 1

This has been removed from the electronic copy
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Appendix U: End of Study Report to Research Ethics Committee form Site 2

This has been removed from the electronic copy
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Appendix V: End of Study Report for Participants
13/04/2016

DearResearclparticipants

Thankyou for taking partin aresearctstudy aboutactorsinfluencinghealthcare
professionalsieferralof childrenandfamiliesto paediatrigosychology. Duéo thehigh
ratesof distressandmentalhealthdifficulties in childrenandadolescentswith physicalhealth
problemsseveralstudies have showthatreferralof thesechildrenandtheir familiesto
paediatricpsychology should bacreased.Additionally, researchhasshownthebenefitsof
integratingphysicalandmentalhealthservicedor thosewith physicalhealthdifficulties both
in termsof clinical andcosteffectiveness.

However therearefew studiesnvestigatingfactorsinfluencinghealthcare
professionalsieferralbehaviourFollowing stagel of your participation(qualitative
guestiors aboutviews on paediatricpsychology), a questionnaweasdevelopedvhich aimed
to examinehowtheseviewsimpactpaediatrichealthcargrofessionalsteferralbehaviour
(specificallyreferralto paediatrigpsychology).

The studyusedtheory of planned behavioto developthe questionnaireAccording
to this theory,anindividual’'s behavioucanbe predictedbasedon attitudes subjective norms
andperceivedoehavioural controkll of which areinfluencedby beliefs.Behaviourabeliefs
createa positive or negativattitudetowarda behaviour; normativieeliefsproduce
subjective nornfperceivedsocialobligation);andcontrolbeliefsleadto perceived
behavioural control. Togethegheseconstructdeadto a behavioural intentionyhich people
usuallycarryout.

Findingsindicatethatthe questionnaire holdgodreliability andvalidity andthatthe
main constructs of theory of planned behaviattitudes subjective nornandperceived
behavioural controlareusefulin predictingintentionto referto paediatricpsychology.

Subjective nornfothers’ideasstandardsandbehavioursyvasthestrongespredictor of
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intentionto referto paediatrigpsychologyTheviewsandideasof colleaguesvithin the
healthcargrofessional’own profession esa salientfactor.

Specificbeliefsaboutreferral,including valuing dolistic approacho carewerealso
shownto influence intentiorio referto paediatricpsychologyThis showsthatwhere
informationsharingbetweerdisciplinesis valued,healthcae professionalsremorelikely to
referto paediatricpsychologyBeliefs aboutfamilies’ approval ofreferralwerealsoshownto
influenceintentionto referto paediatricosychologyEncouraginglythis finding shows the
growingrole of childrenandfamily involvementin decisionmaking aboutheir use ofmental
healthservices.

Findingsthatindividual referrerfactorssuchasattitudesandbeliefscanimpact
healthcarerofessionalsteferralbehavioutindicatesthatmultidisciplinaryinterventionsand
inter-professional educatiaelatingto the psychologicakspectf illnessmaybe useful.
Recommendationf®r futureresearclarerecommendedncluding controllingfor other
characteristicsuchasgenderandlevel of healthcargprofessionaéxperience

With bestwishes

ChristineO’Connell

TraineeClinical Psychologist
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