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Changes in PTSD Prevalence and the Moderating Role of Gender and Age in the First
Two Years Following Trauma: A Meta-Analytic Study

Post-traumatic Stress Disorder (PTSD) in adults is a common and life impacting disorder.
Understanding its natural course and factors which impact upon it is essential to inform
decisions about when and for whom treatment is likely to be beneficial. We conducted a
systematic review and meta-analysis of studies reporting PTSD prevalence on more than one
occasion between one and twelve months following a traumatic event in samples who had
not received treatment, whilst also exploring any subsequent assessments after this time.
The search yielded 78 peer reviewed studies that had assessed PTSD up to two years
following trauma. When pooling reported prevalence and change in prevalence over time, it
was found that just over a quarter of individuals presented with PTSD at one month.
Prevalence reduced by a third between one and three months, however after this point no
further significant reduction was evident. Further, in exploring the impact of age and gender
on prevalence change, it was found that while a higher percentage of females in a sample
was associated with higher PTSD at one month, a higher percentage of females was also
associated with larger reductions in prevalence over time. We found no evidence that age
was implicated in the course of PTSD however did identify a lack of studies on PTSD in
older adults (>60 years). The current findings have implications for timing of assessment

and treatment initiation following trauma.
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Changes in PTSD Prevalence and the Moderating Role of Gender and Age in the

First Two Years Following Trauma: A Meta-Analytic Study

Most individuals will be exposed to at least one traumatic event in their lifetime
(Solomon & Davidson, 1997) and between 25-30% of those will develop Posttraumatic
Stress Disorder (PTSD; National Institute of Health and Care Excellence [NICE], 2018).
PTSD is characterised by the presence of intrusive thoughts related to the traumatic event,
the avoidance of reminders of the trauma, negative alterations in cognition and mood, and
hyperarousal (American Psychiatric Association, 2013) causing significant distress and
impacting upon quality of life. The lifetime prevalence of PTSD, based on a large
representative sample in the USA, is estimated to be around 8% (Kessler et al., 1995). PTSD
can impact a number of areas of the sufferers’ lives including relationships (Galovski &
Lyons, 2004; Beck et al., 2009), finances and occupation (Kessler, 2000) and physical health
(Scott et al., 2008), as well as impacting on family (Williamson et al., 2019). Such pressures
may highlight why individuals with PTSD are also at a moderately increased risk of suicide
compared to those without the disorder, even after controlling for other co-morbid
psychiatric diagnoses (Krysinska & Lester, 2010; Panagioti et al., 2009). As a result,
interventions to help those with PTSD are hugely important. However, the point at which
one intervenes can be equally as significant. Intervening too early in certain cases has been
shown to have little impact on symptoms, or even make symptoms and progression worse,
as was evidenced to be the case with debriefing (Rose et al., 2002). Similarly, many of those
who receive a diagnosis of PTSD will recover from the disorder without intervention (see
Morina et al.,2014, for review, with estimates varying between eight and 89%), therefore
intervening in these individuals may represent an inefficient use of resources. As a result of
the above, understanding natural recovery patterns could be useful for identifying at what
point formal support may be most suitably offered.

A recent meta-analysis of 27 studies by Hiller et al. (2016) has considered this
question in the child and adolescent literature. Considering studies with a follow-up of up to
a year, the authors found a 50% reduction in symptoms over the first 6 months, while there
was no evidence of a significant further reduction between 6 to 12 months. In addition, three
systematic reviews have examined remission rates in the adult literature. Morina et al.
(2014) examined studies without specific treatment and found remission rates of between 8
and 89%. However, they considered studies with a long follow-up period (mean = 40
months), which means even in those who eventually remit, a long period of suffering is
apparent. Steinert et al. (2015) also examined the longitudinal course of PTSD, however

they limited their studies to a follow-up of longer than three years and for many studies it
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was not clear if participants had received treatment. Further, Santiago et al. (2013)
conducted a systematic review of 35 studies of PTSD prevalence over the first year
following trauma, finding median prevalence rates of PTSD of 28.8%, 17.8%, 14.9% and
17.0% at one, three, six and 12 months following trauma, respectively. However, as
Santiago et al., (2013) failed to use meta-analytic methods to combine studies, relying on the
median prevalence of studies which does not account for the sample size of studies and

therefore may not be a good estimate of pooled prevalence.

Moderators of Recovery

Equally as important as documenting the natural course of PTSD, is a consideration
of the factors which may predict or moderate natural recovery from PTSD. Identifying such
factors will help highlight for whom intervening is most important and has implications for

the development of early screening measures following trauma.

Gender Differences in Risk of Developing PTSD

A relatively robust finding in the literature has been that females have a two-fold
increase in risk of developing PTSD following a traumatic event than males (Ditlevsen &
Elklit, 2012; Tolinet al., 2006). One possible explanation for this may be differences in type
of trauma females and males are exposed to; for example, there is evidence that females are
more likely than males to be the victim of sexual assault or child abuse (Tolin et al., 2006).
Another explanation proposed for gender risk difference in PTSD is cognitive and
behavioural responses to traumatic events. Foa et al. (1999) found that females were more
likely to blame themselves and believe they acted incompetently, and to use coping
strategies such as wishful thinking and thought suppression than males, which are factors

that correlate strongly with PTSD symptom severity (Clohessy & Ehlers, 1999) .

Gender Differences in Trajectory of PTSD

While there has been much research demonstrating females are at a higher risk of
developing PTSD, there is less certainty whether there is a difference in the course of PTSD
between males and females. If, as discussed above, responses to traumatic events differ
between males and females at a cognitive and behavioural level (Clohessy & Ehlers, 1999;
Foa et al., 1999), it is possible that there will be gender differences in natural recovery rates,
given that these are also factors that are important in the maintenance of PTSD (Ehlers &
Clark, 2000). Indeed, there is evidence that females are more likely to develop a chronic
course of the disorder in long-term studies (Breslau & Davis, 1992; Pietrzak et al., 2013).
However, there are other studies finding that gender is not an important factor in predicting
long-term course (Freedman et al., 1999; Galatzer-Levy et al., 2013; McLaughlin et al.,
2011; Morina et al., 2014; Yin et al., 2019).
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The Effect of Age During Exposure to Trauma on Onset and Trajectory of PTSD

Another important demographic characteristic that may be important in predicting
long-term PTSD trajectory, is age. Indeed, there is robust evidence that being exposed to a
traumatic event in childhood is associated with a greater likelihood of developing PTSD in
adulthood than those who experienced their first traumatic event in adulthood (Zlotnick et
al., 2009). However, in those who experience their first trauma within in adulthood, it is
unclear if and how the age at which they experienced that event impacts on the course of
PTSD. As we age, there are factors that may make it more difficult to deal with a traumatic
event, such as changes in role, decreases in social support and cognitive impairment (Aldwin
et al., 1996; Cook et al., 2001). On the other hand, increased age can bring resilience and
increased coping strategies (Moos et al., 2006).

The literature is inconsistent as to the effect of age on longitudinal course of PTSD.
Boscarino (2008) found that younger age of exposure in adulthood was associated with an
increased chance of developing PTSD, however older age was associated with delayed onset
PTSD. Longitudinal studies also find mixed evidence, with some studies finding increased
age as a predictor of a more chronic course of PTSD (Galatzer-Levy et al., 2013;
McLaughlin et al., 2011; Pietrzak et al., 2013; Steinert et al., 2015) whilst other studies have
found no such relationship (Dickstein et al., 2010; Freedman et al., 1999; Guyon et al., 2017;
Pietrzak et al., 2012).

Aims and Rationale

To date, reviews of the natural course of PTSD in adulthood have focused on studies
with very long-term follow-up (Morina et al., 2014; Steinert et al., 2015), or when
examining the shorter term, have not used meta-analytic methods to combine results
(Santiago et al., 2013). By determining the course and rate of natural recovery from PTSD, it
will help highlight the point following a traumatic event when further natural recovery is
unlikely and therefore highlight when intervention is warranted. Further, by exploring key
moderators to the natural course of recovery, it can help highlight individual characteristics
that may indicate a more chronic course of PTSD and therefore those individuals that are a
priority for treatment.

Therefore, the aims of the current study were to conduct a systematic review and

meta-analysis:

(1) in order to quantify PTSD prevalence over the first year following a traumatic

event, whilst also exploring prevalence in the longer term when reported, and
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(2) via meta-regression, to explore the influence of the proportion of the sample that
were male/female, and average age on PTSD prevalence estimates and change in prevalence
over this time period.

The review was conducted in collaboration with another DCIlinPsy student, Peter
Diamond. The moderating effects of the assessment method of PTSD (Self-report vs.
Diagnostic Interview) and type of trauma (Intentional vs. Unintentional) on PTSD
prevalence over time were explored separately and are presented in his thesis (Diamond
unpublished DClinPsy thesis, 2020).

Method

Pre-registration

The protocol for the conduct of this review was pre-registered on Prospero (ID:
CRD42018105334).

Selection of Studies

Search Strategy

To identify papers for both elements of the meta-analysis, the terms “posttraumatic
stress” or “post-traumatic stress” or “post traumatic stress” or “PTSD” combined with (and)
“longitudinal” or “trajectory” or “prospective” were used to search PsycNET (including
psycINFO, PsycARTICLES, PsycEXTRA (to include grey literature)), PubMed and the
Published International Literature on Traumatic Stress (PILOTS) databases in September
2018 (and updated in November 2019) from the year 1980. The reference lists of published
reviews in related areas were also searched. No specific search terms related to age and
gender were included owing to it being routine in research articles to include the average age
and gender ratio of the included sample. The Cochrane library and Prospero were checked to
ensure no published reviews already existed or were in progress in the area. Articles meeting
the search criteria were imported into Covidence reference management software (Veritas
Health Innovation, 2020).

Inclusion Criteria

Inclusion and exclusion criteria are summarised in Table 1.1. Studies were included
that measured prevalence of PTSD using a standard measure (i.e. questionnaire and/or
diagnostic interview) in exclusively adult samples (=18 years) at more than one time point
between one month and 12 months following a traumatic event. These time points included
(1-month, 3-months (+/- 1 month), 6-months (+/- 1 month), 9-months (+/- 1 month) and 12-

months (+/- 1 month). The definition of traumatic event included any event meeting PTSD
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Criterion A of the Diagnostic and Statistical Manual of Mental Disorders (DSM) Edition IV
or V. If a study reported two time points that fell into the epoch of one of the time points of
interest for the current study (e.qg. if a study reported PTSD prevalence at 2 and 4 months
post-trauma, both timepoints would fall into the 3 months +/- 1 time point of interest for the
current study), the earlier time point was used (e.g. 2 months) as long as the study also

included a later time point that met our criteria.

Exclusion Criteria

Studies including participants under the age of 18 years, or with moderate to severe brain
Table 1.1

Criteria for Inclusion (PECQO) and Exclusion

Inclusion Criteria

Participants Adults (>18 years of age)

Exposure Experienced a traumatic event defined by DSM-IV or V criteria
with no treatment for PTSD

Comparison None

Outcome Prevalence of PTSD assessed using a standardised measure on

more than one occasion between 1 month and 12 months
following a traumatic event?

Exclusion Criteria
Sample includes participants < 18 years of age
Sample includes participants with moderate to severe brain
injury
Participants experienced traumatic event before the age of 18
years
Participants received treatment targeted at PTSD symptoms
Unclear as to the elapsed time between traumatic event and
follow up assessments
Used DSM-III criteria to determine PTSD diagnosis
Case studies and reviews

Notes. DSM = Diagnostic and Statistical Manual of Mental Disorders; PTSD = Post-

Traumatic Stress Disorder

Time points of interest specified in main text.
injury (see Bryant, 2011) or had experienced the traumatic event before the age of 18 years
were excluded. Studies were also excluded if the sample had received an intervention
targeting PTSD symptoms (although non-intervention/routine care control arms of
intervention studies were included). Studies in which the elapsed time between the traumatic
event and the follow-up assessments of PTSD was unclear were excluded (e.g. exposure to a
war zone over a number of months, or PTSD in relation to an occupation in general with no
clear date of an explicit traumatic event). Studies that used DSM-I11 criteria for defined
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PTSD were excluded due to there being no requirement for symptoms to cause significant
distress or impact on functioning which has been found to alter prevalence rates (van
Ameringen et al., 2011). Case studies, reviews and articles not reported in English were also
excluded. Studies that did not include demographic data on participant age and gender were
still included in order to include them in the analysis of prevalence over time but were

excluded from moderator analysis.

Article Screening

Prisma guidelines were followed to identify relevant articles, the process of
which is summarised in Figure 1.1. Review authors JA and PD both screened the abstracts of
all studies identified in the initial search (N=5122) according to the above criteria; any
discrepancy, which was rare (Kappa = .87) was resolved via discussion. The main reasons
for exclusion at this stage were a) PTSD not measured at more than one time point, or b) the

Figure 1.1
Prisma Flow Diagram of Screening Process
—
=
2 Records identified through Additional records identified
E database searching through reference lists of reviews
= (N=5122) (N=8)
£
]
=
L 4 ¥
Records after duplicates removed
(n=3071)
w
=
=
g L i
7}
w Records screened Records excluded
(n=3071) 7 (n=2523)
(S
¥ Full-text articles excluded
= Full-text articles assessed  [—» (n=4732)
i for eligibility Reason:
& (n=550) 155 The time between trauma exposure and assessment of PTSD was
w unclear
104 PTSD not assessed at least twice between 1 month and 12 months
since trauma
e 57 Sample includes individuals where trauma exposure occurred before
18 years of age
48 Relevant data not available
¥ 33 Duplicate article or sample
.g studies included in 28 Un:l.e_ar if entire .sample were exposed to traumatic event
- uantitative synthasis 20 Participants received treatment
3 q ¥ N 10 Only followed up participants meeting criteria for PTSD following
E (meta-analysis) trauma
(n=78) 7 DSM-II
5 Moderate to severe brain injury
4 Not in English
1 Case study

sample included participants under the age
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of 18 years. JA and PD subsequently screened the full text of 50% of the remaining articles
each, and then cross-checked 10% of the other’s texts resulting in high agreement (kappa =
.96). Disagreement was resolved via discussion and any changes to criteria were

retrospectively applied. For studies in which the methodology suggested relevant data were
collected (and therefore the study met inclusion criteria) but the data was not reported in the

study, the corresponding authors were contacted to request this.

In total, 78 peer-reviewed articles (79 independent samples) were included in the
meta-analysis. 70 studies reported the percentage of the sample that were male/female,
whilst 63 studies reported the mean age of the sample.

Data Extraction

Data were extracted by JA and PD (50% of studies each), with 10% of each cross-
checked for accuracy (resulting in 97.7% agreement). Key study characteristics (year of
publication, country of origin, sample size, average age, age range, percentage male/female
and PTSD assessment method) and key outcome data were extracted including number and
proportion of the sample that met PTSD criteria according to diagnostic interview or cut-off
scores for each available time point.

Data Analysis Strategy

Meta-analyses were conducted (using R version 3.6.2, (R Core Team, 2019)) for
pooled prevalence at each time point and change in prevalence between time points for up to
two years following a traumatic event. Meta-regression was used to explore the impact of
mean age of study samples and the percentage of the sample that were male on prevalence of
PTSD at each time point and change in prevalence between time points. Random effects

modelling with 95% confidence limits were used for all estimates (Riley et al., 2011).

Pooled Prevalence of PTSD at Each Time Point

The total sample size and number of participants with PTSD was entered into
“escalc” function of the “metafor” library (Viechtbauer, 2010) to calculate the pooled
proportion of those with PTSD for the following time points: Time(T)1 (1-month), T2 (3-
months), T3 (6-months) T4 (9-months) T5 (12-months), T6 (15-months), T7 (18-months),
T9 (24-months)®. The proportions were transformed using the Freeman-Tukey double

arcsine transformation (Freeman & Tukey, 1950), which is recommended when proportions

! There was only a single study reporting prevalence of PTSD at T8 (21 months) so this time point
was not included in the analysis
22



are near or include zero due to variance becoming magnified (Barendregt et al., 2013). The
“rma” function was used to run meta-analysis on the transformed proportions using a
random-effects model using the restricted maximum-likelihood estimator. Transformed
proportions were subsequently back transformed and converted to a percentage to ease
interpretation.

Change in Prevalence

Absolute prevalence estimates are misleading to interpret in relation to change over
time due to different studies contributing to pooled statistics at each time point. If there is
significant heterogeneity in baseline levels of PTSD in different studies then difference in
prevalence across time points may not reflect true change (Hiller et al., 2016). This issue is
avoided using pooled estimates of change in prevalence in each study as the change accounts
for starting levels of PTSD. Risk difference: (proportion with PTSD at Tx minus proportion
of PTSD at Tx-1) where Tx-1 and Tx are the earlier and later time points, respectively, was
calculated as a measure of change. Where there was attrition between time points, we
assumed the proportion lost to follow up was equal for those with PTSD and those without
PTSD. Random effects meta-analyses were run using the “metabin” function of the “meta”
library, using the Mantel-Haenzel method (Robins et al., 1986) for estimating between study
heterogeneity and the restricted maximume-likelihood estimator for within study
heterogeneity. This was done for change in prevalence over the following: 1-month to 3-
months, 1-month to 6-months, 1-month to 12-months, 3-months to 6-months, 3-months to
12-months, 6-months to 12-months, and 12-months to 24-months.

For analyses of both pooled prevalence and change in prevalence, heterogeneity was
quantified using the 12 statistic which provides an estimate of percentage of the total
observed variability that is due to true prevalence differences rather than random variation
(Higgins et al., 2003).

Meta-regression

For both the meta-analysis of pooled prevalence and change in prevalence, where
significant heterogeneity was identified between studies, meta-regression was used to
explore the extent to which the heterogeneity could be explained by the pre-specified study
characteristics of mean age of sample and percentage of the sample that were male?. Meta-
regression was only conducted where number of studies (k) >10 (Borenstein et al., 2011). To
check the robustness of regression models, permutation tests were run on those found to be

significant (Higgins & Thompson, 2004). Funnel plots were inspected for possible

2 As noted earlier, trauma type (intentional vs unintentional) and whether PTSD was diagnosed using
self-report or clinician interview was explored by PD (the results of which are reported in PD
Doctorate of Clinical Psychology Thesis).

23



publication bias (i.e. preference for publication where PTSD rates were higher). In general,
funnel plots were symmetrical for all point prevalence (1, 3, 6, 9 and 12-months), however
there was evidence of publication bias at 24 months. For change scores, funnel plots were all

symmetrical suggesting no major publication bias.
Results

Data Summary

Table 1.2 provides summary information for included studies. Studies included in
each meta-analysis of point prevalence and change scores are specified in their

corresponding forest plot.
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Table 1.2.

Study Characteristics

Male  Age PTSD Rater

Author Country  Trauma N? (%) (m) measure (S/DI)  Time points (months following trauma)
1 3 6 9 12 15 18 21 24
ICU admission (various)
gtgglit) Australia IcU 93 829 370  PCLC s A \
fo(hze(;Tg)Et Norway ICU 157 32 NR IES-R s A A \
Bienvenu
etal. USA ICU 151  NR  55.0 NR S N A V \
(2013)
;ar(’géig)“ Italy ICU 93 688 NR  PTSS-14 S NI
Davydow
etal. USA ICU 131 59.33 482 PCL-C S \ \
(2013)
Fumis et al.
(2015) Brazil ICU 119 636 59.3 IES DI Y
patients
Jackson et N N
al. (2014) USA ICU 415 51 NR PCL-S S
Langerud
et al. Traumatic \ \
(2018) Norway Injury 63.6 551 118 PTSS-10 S
Weinert &
Sprenkle ICU N
(2008) USA procedures 149 52 54.0 PSS S
MVA only

glozggafl;’t Spain MVA 119 487 388 DTS&SCID S v
Feinberg et
al. (2017) USA MVA 856 39.3 NR IES-R S \ \ \
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Fredman et

al. (2017) USA MVA 114 263 381 PCL-C s N W
Jones et al.
(2007) UK MVA 115 39.7 368 PSS S N
Kenardy et .
al. (2018) Australia MVA 284 377 493 CIDI-PTSD DI
Kobayashi
etal. USA MVA 280 50.0 385 CAPS DI NN
(2019)
Kuhn et al.
(2006) USA MVA 40 400 386 PCL s A
LeBlanc et
al. (2016) USA MVA 111 257 383 PCL-C S NI
Murray et
al. (2002) UK MVA 21 778 339 PDS s A
Sterling et .
al. (2010) Australia MVA 154 370 36.9 PDS S NN
Arnberg et .
al. (2015) Sweden Air crash 88 69.0 34.0 IES S NI
Mixed (mainly MVA)

Bachar et 80% MVA,

Israel 10% Terror, 115 NR NR CAPS DI N
al. (2005)

9% work

Carty et al. . o 37.2
(2006) Australia  75.4% MVA 301 7541 5 CAPS DI ~
Creamer el australia  74%MVA 337 750 360  CAPS DI J
al. (2004)
Daniels et Canada 86% MVA 102 3058 382 CAPS DI S
al. (2012)
Frewen et
al. (2015) ~ Canada MVA 159 400  36.6 CAPS DI
Hruska et .
al. (2016) USA 41%MVA 68 512 351  PCL-C RN
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Marshall, et

0, -
al. (2010a) USA 58% MVA 476 NR 33.3 PCL-C S
McFarlane Acute
et al. Australia traumatic 37 75.0 34.0 CAPS DI
(2011) accident
Mouthaan
et al. Holland 69% MVA 291 64.7 42.6 CAPS DI
(2014)
Nickerson
et al. Australia 66% MVA 989 75.0 37.9 CAPS DI
(2014)
O’Donnell
et al. Australia 75% MVA 301 75.6 37.3 CAPS-IV DI
(2007)
Roden-
Foreman et USA 44% MVA 190 60.0 48.5 PC-PTSD S
al. (2017)
Zatzick et 0
al. (2001) USA 65% MVA 86 65.0 NR PCL-C S
Warren et Fall, MVA, PCL-C &
al. (2015) USA assault 311 626 463 PC-PTSD S
Trauma Centre unspecified
Bell etal. USA  Traumacentre 465 648 NR  PCL-C s
(2018) '
Bryant et .
al. (2010) Australia  Trauma centre 932 73.0 38.3 CAPS S
Chang, -
(2016) USA Trauma centre 268 62.0 45,5 PC-PTSD S
Burns
Bosmans et
al., (2015) Holland Burns 143 66.3 41.0 IES S
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Fidel-

Kinori et Spain Burns 180 71.0 411 DTS S \
al. (2016)
McKibben
et al. USA BuUM 151 736 389 DTS S
(2008)
Falls
;h‘gggogt) UK Falls 00 148 834 PDS S
Health

Castilla & Myocardial
Vazquez Spain Infarction 48 71.1 NR PCL-5 S
(2011)
Huang et Acute
al. (2016) USA resplratory 605 48.0 49.0 IES-R D)

disease
gflo(‘;'gi;t)et Holland  MOSaal o0 a0 600 IESR s J
Sheldrick Myocardial
etal. UK o retion 21 NR  NR DTS S v
(2006)
Vranceanu MSK trauma
etal. USA 152 46.0 475 PCL-C S

treated
(2014) .

operatively
Winter-
mannetal.  Germany Critical illness 110 67.0 58.6 SCID DI \
(2015)

Family Health

Fumis et al
gf:r’:t'gs) Brazil meanat;Z:l?lcu 119 NR 518 IES DI N
(2015)
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Kentish- Death of
Barnes et France Relative in 386 NR NR IES-R S
al. (2015) ICU
Petrinec & Family
Martin USA member 1CU 38 20.8  56.3 PCL-5 S
(2018)
Child health
Bevilacqua Newborn
etal. Italy surgery 68 50.0 NR IES-R S
(2018) (Parent)
Colville & Paediatric
Pierce UK Intensive Care 102 12.0 NR SPAN S
(2012) (Parent)
De Young . Child burns
et al.(2014) Australia (Parent) 116 7.5 32.9 PDS S
Egberts et Child burns
al. (2017) Holland (Parent) 192 50.0 433 IES S
Child Mening-
Garralda et ococcal
al. (2009) UK disease 86 40.7  38.7 IES S
(Parent)
Martin- injury to child
Herz et al. USA in MVA 92 220 438 PCL-C S
(2012) (Parent)
Pregnancy loss
Engelhard,
etal. Holland  Pregnancy loss 113 0 30.7 PSS-SR S
(2001)
Farren et Miscarriage or
al. (2016) UK ectopic 69 0 33.8 PDS S
pregnancy
Horsch, et -
al. (2015) UK Stillbirth 65 0 31.9 SCID DI
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Korenromp

etal. Holland t:ﬁ%?}i‘;‘% 217 0 35 IES S
(2009)
Offspring Death
Youngblut .
etal. USA Of;:gglng 175 293 335  IESR S
(2013)
Natural Disaster
(Lz'gij)ta" Indonesia  Earthquake 505 NR  36.0 IES-R s
Thordardott
ir et al. Iceland Earthquake 38 44.2 NR PSS-SR S
(2019)
Wadsworth
et al. USA Hurricane 93 39.8 NR UCLAPTSD S
(2009)
Clinician
Ygggg)ﬂ - China Earthquake 181 464  39.6 'g‘;gg‘é'g‘:]" DI
DSM
Witness Suicide
Limosin et Train Suicide o
France (effect on 190 100 39.0 Mini v4.4 DI
al. (2006) )
Drivers)
Police
Marchand Witness event
et al. Canada (40% 83 759 326 SCID-I DI
(2015) shootings)
Military
;”égggg USA  BombBlast 613 959  26.9 PCL S
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Freeman et

Physical

al. (2013) UK assault 106 7453 344 SCID DI \

Gandubert Physical Uy

etal. France 0 89 5821 NR PTSD-I DI

(2016) assault (58%)

Halligan et

al. (2003) UK Assault 62 56.15 40.2 PDS S \
Orofacial

Marshall et surgery

al. (2006) USA following 264 90.0 344 PDS S \
assault (82%)

Marshall et Community

al. 2010b) USA Violence 294 940 25.1 PCL S \
Community

Schell et al. Violence

(2004) USA (resulting in 293 940 243 PCL S \
sig. injury)

Sexual Assault

Nickerson

etal. Australia  Sexual assault 126 NR  33.0 PCL S N

(2013)

Roy-Byrne Sexual (55%)

etal. USA Physical 23 18.0 305 CAPS DI N

(2004) (45%) assault

Steenkamp

etal. USA Sexual assault 119 0 33.0 PCL-C S Voo

(2012)

Notes. CAPS = The Clinically Administered PTSD Scale; CIDI = Composite International Diagnostic Interview; DI = Diagnostic Interview; DTS =
Davidson Trauma Scale; IES-(r) = Impact of Events Scale (Revised); M = Mean; MINI = The mini-international neuropsychiatric interview; MVA
= Motor Vehicle Accident; NR = Not Reported; PCL-(C)/(5) = PTSD Checklist (Civilian Version)/(DSM-V version); PC-PTSD = Primary Care
PTSD Screen; PDS = Posttraumatic Diagnostic Scale; PSS = PTSD Symptom Scale; PTSD-I = Watson’s PTSD Interview; PTSS-10 = Post-
Traumatic Symptom Scale-10; S = Self; SPAN = Four item Self report screen derived from Davidson Trauma Scale; SR = Self-report; SCID =
Structured Clinical Interview for DSM-1V.

1Sample size reported at baseline



Included studies were published between 2000 and 2019 and originated from 16
countries (13 of which can be considered Western cultures®). Studies from the USA were
best represented (k = 29) followed by Australia (k = 13), and the UK (k = 10). Studies ranged
in sample size from 21 to 989, average ages ranging from 24 to 83 years (an overall average
of 41 years*), and the percentage of males making up the sample ranging from 0 to 100 (an
overall average of 53%?). Studies recruited participants after a variety of types of traumatic
events, such as physical and sexual assault, serious health problems in self or a close family
member, terrorist attack, natural disaster and pregnancy loss. Studies that followed
participants after a variety of traumas® (“Mixed” in table 2) were the most frequent (k = 13),
followed by motor vehicle accidents (MVA, k = 10). The highest prevalence of PTSD (78%)
at the first follow-up point following trauma was reported in Steenkamp et al. (2012) which
followed-up females who experienced a sexual assault , whilst the smallest (2.5%) was
reported in Fumis et al. (2015), which followed family members of patients admitted to ICU.
The highest point prevalence at the longest time point following trauma (24 months) of the
included studies was reported by Arnberg et al. (2015), who found a 41% prevalence of
PTSD in participants on board an airliner that suffered engine failure resulting in an
emergency landing.

All included studies used DSM-IV criteria for diagnosing PTSD with the exception
of one (Petrinec & Martin, 2018) which used DSM-V criteria. Twenty-three studies
determined PTSD diagnosis via diagnostic interview whilst 55 studies used self-report
measures. The type of measure used by studies varied widely, with 17 measures being used
in all, the most frequent being the PTSD Checklist Civilian Version (PCL-C; Weathers et al..
1992). Further, even studies using the same measure used a variety of cut-offs to indicate the
likely presence of PTSD. For example, for studies using the Impact of Events Scale (Weiss
& Marmar, 1997) the cut-offs used ranged between 23 (Bevilacqua et al., 2018) and 35
(Garralda et al., 2009). The number of studies (k) per analysis (including moderator
analysis) ranged from k = 2 (15 and 18-months) to k = 57 (3-months) for prevalence
estimates and from k = 5 (12 to 14-months) to k = 27 (1 to 3-months) for prevalence change.
Time points of 1 month (k = 43), 3 months (k = 57), 6 months (k = 39) and 12 months (k =
37) were best represented. The time points 9 (k = 7), 24 (k = 6), 15 (k = 2), and 18 Months (k

= 2) were less well represented.

3 With Israel, China and Indonesia being the exceptions

4 Not weighted according to sample size

> While the best represented trauma type among this variety of trauma was still Motor Vehicle
Accident for each study
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Prevalence of PTSD at Each Time Point

Point prevalence of PTSD at each time point is presented in Figure 1.2 and Table 1.3
(forest plots detailing the studies contributing to the summary prevalence for each time point
can be found in Appendix 1.1). Prevalence of PTSD was at its highest at 1-month following
trauma (27%, 95% Confidence Interval (Cl) [21.6, 32.5]) and dropped to 17% (95% ClI
[14.4, 21.4]) at 3-months. Following this, prevalence remained relatively stable to 24-
months (20.8%, 95% CI [11.8, 31.4]) with the exception of 15-months where there was an
increase in prevalence to 26.7% (95% CI [13.9, 41.8]) and 18-months where there was a
reduction to 12.7% (95% CI[ 8.7, 17.3]), however both these time points were only made up

of two studies each. Significant heterogeneity was present for all time points (all 12 > 80%).

Moderator Analysis

Results from moderator analysis at each time point where k >=10 (1 month, 3
months, 6 months and 12 months) are presented in Table 1.4.

Figure 1.2

Pooled Prevalence at Each Time Point Following Trauma

N W W bh D
g O o1 O u;

=
oo o

o

Prevalence of PTSD (%)

1 3 6 9 12 15 18 24
Time Since Trauma (months)
Age. The mean age of the sample was significantly negatively associated with

prevalence of PTSD at 1 month (p = .01; R? = 12.6%?°, which remained significant following
permutation test) and a trend towards significance at 3-months (p = .08;R? = 4.3%) such that
higher mean sample age was associated with lower prevalence rates at 1-month and 3-
months. This relationship was not significant for 6-months or 12-months (ps = .27 — .45; R%s
< 0.5%).

® R?s reported represent Pseudo R? values, see Raudenbush (2009) for further details of their
calculation. They provide an estimate of heterogeneity explained
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Table 1.3

Pooled Prevalence of PTSD at Each Time Point Following Trauma

Month 1 3 6 9 12 15 18 24
% 27 17.8 19.5 214 17 26.7 12.7 20.8
Cl lower 21.6 14.4 16.9 10 13.4 13.9 8.7 11.8
Cl upper 325 214 23.3 355 20.8 41.8 17.3 314
K 43 57 39 7 37 2 2 6
n 6606 11125 7323 302 9116 228 236 2101

Notes. % = Pooled percentage of participants with PTSD; CI = 95% Confidence Interval; K =

number of studies contributing to meta-analysis; n = Pooled number of participants contributing to

meta-analysis; Month = Number of months following traumatic event

Gender. The percentage of the sample that were male was significantly negatively

associated with point prevalence 1-month and 3-months (p =.04; R>=9.1% and p < .01, R?

= 17.1%), and they remained significant after permutation test), such that a higher

percentage of males in the sample was associated with lower prevalence rates. This

relationship was not significant at 6-months and 12-months (ps = .20 - .6; R?s < 1.9%).

Table 1.4

Moderator Analysis of Point Prevalence

Time point Moderat K B: Z 12 R?
or
T1-1Month Male 38 -0.0024* -2.05 94.6% 9.11%
Age 36 -0.011* -2.47 95.15% 12.6%
T2 -3 Months Male 49 -0.0027** -3.24 93.83% 17.08%
Age 44 -0.005 -1.73 94.77% 4.31%
T3 -6 Months Male 35 -0.0005 0.50 88.45% 0.0%
Age 32 -0.0025 -1.10 91.53% 0.5%
T5-12 Male 34 -0.0017 -1.30 94.82% 1.90%
months
Age 25 0.0025 0.75 93.94% 0.00%

Notes. K = number of studies; B; = unstandardized Beta estimate; I1?> = estimate of

unaccounted heterogeneity; R? = estimate of heterogeneity accounted for by

moderator; T = time point
*p<.05**p<.01
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Change in Prevalence

Forest plots showing change in prevalence at the different time points are presented

in Figures 1.3 to 1.8. Risk difference showed reliable reductions (i.e., confidence interval
does not include zero) in prevalence of 9% (95% CI [5%, 14%]) between 1-month and 3-
months, 6% (95% CI [2%,10%]) between 1 and 6-months, 9% (95% CI [3%, 15%]) between
1 and 12-months, 2% (95%CI [1%, 4%]) between 3 and-12 months, and 2% (95% ClI

[.004%, 4%]) between 6-months and 12-months’. A non-reliable reduction (ClI included
zero) of 1% (95% CI [+2%, 3%]) between 3 and 6-months, whilst there was a 0% reduction

(95% CI [+3%,3%]) between 12-months and 24-months.

Figure 1.3

Change in Prevalence Between One Month and Three Months

Study

Alfhiem et al (2019)
Arnberg et al (2015)
Bachar et al (2005)
Bell et al (2018)
Coronas et al (2011)
Daniels et al (2012)
Egberts et al (2017)
Englehard et al (2001)
Farren et al (2016)
Fidel-Kinori et al (2016)
Fredman et al (2017)
Frewen et al (2015)

Fumis et al (2015) (Family members)

Fumis et al (2015) (Patients)
Gandubert et al (2016)
Grieger et al (2006)
Hruska et al (2016)
Jones et al (2007)
Kuhn et al (2008)
LeBlanc et al (2018)
Marchand et al (2015)
Nickerson et al (2013)
Petrinec et al (2018)
Roy-Byrne (2004)
Sheldrick et al (2006)
Steenkamp et al (2012)
Sterling et al (2010)
Youngblut et al (2013)

Random effects model

T2 PTSD

Events

Heterogeneity: = 87%, =001 19, p <0.01

Total

143

58
136
350
108

92
162
101

44
189
103
129
103
103

85
395

50
115

35
100

T1PTSD
Events Total

121

157

88
115
465
119
102
192
113

69
180
114
159
119
119

89
613

68
115

40
111

83
126

Risk Difference

-04-02 0

02 04

RD

-0.12
-0.24
-0.02

0.03
-0.13
-0.11
-0.16
-0.18

0.11

0.03
-0.18
-0.09

0.02
-0.06
-0.07

0.08
-0.15
-0.11
-0.06
-0.16
-0.02
-0.37

0.03
-0.30
-0.12
-0.37

0.13
-0.18

-0.09

95%=Cl Weight

[-0.22:-0.02] 3.7%
[-0.39:-0.08] 3.0%
[-0.11: 0.08] 3.8%
[-0.03; 0.09] 4.2%
[-0.26: 0.00] 3.4%
[-0.22: -0.01] 3.7%
[-0.26: -0.07] 3.3%
[-0.27:-0.08] 3.8%
[-0.07; 0.28] 2.7%
[-0.05: 0.10] 4.1%
[-0.30; -0.06] 3.5%
[-0.18: -0.01]  4.0%
[-0.03; 0.07] 4.3%
[-0.10; -0.01]  4.4%
[-0.20; 0.08] 3.4%
[0.04; 0.12] 4.5%
[-0.28:-0.02] 3.3%
[-0.22; 0.00] 3.6%
[-0.22; 0.10] 3.0%
[-0.28: -0.03] 3.4%
[-0.06; 0.02] 4.4%
[-0.46:-027] 3.8%
[-0.10; 0.17] 3.3%
[-0.58:-0.03] 17%
[-0.36; 0.12] 2.0%
[-0.51:-023] 32%
[0.05; 0.22] 3.9%
[-0.28:-0.09] 3.3%

[-0.14; =0.04] 100.0%

Notes. Negative risk difference denotes lower prevalence at 3-months than 1-month. T1

= One month following trauma; T2 = three months following trauma; RD = risk

difference; Cl = Confidence Interval; I = heterogeneity; t* = tau

" The heterogeneity (1?) statistic for this meta-analysis was 0% which may be due to within study
variability masking between study variability (Higgins et al., 2003).
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Figure 1.4

Change in Prevalence Between One Month and Six Months

T3 PTSD
Study Events Total
Aitken et al (2014) 20 88
Alfniem et al (2019) 29 135
Conejo-Galindo et al (2007) 15 44
DeYoung et al (2014) 6 115
Feinberg et al (2017) 142 834
Fidel-Kinori et al (2016) 23 164
Freeman et al (2013) 15 94
Grieger et al (2006) 36 301
Halligan et al (2003) 21 70
Kobayashi et al (2019) 17 217
Kuhn et al (2006) 4 34
Marshall et al (2006) 58 264
McFarlane et al (2011) 6 28
McKibben et al (2008) 37 111
Mouthaan et al (2014) 14 226
Murray et al (2002) 4 21
Sterling et al (2010) 19 120
Vranceanu et al (2014) 25 136
Weinert et al (2008) 12 80
Youngblut et al (2013) 102 217
Random effects model 3299

Heterogeneity: /% = 81%, 1° = 0.0065, p < 0.01
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month. T1 = One month following trauma; T3 = six months following Trauma; RD
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Figure 1.5

Change in Prevalence Between One Month and 12 Months

T5 PTSD
Study Events Total
Alfhiem et al (2019) 30 127
Bell et al (2018) 87 290
Conejo—Galindo et al (2007) 12 42
Egberts et al (2017) 20 117
Feinberg et al (2017) 137 859
Gandubert et al (2016) 10 57
Kobayashi et al (2019) 17 195
Marchand et al (2015) 0 76
McKibben et al (2008) 30 105
Sterling et al (2010) 18 105
Youngblut et al (2013) 63 187
Zatzick et al (2001) 23 71

Random effects model

2231

Heterogeneity: /2 = 87%, 2 = 0.0091, p < 0.01

Notes. Negative risk difference denotes lower prevalence at 12-months than 1-
month. T1 = One month following trauma; T5 = 12 months following Trauma;
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Figure 1.6

Change in Prevalence Between Three Months and Six Months
T3 PTSD T2 PTSD

Study Events Total Events Total Risk Difference RD 95%=-Cl Weight
Alfhiem et al (2019) 29 135 35 143 —— -0.03 [-0.13; 0.07] 3.8%
Bienvenu et al (2013) 32 181 38 151 — -0.04 [-0.13;0.05] 4.3%
Bosmans et al (2015) 31 135 35 143 —— -0.02 [-0.12; 0.08] 3.8%
Capuzzo et al (2010) 2 89 1 93 E 0.01 [-0.03; 0.05] 12.9%
Carty et al (2006) 30 301 23 301 e 0.02 [-0.02: 0.07] 10.9%
Castillo et al (2016) 16 92 19 101 S -0.01 [-0.12:0.09] 3.3%
Chang et al (2016) 63 268 84 268 — -0.08 [-0.15:0.001 5.8%
Fidel-Kinori et al (2016) 23 164 25 169 . -0.01 [-0.08:0.07] 5.8%
Grieger et al (2006) 36 301 48 395 —a —0.00 [-0.05:0.05] 10.1%
Horsch et al (2015) 13 59 23 65 —'—’— -0.13 [-0.29; 0.02] 1.7%
Kentish-Barnes et al (2015) 123 282 173 386 —"— -0.01 [-0.09:0.08] 5.7%
Kuhn et al (2006) 4 34 4 35 —_— 0.00 [-0.15:0.15] 1.8%
Martin—Herz et al (2012) 6 83 14 92 —— -0.08 [-0.17:0.01] 4.3%
Roden-Foreman et al (2017) 36 157 36 190 —r 0.04 [-0.05:0.13] 4.83%
Sterling et al (2010) 19 120 27 121 —— -0.06 [-0.16:0.03] 3.8%
Warren et al (2015) 41 231 33 311 —a— 0.07 [0.01:0.13] 7.9%
Winterman et al (2015) 11 90 8 110 — 0.05 [-0.03:0.13] 5.0%
Youngblut et al (2013) 102 217 111 218 — T -0.04 [-0.13;0.05] 4.2%
Random effects model 2919 3292 ﬁ =0.01 [=0.03; 0.02] 100.0%
Heterogeneity: /° = 29% t° = 0.0006, p = 0.12

-02-01 0 01 02

Notes. Negative risk difference denotes lower prevalence at 6-months than 3-
months. T2 = three months following trauma; T3 = six months following Trauma;
RD = risk difference; Cl = Confidence Interval; I = heterogeneity; t* = tau

Figure 1.7

Change in Prevalence Between Three Months and 12 Months

TS5 PTSD T2 PTSD

Study Events Total Events Total Risk Difference RD 85%-Cl1 Weight
Alfhiem et al (2018) o 127 35 143 —-':— -0.01 [-0.11; 0.08] 1.9%
Bell et al (2018) a7 180 104 350 —-—I-— 0.00 [-0.07; 0.O7] 3.2%
Bienvenu et al (2013) 3z 141 38 151 —_— -0.01 [-0.11; 0.08] 2.1%
Bosmans et al (2015) 0 120 35 143 —-—|- -0.08 [-0.1%; 0.00] 2.2%
Byrant et al (2010} T8 817 b0 032 o 0.00 [-0.03: 0.O2] 7.5%
Chang et al (20186) 47 263 B4 268 —— -0.13 [-0.21;-0.08] 32.2%
Caolville et al (2012) 2 81 43 102 ———— -0.15 [-0.28;-0.01] 1.2%
Creamer et al (2004) 31 a7 30 337 *—I°— 0.01 [-0.03: 0.0E] 54%
Davydow et al (2013) 18 120 21 121 —_— -0.01 [-0.10: D.08] 2.3%
Egberts et al (2017) 20 117 38 162 —i -0.05 [-0.14: 0.04] 2.2%
Gandubert et al (2016) 10 57 12 B85 —_—— -0.04 [-0.17: 0.10] 1.2%
Garralda et al (20089) 16 88 28 BE ———=——t —0.12 [-0.24; 0.01] 1.3%
Jackson et al (2014} 25 381 28 415 b=l —-0.00 [-0.04: D.D4] &.5%
Kentish-Barnes et al (2015) 78 215 173 386 - -0.09 [-0.17; 0.OD] 27%
Langerud et al (2017} 13 B8 15 118 - 00z [-0.08: 0.11]  2.1%
Limesin et al (2008) 1 178 3 180 il -0.01 [-0.03; 0.01] 2.4%
Marchand et al (2015) i FiL:} o a1 —— 0.00 [-0.02; 0D.0Z] 7.8%
Marshall et al (2010a) 81 304 63 284 —— -0.01 [-0.08; 0.05] 3.7%
Martin-Herz et al (2012) 5 B4 14 8z — -0.08 [-0.1%; 0.00] 2.4%
Moulaert et al (2017) 31 110 31 120 —— 0.02 [-0.08; 0.14] 1.6%
Mickerson et al (2014) 82 865 I -] - 0.00 [-0.03; 0.03] 7.7%

'Donnell et al (2007) 3z 307 30 301 —HE— 0.00 [-0.04; 0.O5] 5.1%
Roden—Foreman et al (2017) 25 130 38 180 —— -0.01 [-0.09: D.08] 2.5%
Schell et al (2004) 54 168 T 183 ——t -0.06 [-0.13; 0.01] 32.4%
Stering et al (2010) 18 105 27 121 — -0.05 [-0.16: 0.05] 1.0%
Thordardottir et al (2019) 23 604 38 827 | | -0.01 [-0.03: 0.01] 24%
Younghblut et al (2013) 83 187 1M 218 —+— ! -0.17 [F0.27. -0.08]  2.1%
Random effects model 6424 7525 = —0.02 [-0.04; —0.01] 100.0%
Heterogeneity: I = 53%, = 0.0007, p < 0.01

-02-01 0 01 02

Notes. Negative risk difference denotes lower prevalence at 12-months than 3-
months. T2 = three months following trauma; T5 = 12 months following trauma;

RD = risk difference; Cl = Confidence Interval; I = heterogeneity; t* = tau



Figure 1.8

Change in Prevalence Between 12 Months and 24 Months

TS PTSD TS5 PTSD

Study Events Total Events Total Risk Difference RD 95%—-Cl Weight
Biemvenu et al (2013) 32 135 32 141 _— 0.01 [-0.09;0.11] 8.0%
Byrant et al (2010} 48 705 T8 BT — -0.03 [-0.08; 0.00] 36.6%
HKenardy et al (2018) 74 28B4 70 28B4 e 0.01 [-0.08; 0.09] 14.4%
McKibben et al (2008) 18 ™ a0 105 -0.03 [-0.17; 0101 52%
Nickerson et al (2014) 100 830 B2 BE5 | 003 [0.00; DDE] 352%
Random effects model 2025 2212 — -0.00 [-0.03; 0.03] 100.0%
1

Heterogeneity: I- = 47%, 7° = 0.0005, p = 0.11 LI B N B B
-015 -0.05 0 0.05 0.1 0.15

Notes. Negative risk difference denotes lower prevalence at 24-months than 12-months.
T5 = 12 months following trauma; T9 = 24 months following trauma; RD = risk
difference; Cl = Confidence Interval; I = heterogeneity; t* = tau

Moderator Analysis

Moderator analysis was not run on the 6-month to 12-month change due to 1>=0
suggesting that within study variance is greater than between study variance and therefore
there is no heterogeneity to explain with study characteristics (Higgins et al., 2003). This left
1-month to 3-months, 1-month to 6-months, 1-months to 12-months, 3-months to 6-months
and 3-months to 12-months (see Table 1.5).

Age. There was no relationship between the mean age and change in prevalence (ps
> .29, R% < 1%).

Gender. The percentage of the sample that was male was significantly positively
associated risk difference (positive values of risk difference indicate an increase in PTSD) at
1 to 3-months (p = .008, R? = 35.0%), 1 to 6-months (p = .03, R? = 31.3%) and 3-months to
6-months (p = .04, R? = 20.8%, although only 1 to 3 and 1 to 6-months demonstrated
robustness during permutation testing), such that a higher proportion of males in the sample
was associated with less reduction in prevalence rates (i.e. more chronic prevalence).
Percentage male was not associated with change in PTSD prevalence between 1 and 12-

months and 3 and 12-months (ps > .23).

Sensitivity Analysis
Results of sensitivity analysis, in exploring the effect on outliers and leave-one-out
analysis (Viechtbauer & Cheung, 2010) on point prevalence and risk difference are reported

in Appendix 1.2.
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Table 1.5

Moderator Analysis of Change in Prevalence (Risk Difference)

Change point Moderator K B: z 12 R?

1 month to 3 months Male 22 .002** 2.6 78.92% 34.99%

1 month to 6 months Age 22 .004 0.9 89.35% 0%
Male 19 .002* 2.2 63.63% 31.29%
Age 18 .001 .20 5% 0%

1 month to 12 months Male 11 .001 .50 77.26% 0%
Age <10

3 months to 6 months Male 16 .001* 2.1 27.94% 20.76%
Age 14 .002 11 42.6% 0%

3 months to 12 months Male 25 .0003 1.2 0% 100%
Age 19 .0004 28 69.09% 0%

Notes. K = number of studies; B; = unstandardized Beta estimate; 12 = estimate of unaccounted

heterogeneity; R? = estimate of heterogeneity accounted for by moderator.
*p<.05,**p<.01

Discussion

The aim of the current study was to quantify adult PTSD prevalence over the first
year (and beyond where reported) following a traumatic event in non-treatment samples,
using a meta-analytic approach. A secondary aim was to explore the role of gender and age
in variation in PTSD prevalence over time via meta-regression.

In relation to the first aim, at one month after a traumatic event, approximately one
quarter of participants met the threshold for PTSD diagnosis. By three months this dropped
to 18%, after this, there was limited evidence of further reductions. Analysis of change in
prevalence was consistent with the pattern of point prevalence. The largest reduction in
prevalence came between one and three months (9%), which was equal to the drop between
one and 12 months (9%). There was no evidence of a reduction between 3 and 6 months or
between 12 and 24 months. This suggests most reduction occurs in the first three months.
This pattern of results is consistent with a systematic review of Santiago et al. (2013) who
found, using DSM-V criteria for a diagnosis of PTSD, median prevalence reduced most
between one and three months (11% reduction), followed by a smaller reduction from three
to six months (2.9% reduction) before increasing again between six and 12 months (2.1%

increase). The results are also in line with that of Morina, et al.'s (2014) meta-analysis,
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which found that where baseline measurement of PTSD was conducted after 5 months
following a traumatic event (i.e. those who would have remitted before this time point would
not have been included) remission was much less likely than studies with baseline
assessment before 5 months. Together, findings suggest natural remission from PTSD in
adults is most likely to occur within the first six months, with the largest reduction in
prevalence occurring between one and three months.

In relation to the second aim, a pattern of results was found whereby the higher the
proportion of males in the sample, the lower the prevalence of PTSD at one and three
months following trauma, such that for every 1% increase of males in the sample there was a
0.24% and 0.26% reduction in prevalence of PTSD at one month and three months
respectively. When exploring change in prevalence, it was found the higher the proportion of
males in the sample, the smaller the reduction in prevalence between both one and three
months and one and six months, such that for every 1% increase of males in the sample there
was 0.2% and 0.15% less reduction in prevalence between one and three months and one
and six months, respectively. Together, this suggests that females are more likely to meet
criteria for PTSD following trauma but may also be more likely to remit than males. The
relationship between males and a lower point prevalence is in line with studies that show
females are at a higher risk of developing PTSD following trauma (e.g. Tolin et al., 2006). It
is possible that such a relationship in our study was driven by extreme values in studies
where there were no males. Indeed, the largest reported prevalence of PTSD of 78% was
found in a study on sexual assault victims which included exclusively females (Steenkamp et
al., 2012). However, the finding was robust following permutation tests and therefore

unlikely to be influenced by a single study.

The finding that samples with a higher proportion of males is associated with a
smaller reduction in PTSD prevalence over time contradicts studies finding that being
female was a risk factor for a more chronic course of PTSD (Breslau et al., 1997). However,
it is possible that the results of Breslau et al. (1997) could be explained by females being
more likely to experience childhood traumas in that study whereas in the current study such
studies where trauma occurred in childhood were excluded. The current finding is also at
odds with studies that found no evidence gender is an important determinant of long-term
trajectory (e.g., Galatzer-Levy et al., 2013; Morina et al., 2014).

Previous findings that females are more responsive to treatment for PTSD than
males may have relevance to the current findings (Karatzias et al., 2007; Tarrier et al., 2000).
Such an increased treatment effect has been hypothesised to result from an increased
willingness (or perhaps familiarity resulting from implicit societal norms) in females to

share their psychological difficulties (Tarrier et al., 2000). It is possible this may lead to
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natural remission in a similar way that reprocessing would according to the cognitive model
of PTSD (Ehlers & Clark, 2000).

Indeed, there is evidence that males are less likely to disclose their experience of
emotions than females (Purves & Erwin, 2004; see also Wolfe & Kimerling, 1997), whilst
Norris et al. (2001) found larger gender differences in PTSD prevalence in cultures with
stronger traditional gender roles. It is possible that an increased willingness to disclose
distress may contribute to both the association between the higher number of females and
higher PTSD prevalence following trauma, as well as the association between a higher
number of females in the sample and a larger reduction in PTSD over time found in the
current study. If a lack of disclosure is an important reason for males to be less likely to meet
criteria for PTSD even if they are in distress, it perhaps highlights the need to give more
weight to other symptoms of PTSD when assessing males, such as hyperarousal symptoms
of irritability and anger. In support of this idea, Norris et al. (2001) found that the only
symptom type that was not less prevalent in males than females was irritability.

The relationship between mean age of the sample and prevalence of PTSD over time
was also explored, finding that while younger age was associated with higher PTSD one
month following trauma, it was not at any other time point, nor was it related to change in
prevalence over time. The finding that younger age was associated with higher single point
prevalence of PTSD at one month is in line with Boscarino and Adams (2009) who found
that the younger the age at which individuals were exposed to a traumatic event, the higher
the likelihood of developing PTSD. However, in contrast to Rona et al. (2012), who found
that older age was predictive more persistent PTSD over time, we found no evidence that
age related to change over time. However, Rona et al.’s (2012) sample was military
personnel; in this analysis, only one military personnel study was included because in most
military studies time between trauma and follow-up was unclear.

In terms of generalisability, it should be noted that in general, participants’ average
ages in the included studies were young to middle-aged, and only one study had an average
of over 60 years (Chung et al., 2009; 83 years). Therefore, the current meta-analysis does not
provide evidence either way as to how being elderly effects remission from PTSD. It is
recommended that further research on long-term trajectory of PTSD following a traumatic
event experienced in older age is conducted to further explore ideas of reduction of life role

vs increased coping (Aldwin et al., 1996; Moos et al., 2006).

Recommendations for Research

In extracting and aggregating the data it was apparent that key study demographics
were inconsistently reported and, where reported, the format they took varied considerably
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between studies. This precluded the exploration of certain demographic variables (e.g.
martial, employment, socio-economic status) on pooled estimates. To aid meta-analysis and
therefore develop our understanding of these factors, it may help to adopt standardised
methods of reporting demographics.

Further, an inclusion criterion of our study was for studies to have assessed PTSD
diagnosis at least twice within one year following trauma. It appeared that the maximum
follow-up time following these two time points is 24 months. Longer term follow-up studies
after measuring PTSD twice within a year, will increase confidence in the current findings
that there is a plateau in reduction in PTSD at around 3 months and it does not continue to
reduce past the 2nd year.

Further, whilst examining reduction in prevalence over time provides some insight
into the trajectory of PTSD, it does not take account of the various trajectories that can be
found (e.g. delayed onset PTSD). A number of studies included in the current study used a
modelling approach to categorise participants into different longitudinal trajectories (e.g.,
chronic, marked recovery, moderate recovery, resilient) based on chronicity of PTSD over
time (e.g. O’Donnell et al., 2007; Steenkamp et al., 2012; Sterling et al., 2010) however in
the current study these trajectories are merged into a single prevalence at each time point.
Doing so limits the variability within the data and therefore reduces the ability to explore
how specific participant characteristics predict which trajectory one is likely to fall into.
While we included some discriminant trajectory studies, many of these types of study were
excluded in the screening phase owing to not meeting our inclusion criteria. It may be that a
meta-analysis of studies adopting such a methodology and subsequently pooling effect sizes
of moderating variables’ relationship with likelihood of following a certain trajectory, may
be more fruitful in terms of understanding the impact of certain factors on long-term

prevalence.

Clinical Implications

Recommendations following from our results are in line with that of Hiller et al.
(2016)’s for child PTSD. Assessment should take place 3-6 month following a traumatic
event as its more likely to identify those who will require treatment (i.e. will not recover
naturally), as our results indicate that after one month up to a third of those presenting with
PTSD will remit by three months, and such tendency to remit may be even higher for
females. However, while logical in terms of efficiency, one needs to weigh up the
cost/benefit of not assessing and treating those with extremely high symptom levels. If
explicit treatment is not given in the first three months, it may be that generic

psychoeducation information on the factors thought to maintain PTSD symptoms is provided
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(Ehlers & Clark, 2000).

Further, given the plateau in natural remission identified in current study after three
months, it highlights the importance of providing an evidenced-based treatment for
individuals who present as meeting PTSD criteria and report that such symptoms have been
present for over 3 months. Further watchful waiting from this point is only likely to prolong
the distress of the individual.

Limitations

The strength of the current study was the inclusion of a large number of studies
which explored PTSD following a variety of different traumas. It is also, to our knowledge,
the first study that has meta-analysed PTSD prevalence change over time in the current time
frame and explored the impact of gender and age on this change. There are however a
number of limitations which limit the conclusions which can be drawn. Firstly, we assumed
that any reduction in prevalence over time was a reflection of participants who had PTSD at
one time point, no longer meeting criteria by the next. It is possible that prevalence at a later
time point could be a combination of individuals no longer meeting criteria and others
meeting criteria for the first time (i.e. delayed-onset).

Secondly, there was large heterogeneity in all meta-analyses which remained even
after accounting for the moderating effects of male and age. Such heterogeneity may be
explained by methodological differences between the studies not explored in the current
study e.g. the way PTSD was assessed (i.e. a number of studies measured PTSD symptoms
with the Impact of Events Scale-Revised (IES-R; Weiss & Marmar, 1997) however cut-offs
used varied widely between studies). It is also likely that different types of trauma led to
different prevalence estimates. A further limitation of this study is the absence of an
assessment of risk of bias of the included studies. It is possible that estimates of PTSD
prevalence could be affected by the quality of individual studies and there may have been
differences in prevalence between high- and low-quality studies. It is also possible that the
quality of the studies played a role in the high heterogeneity observed in the analyses. As a
result, rather than giving weight to the specific overall prevalence statistics and amount of
change reported in this study, what is more important is the pattern of results, i.e. a reduction

in PTSD between 1 and 3 months and subsequent plateau in prevalence thereafter.

Further, despite covering a wide variety of traumas, the generalisability of findings
is still limited owing to the inclusion criteria employed of a clearly defined time between
trauma and follow-up. Studies where it is hard to determine the exact time between an initial
traumatic experience and follow-up, such as military or warzones, or abusive relationship

trauma were not included, therefore it is unclear if the pattern of results here would apply to
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such trauma types.

Finally, we assumed that attrition was equal in those who met or did not meet PTSD
criteria. It is unclear how this may have influenced estimates of reduction in prevalence. On
one hand, it is possible that those who dropped out may have been more likely to be meet
criteria for PTSD if their symptoms impacted on their ability to continue with the study.
However, on the other hand, it is possible that those who were no longer experiencing
significant symptoms were more likely to drop out if there was reduced motivation as a
result of perceiving the study as less relevant to their current situation. There was mixed
evidence in our included studies of the impact of PTSD on drop out with Gandubert et al.
(2016) finding that those with higher peritraumatic distress more likely to drop out, however,
Bosmans et al. (2015) found that only age and likelihood of seeking social support predicted
drop out and not PTSD, whilst Colville and Pierce (2012) found no evidence that any

participant characteristic predicted drop out.
Conclusions

The current systematic review and meta-analysis of non-treatment studies reporting
PTSD prevalence over the first two years following trauma found an overall prevalence rate
of 27% one month following trauma. The prevalence of PTSD dropped by one third at three
months whilst there was no further evidence of significant reduction in prevalence after this.
While finding females were more likely to present with PTSD than males after trauma, it
also found that the higher the percentage of females resulted in a larger reduction in PTSD
over time. The study has implications for the timing of assessment of PTSD for those who
have experienced trauma whilst also highlighting the point at which watchful waiting is no

longer appropriate and only likely to prolong distress.
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Investigating the Experience of Individuals with Comorbid Posttraumatic Stress

Disorder and Substance Use Disorder Attending a Seeking Safety Group

There is no specific recommended treatment for the co-morbid presentation of Post-
traumatic Stress Disorder (PTSD) and Substance Use Disorder (SUD). The current study
evaluates the use of a Seeking Safety group to reduce the co-occurring symptoms of these
disorders in clients of a substance misuse service. In addition, Qualitative Content Analysis
explored participants’ experience of the group and the aspects they found more and less
helpful. Results were mixed with regards to a reduction in symptoms after attending the
group. Service users spoke positively about the group and cited it as facilitating positive
changes in their lives. Limitations are discussed, and recommendations in delivering the

group are provided.
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Investigating the Experience of Individuals with Comorbid Posttraumatic Stress

Disorder and Substance Use Disorder Attending a Seeking Safety Group

Post-traumatic Stress Disorder (PTSD) and Substance Use Disorder (SUD) have
significant costs at individual and societal levels (Fineberg et al., 2013; Orford et al., 2006;
Pagotto et al., 2015). While effective psychological treatments have been developed for each
in isolation (see Clinical Guidelines on Drug Misuse and Dependence Update 2017
Independent Expert Working Group, 2017), when they co-occur, as is common (Kessler et

al., 1995), a challenge for treatment emerges (Brown et al., 1995).

Theoretical Explanation of the Co-occurrence of PTSD and SUD

Broadly three theories have conceptualised the co-occurrence of PTSD and SUD,
namely (i) self-medication, whereby substances are used to alleviate PTSD symptoms (see
Khantzian, 1997), (ii) substances exacerbating PTSD symptoms via impacting the central
nervous system (see Smith & Randall, 2012, for overview) and (iii) the shared vulnerability
model, which suggests shared common factors contribute to the development of both
(Meyer, 1986). Once their co-occurrence is established, a vicious cycle of PTSD and SUD
symptoms perpetuate one another (Stewart, 1996, see Figure 2.1).

Figure 2.1.
Hypothesised Maintenance Cycle of Co-occurring PTSD and SUD
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Stress Disorder
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Notes. Recreated from Stewart & Conrod (2003).
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Treatment

Traditionally, it was thought SUD must be treated first, with PTSD treatment
beginning following a period of abstinence (Ouimette et al., 2003), reflecting the view SUD
treatment equips patients with coping strategies that contribute to PTSD treatment success
(Riggs & Foa, 2008). However, if SUD developed to cope with PTSD symptoms, delaying
PTSD treatment may result in increased SUD relapse (Brown et al., 1996). Indeed, PTSD
symptoms have been reported as worse when abstinent (Kofoed et al., 1993). Is therefore
treating PTSD first the best option? Efficacious PTSD treatment involves cognitive
behavioural therapy (CBT) involving exposure to avoided aspects of trauma (Ehlers &
Clark, 2000). Such exposure temporarily increases distress, which could result in substance
misuse (Simpson et al., 2012), impeding trauma processing and engagement (Bedard-
Gilligan et al., 2018). Further, if substance use is a coping strategy, then asking individuals
to refrain from this before targeting the cause of distress may leave them vulnerable.
Therefore, clinicians recognise the benefit of treating the two disorders in an integrated
manner (National Institute for Clinical Excellence (NICE), 2005).

Seeking Safety

One integrated treatment with emerging evidence (See Najavits (2007) for review) is
Seeking Safety (SS; Najavits, 2002). SS is a present-focused stabilisation treatment (Herman,
1992) with foundations in CBT for substance abuse (Beck et al., 1993) and PTSD (Herman,
1992) that targets the maintenance cycle above. A meta-analysis found SS yielded moderate
effect sizes for reducing PTSD and SUD symptoms (Lenz et al., 2016) compared to control
treatment. However, the authors regarded their findings as preliminary and suggested more

research was needed to draw conclusions.

Seeking Safety in UK Services

There is a lack of research evaluating SS in the UK and it is not currently
recommended as a psychosocial treatment by UK guidelines (Clinical Guidelines on Drug
Misuse and Dependence Update 2017 Independent Expert Working Group, 2017). This
guidance states trauma focused treatments using exposure have been effective in reducing
PTSD severity in those with comorbid SUD. It also highlights individuals may require initial
stabilisation; however, it does not give a specific recommendation as to the approach to
stabilisation. The National Institute for Health and Care Excellence (NICE) also highlight a
gap in the literature for service delivery for individuals with co-morbid mental illness and
substance misuse (NICE, 2016).

Therefore, there is lack of guidance on stabilisation treatments in the UK. As a
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result, the current project seeks to evaluate use of SS as stabilisation treatment in a UK
service, as well as exploring the experience of service users in order to guide improvements
to its delivery (Elliott, 2008).

Consultation with Service

The author consulted with key stakeholders of a substance misuse service in the
South of England which facilitates a SS group, including the primary facilitator of the SS
group who consulted with relevant Service Managers, such as their Head of Service as the
commissioner of the evaluation. They highlighted current policy on the treatment of these
comorbid difficulties and the current lack of evidence concerning SS’s application in the
UK. They were eager to understand the experiences of those attending the group and their
views of how it was currently operationalised, focusing on what was helpful and less helpful

about it. With the aim being to implement improvements where these were identified.
Aims
The current study sought to evaluate the application of a 25-week SS group

collaboratively run within a substance misuse service made up of one NHS provider and a
partnership agency (henceforth referred to as the substance misuse service).

The aims of this study are to evaluate:

e psychological wellbeing (i.e. mood, anxiety and PTSD symptoms) before and after
SS

¢ use of and dependence on substances before and after attending SS

o client satisfaction with SS group, including their views on what was more and less

helpful about the group
Method

Design

The study used a mixed methods design. Quantitative methods in the form of self-
report questionnaires routinely used by the service were used to determine whether attending
the SS group impacted on mental health symptomology, substance use, and motivation and
confidence to change substance use. A semi-structured (qualitative) interview was used to
explore service users’ experience of attending the group and the aspects they found more or

less helpful.
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Participants

Participants were adults (>18 years of age) who self-identified as experiencing past
trauma and were in contact with substance misuse services. All participants had attended at

least 4 sessions of SS.

Description of the group

For a full description of SS please see Najavits (2003). The current group comprised
of 25 weekly sessions. The first half of each session involved a “check-in” where
participants discussed how they felt, their coping, substance use and engagement in unsafe
behaviour since the last session. The second half focused on different “topics” related to
cognitive, behavioural, or interpersonal domains. The rolling nature of the topics meant that
new participants could join at certain points. Each session lasted 2 hours with a short break
halfway through. The group was facilitated by a Clinical Psychologist (Primary Facilitator),
who always remained the same, and a Drug and Alcohol Key Worker (Secondary

Facilitator).
Measures

Quantitative Measures
Mental Health.

Generalised Anxiety Disorder— 7(GAD-7). A 7-item self-report measure of anxiety
symptoms rated on a Likert scale of 0 (“not at all”’) to 3 (“nearly everyday”). Scores of >15
indicate severe symptoms. The GAD-7 shows good sensitivity, specificity and reliability
(Spitzer et al., 2006).

Patient Health Questionnaire-9(PHQ-9). A 9-item self-report measure of
depression symptoms rated using the same scale as GAD-7. Scores of >20 indicate severe
depression symptoms. The PHQ-9 shows good sensitivity, specificity, and reliability (Arroll
et al., 2010; Kroenke et al., 2001).

Impact of Events Scale-Revised (IES-R). A 22-item self-report measure of PTSD
symptoms including subcategories of intrusion, avoidance and hyperarousal. Participants
rate distress caused by each symptom over the past 7 days on a Likert scale from 0 (“not at
all”) to 4 (“extremely”). Scores >33 represent the best cut-off for probable PTSD (Mark
Creamer, Bell, & Failla, 2003). The IES-R has good specificity, sensitivity and reliability
(Creamer et al., 2003; Weiss & Marmar, 1997).
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Substance Use.

Alcohol. The Alcohol Use Disorders Identification Test (AUDIT), a 10-item
screening tool assessing alcohol use was used for service users who self-identified alcohol as
their problem substance. Participants responded on a 5-point Likert scale (0-4). A score of

>8 1s considered indicative of harmful alcohol use.

Other Substances. The Severity of Dependence Scale (SDS), a 5-item measure, was
used where participants self-identified other substances as their problem substance.
Participants respond on a 4-point Likert scale (0-3). A score of >5 indicates likely
dependence on substances (Castillo et al. 2010).

Importance/Confidence Scale. On a Likert scale (0-10) participants rated how
important they deemed it was to reduce their substance use and how much confidence they

had that they would be able to reduce their substance use.
Questionnaires were completed before, at the mid-point, and end of a program.

Interview Development

The interview schedule (Appendix 2.1) was developed in consultation with both
supervisors. A draft of the interview schedule was sent to a person with personal experience
(PPE) of mental health difficulties for feedback with wording subsequently amended to
enhance readability.

Procedure

Participants were informed about the study by the group facilitators and provided
with an information sheet. Participants informed the facilitators if they would like to take
part and an interview was subsequently arranged. Participants provided informed consent to
the interview and for their questionnaire data to be used for the study. Participants were
informed the study was voluntary, they could withdraw at any time and did not have to
answer questions they were not comfortable answering. Semi-structured interviews lasted
between 35 and 50 minutes.

Interview questions were used flexibility, being omitted, adapted or elaborated
(Taylor & Ussher, 2001) according to the individual context (e.g. if one question was
already answered by a previous response, it was omitted). A method of summarising back to
the participant their response was adopted akin to that used in motivational interviewing
(Rollnick, 1995) to allow participants opportunity to contemplate their response which may

facilitate further elaboration. At the interview’s conclusion, participants were debriefed and
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given opportunity to ask questions. They were also offered the opportunity to check-in with

their keyworker.
Analysis
Quantitative

Due to the small sample, inferential statistics were not conducted. Descriptive

statistics are presented.

Qualitative

Participants’ interviews were analysed in line with Qualitative Content Analysis
as described by Elo and Kyngas (2008). Analysis was carried out inductively and not
driven by pre-existing theoretical interests, with coded categories being derived directly
from the data (Hsieh & Shannon, 2005).

Krippendorff (2004) highlights the importance on considering the “context” in
which the data are generated. As such, consideration should be given to the fact that all
participants were white adults, born and raised in the UK and residing in the south of
England. Most participants had experienced therapy before SS which may have influenced
their choice of language. Furthermore, the author’s background of a white male trainee
psychologist in their 20s should be held in mind. The fact that the training course they
attended has a strong focus on cognitive behavioural approaches is also relevant. The author
had no in-depth knowledge of SS nor had he been involved in delivering a SS group.

During the “preparation” phase, the author transcribed all interviews, removing
identifying information and became immersed in the data through a process of reading and
re-reading the transcripts (Elo & Kyngas, 2008). During the “organising” phase, open-
coding was used to generate semantic level headings from the data. Headings were grouped
into initial descriptive level categories and then further abstracted into broader higher-level
categories and subcategories (McCain, 1988). This involves considering how initial
headings and subsequent categories share a sense of “belonging” to one another. Categories
were subsequently named using content-characteristic words (Elo and Kyngas, 2008).
During the refinement stage, it became apparent that certain subcategories related
specifically to those who did not complete the group. Due to the small number of
participants who did not complete, it was felt that including such subcategories could breach

anonymity and therefore these categories were omitted.
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Ethical Approval

Approval was granted by the University of Bath, School of Psychology Ethics

Committee (Code: 18-344) and the relevant NHS Research and Development team.
Results

Seven (five male, two female) participants out of a potential 22 took part (see Table
2.1 for reasons for not taking part). Participants were aged between 29 and 50 years and
included individuals who completed and did not complete the entire 25-week program. The
COVID-19 lockdown brought further recruitment to a premature end.

Table 2.1

Reasons for Not Taking Part

Reason n (%)
Opted out 1(8)
No longer under caseload of the service 5 (42)
Physically unwell 1(8)
Attended less than 4 sessions 3(25)
Uncontactable 2(17)

Quantitative

Descriptive statistics are presented in Table 2.2. Data were not available at the post
stage for three participants for the GAD-7 and PHQ-9, four participants for the IES-R, two

for the AUDIT, one for the SDS and three for the importance/confidence measure.

Table 2.2
Scores at Pre, Mid and Post Group

Pre Mid Post
Measure n M(SD) n M (SD) n M (SD)

Mental Health

GAD-7 7 13.9(4.7) 7 11.9 (5.9) 4 5.5 (4.4)
PHQ-9 7 16.7 (9.2) 7 13.6 (7.1) 4 5.8 (4.6)
IES-R
Intrusion 7 22.1(6.8) 7 20.9 (9.6) 3 14.7 (8.5)
Avoidance 7 20.5 (4.4) 7 17.7 (4.5) 3 19.3 (5.0)
Hyperarousal 7 17.0 (3.9) 7 14.7 (6.9) 3 9.0 (4.0
Total 7 59.7(11.0) 7 53.3(19.9) 3 43.0 (14.1)
Substance Use
AUDIT 5 16.4(16.0) 5 14.4 (14.9) 3 1.0 (1.0)
SDS 2 13.5 (7.0) 2 11.0 (5.7) 1 15 (%)
Importance 5 8.0 (4.5) 4 9.3(1.5) 2 10.0 (0.0)
Confidence 3 4.3 (4.9) 4 6.8 (3.4) 0 -

Notes. GAD = Generalised Anxiety Disorder; PHQ = Patient Health Questionnaire; IES-R
= impact of events scale — revised; AUDIT = Alcohol Use Disorder Identification Test;
SDS = Severity of Dependence Scale; M = Mean; SD = Standard Deviation
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The percentage of participants scoring in the severe range or above clinical cut-off for each
measure at different time points are presented in Table 2.3. It is important to note that during
the time of the interview all participants who completed the group® reported they were
abstinent from alcohol and/or substances.

Table 2.3
Percentage of Participants Scoring in the Severe Range or Above Clinical Cut-off
Measure Pre Mid Post
n % n % n %
Mental Health
GAD-7* 7 71 7 43 4 0
PHQ-9* 7 71 7 14 4 0
IES-R total** 7 100 7 86 3 66.6
Substances Use
AUDIT** 5 60 5 60 3 0
SDS** 2 100 2 100 1 100

Note. * - Severe range,**clinical cut-off; AUDIT= Alcohol Use Disorder Identification

Test; GAD = Generalised Anxiety Disorder; PHQ = Patient Health Questionnaire; IES-

R = Impact of Events Scale — Revised;; SDS = Severity of Dependence Scale
Qualitative

Seven overarching categories with underlying subcategories were identified (see
Table 2.4).

()Strengthening the Foundations of the Self

All participants spoke about additions or changes they had made which they
considered helpful.

Understanding of Self and the Role of Substances. Six participants described new

understandings of patterns that played out in their lives.

“because 1 used to be like, ‘why the hell am I so anxious?’ and I used to get
angry about the fact that I was anxious... this sort of gave me a better insight,

you know, ‘I'm anxious because of that... what I've been through’”

Participants spoke about increased awareness of the role substance had in their difficulties.

8 N not reported to preserve anonymity
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“my problem with alcohol was, I would use it to run away from my life ...”

Alternative Perspectives. Most participants described attending the group as providing
alternative perspectives on life or difficulties, with three participants citing quotes presented

as a source of this.

“It was quotes by famous people, like Ghandi and bloody, some poets and stuff,
but they were really deep and meaningful, you know, it really gave me a lot of food

for thought, an alternative way of looking at things”

Four participants spoke about developing a compassionate approach to both themselves and

to others.

“I have learnt to speak to myself like a friend...does that make sense? I find that the

language is a lot softer, and more understanding, rather than I'm a failure”
“you learn to think they are doing the best they can at that given time”

Empowerment, Agency and Activity. Five participants reported feeling

empowered to exert agency over their lives in relation to boundaries and assertiveness.

“growing up I just wasn’t really aware of what healthy boundaries are, and um,
yeah, | think, seeking safety has, um, really made me think about what boundaries

actually are...”

“...empowered me to realise that I can help myself, yeah, “this is in my hands”, you know,
“I don’t have to be that victim”, where I thought that I had no choice, I learnt that | had

choices.”
For many this increased agency led to engagement in activities they found rewarding.

“...because I used to be quite in to [*], like [] years ago, | got into it quite big
time, but my mental health took a big dive ..., but, since I’ve been coming here
I've been going back on the [], I'm not as fit as a used to be but you know, just
going out for a [], just for the hell of it.”

(i) Evocation and Management of Emotions

All participants reported how attending SS evoked emotions in session which provided

opportunity to better recognise and respond in alternative ways to substances. While

9 Removed to protect anonymity
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difficult, most reported how this gave them a positive experience of feeling emotion without

becoming overwhelmed.

“Seeking Safety has made me realise that actually I can control those emotions

that I was woken up with, you know, that dream last night, its not owning me, and |

wouldn’t have been able to do that before Seeking Safety.”

However, one participant reported how sometimes these emotions would sometimes

continue outside of the group and led to the use of substances to manage these feelings.

“Well for the first few months, all I would do after that session was straight out and

score... because it brought up feelings”.

(iii)Safety and Validation Provided Relationally

Table 2.4
List of Categories and Subcategories

Category
(i)Strengthening the foundations of the self

(if)Evocation and management of emotions

(iii)Safety and Validation Provided
Relationally

(iv)Readiness and Commitment

(v)Content and Delivery

(vi)Seeking Safety is not an island

(vii)Ending, Next Steps and Overall
Impression

Subcategory

Understanding of self and the role of
substances

A change of perspective
Empowerment, agency and activity

Emotions evoked in session

Evoked emotions continuing outside of
session

Recognising and responding to emotions

Facilitator as a container

Group connection as a source of safety and
validation

Challenges to relational safety

Where SS fitted in path to recovery
Preparedness and ability to commit

Focus on the present
Concrete, practical and simple
Consolidation and less is more
Skills of the facilitator

What’s next
Overarching positive opinion

Whilst emotions were evoked, all participants commented about feeling safe and

contained in the group environment. This helped participants share their difficulties which

was met with support and validation.
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Facilitator as Container. All participants commented how the primary facilitator
was key in establishing safety and containment. They spoke positively about how the
facilitator had clear boundaries, was consistent and gave provision at the end of the group to
individually discuss difficult things that may have emerged.

“I don’t know one person who doesn’t speak highly of her, and they trusted her, but
it wasn’t about being told what to do at all, it was always about empowering us fo,

‘You can do this’, and potentially ‘how you can do it?’”.

Group Connection as Source of Support and Validation. Participants discussed
how SS provided opportunity to reconnect with others, something that some were out of
practice of and had initial concerns about.

“because I got quite withdrawn from people you know, so coming here and having
to deal with people, just getting used to being around people and stuff, | found it

very useful on that front”.

The positive experience of reconnecting was rewarded with a further source of safety,
support and validation.

“[ think trauma in our society is such a taboo and it creates so much shame ... but
being in that room with people that even though I didn’t know exactly what had
happened to them, just knowing there were other people who had gone through this
experience and are living with trauma um, I don’t want to use the word normalise,
but in a way that normalisation process sort of like helped me realise that actually,

you know, its not my fault and its not just me”.

Challenges to Relational Safety. Participants discussed difficulties when there was
a change to the group environment such as a new member joining, someone attending under

the influence of substances, or the primary facilitator being absent.

“well one of the people who did start was quite disruptive, but they only lasted
one or two sessions, so that was good, actually I left one time early because of

their belligerent attitude”

“I think [facilitator], was away for a week, and I think in the group, they built up
such a kind of relationship with [facilitator] that I think people did find that quite

difficult”

Whilst participants also reported finding it difficult when the boundaries of inside and

outside the group were blurred.
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“people that [ met in there that I saw outside that would ask me for drugs and stuff
...then I'd see them in there and, to, it actually felt like my life was under threat”.

including in their having another type of relationship with a secondary facilitator.

“[ felt that that was inappropriate because [*°] was a key worker”.

(iv)Readiness and Commitment

Where SS Fitted in the Path to Recovery. For many, SS was not their first
experience of therapy. Many commented previous approaches were not a good fit for them,
whereas others could see the link between previous therapy and SS and build on the things
learnt further with SS. Some participants reflected how they were previously not in the right
frame of mind to start SS whereas others reflected that it may have been helpful if they were

offered the group at an earlier point in their recovery.

“the group is set up in such a way, the support is set up in such a way, that, you
need to be in a, in a good enough state to be able to get here, stay here, get

something from it and come back again, and I absolutely wasn’t”.

“I moved into a dry house, | did the one [group] for depression anxiety first, then |

moved into the next place and then | started seeking safety, so the timings were
perfect”.
Preparedness and Ability to Commit. Five participants discussed the importance

of being able to commit fully to the group before starting. They were aware of the amount of

commitment required and saw this as a positive in helping them remain engaged.

“I couldn’t just do bits, I couldn’t have a little finger in here, a little finger in there,

impossible, its kind of, you're in or you're out”.
(v)Content and Delivery

There was strong agreement amongst participants around what was more and less

helpful about the content and delivery of SS.

Concrete, Practical and Simple. Six of the participants reported valuing learning
that was simple, concrete and practical. Participants often struggled to name anything

specific and instead emphasised the importance of time practicing skills during the session.

10 Removed to preserve anonymity
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For two participants, practicing these skills meant they became embedded into their day to

day life.
“now self-care has become the cornerstone of my life”.

Focus on the Present. Sessions focusing on the present was valued by five
participants. Checking-in was helpful, as was grounding, which they attributed as helping
them recognise emotions and how they were feeling. Participants also valued the fact that

specific trauma memories were not the focus.

“I think its been helpful in the sense that all these topics are very grounding...all

these are about coming back into yourself and anchoring you”

“because we weren’t delving into the past...and again, I think that’s probably smart,
because you don’t want to whole group bringing up terrible memories and everyone

leaves”.

Consolidation. While participants found lots of the content helpful there was also
desire to focus on less new material and give more time to consolidate what they had already

learnt.

“There were certain points that felt for me, that I could really reach somewhere,
and then there was no way of kind of, no space to reflect on it, it would be moving

on straight away”.

However, others considered certain things a better fit for certain people and

therefore covering a wide range of topics was helpful.

“I would get something out of it at the beginning, some would get what they

wanted at the end”.

Skill of the facilitator. Underlying the content and delivery was the skill of the
primary facilitator, commented on by six participants. Participants reported how the
facilitator had to flexibly find a balance between asking questions that were challenging
without being overly provoking, managing time, as well as holding in mind participants’

varying learning styles.

“Somebody that can listen, somebody that can, uh, explain it in many ways, the
same thing in different ways, which [facilitator] can. Gives you time to speak,
doesn’t interrupt you. Write it on the white board, so it’s got a visual impact as

well...I learn more that way”
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(vi)Seeking Safety is Not an Island.

Despite participants attributing SS as contributing to many positive changes, all
participants reported other sources of support that were key in making change. Whether this
be previous therapy, a change in social circumstances or the support of the substance misuse
service and other services more widely, participants highlighted it was a collection of inputs,

rather than SS in isolation, that enabled change.

“rather than just down to Seeking Safety, I think that’s down to the overall effect
of coming to [the substance misuse service]. It’s given me an opportunity to put

more of a positive spin on my life...”.
(vii)Ending: Next Steps and Overall Impression.

Next Steps. Whilst praising the way the ending was marked, two participants noted
a sense of something missing without SS.

“I’'m quite sorry it’s come to an end just because of that, it’s left a bit of a hole”.

One of the aims of SS is to provide stabilisation for later trauma work, however, at the time
of the interview only one participant was undergoing specific therapy for trauma, however
three reported SS was helpful in preparing them for such work.

“I know that I needed those tools, I didn’t appreciated it before I started Seeking
Safety because I thought, you know, “quick fix”, have the therapy, I'm going to

be absolutely fine, then I learnt, no, actually it doesn’t work that way”

Overarching Positive Impression. All participants expressed an overall positive
view of SS and were grateful to have taken part, reflecting on how much their lives had

changed.

“It was really positive or me, it was the first real turning point to getting my life

back, and I feel like I've got my life back now”.
Discussion

This evaluation considered psychological wellbeing and substance use in seven
participants with comorbid SUD and PTSD before, during and after a SS group; with
participants taking part in a semi-structured interview about their experience of attending the

group with the aim of informing changes that may benefit the delivery of the group.

Quantitative

Participants demonstrated a reduction in anxiety and depression symptoms over the
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course of the group; with 71% scoring in the severe range for symptoms before the group
whilst 0% did so by the end. Results are in line with other studies finding a reduction in
depression and anxiety symptoms following SS (Najavits et al., 2005; Tripodi et al., 2017).

There was more limited evidence of reduction in PTSD symptoms, with two of the
three participants scoring above the clinical cut-off for PTSD at the end of the group. It
perhaps makes sense that reduction in PTSD symptoms in the current study were not as
pronounced as for depression and anxiety given there is a deliberate lack of focus on trauma
in SS and focus on trauma is central to effective treatment of PTSD (Ehlers & Clark, 2000).
However, the results are in contrast to a meta-analysis finding modest reductions in PTSD
symptoms following SS compared to comparison treatments (Lenz et al., 2016).

It is difficult to draw inferences about the impact of SS on alcohol or substance use.
The percentage of individuals scoring in the range of problematic alcohol use reduced form
60% at the start to 0%, however, two participants’ data were not available at the end so it is
not clear if they would still have scored in the problematic range. In regard to substances, the
participant who completed the SDS before and after the group remained above clinical cut-
off. It is important to note, however, that inspection of the wording for both the AUDIT and
SDS revealed participants were asked to report on substance use over a period of time that
would have included the weeks prior to the start of the group even when being asked about
substance use at the end of the group®!, therefore it cannot be used as a valid indicator of
change. However, all participants who completed the entire 25-week program verbally
indicated they were abstinent at the time of the interview, providing some evidence of a

reduction in substance use.

Qualitative

Participants touched on a number of concepts concerning their experiences of SS
and aspects that were more or less helpful. Participants had an overwhelmingly positive
opinion of SS, and many reported huge changes they had made to their lives. Participants
described having a better understanding of themselves and the interaction between substance
use and mental health. The clinical management of substances guidelines highlight
“meaningful activities” (e.g. jobs, volunteering and mentoring) as important to promote
(Clinical Guidelines on Drug Misuse and Dependence, 2017), and participants discussed
how SS helped them engage in these. Participants valued the teaching of concrete, practical
and simple skills, highlighting grounding as particularly helpful. Strengths of the group

included the good therapeutic alliance and connection to other group members creating a

11 The SDS using the wording “before the start of treatment”, while in the AUDIT the items refer to
alcohol use in “the previous year”.
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safe environment in which difficulties could be explored. However, participants spoke how
group dynamics were impacted when the primary facilitator was absent, or if they had
another professional relationship with a secondary facilitator (i.e. keyworker). New members
entering the group was also seen as disruptive at times.

Participants had helpful suggestions about other aspects of the group, commenting
on the amount of information provided and wanting more time for consolidation of previous
material, however others recognised covering a broad range of topics meant it was more
likely all attendees would find something that was helpful. Clarity could also be useful
concerning the next steps following the end of the group. NICE guidance on the
management of individuals with mental illness and substance use suggests that service users
should be involved in their care planning (NICE, 2016), therefore greater information
concerning this area could be helpful in considering SS within this process.

Further consideration of the point at which people enter the group could be useful,
with some participants describing needing to be stable before starting whereas others noted
what they had learnt may had been helpful earlier in their recovery. This may suggest
offering SS at multiple points during an individual treatment journey may be helpful.

Participants also highlighted that it was a combination of different inputs rather than
SS being solely responsible for positive changes. Whilst this suggests the impact of SS alone
cannot be considered as part of this evaluation, it would appear to reflect good practice in
line with the NICE guidance which recommends a multifaceted treatment approach to
comorbid substance use and mental health difficulties (NICE, 2016).

It is also worth highlighting that individuals who attended the group, although not
assessed explicitly, were likely experiencing “complex PTSD” as opposed to single incident.
Individuals with “complex PTSD” may have experienced enduring interpersonal trauma
(World Health Organization (WHO), 2018). Given this, a real strength that emerged from
participants’ responses during the interview was participants’ sense of safety in the presence
of the facilitators and other group members. Individuals with a diagnosis of complex PTSD
often find it difficult to trust other people and feel close in relationships (WHO, 2018) and
therefore safety in the context of a therapeutic relationship is a key component of treatment.
Therefore, it may have that SS has potential value as an approach to treatment of complex
PTSD.

Recommendations

The results of this study suggest the following recommendations, presented in Table 2.5.
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Limitations

The small sample of seven of a potential 22 participants attendees, is the biggest limitation.
This suggests the qualitative categories generated may not be representative of all group
members. Further, the small number of participants who did not complete the group may
represent selection bias in that those who are in a better place in their recovery may be more
able to engage in providing feedback. Given this and the confounding of the wider support
of substance misuse services, we cannot draw strong conclusions as to the success of SS
alone in reducing mental health symptoms and substance misuse. Relatedly, the current
study did not use reliable change or clinically significant change statistics to measure change
in mental health symptomology. Using such an analysis method could have helped identify
the number of attendees who obtained a reliable reduction in symptoms not explainable by
chance alone from before to after attending SS. Further research in UK studies should seek
to explore the effectiveness of SS in reducing these symptoms with a larger number of

individuals.
Service feedback

A report of the evaluation of the group was sent to the primary facilitator and the
commissioner of the SIP. Feedback from the primary facilitator suggests they found it
helpful and planned to implement a number of recommendations of the SIP (see Table 2.6).
The commissioner of the SIP emphasised that having an appropriately skilled and qualified
primary facilitator will be essential to continue, whilst also viewing the role of the whole
treatment system in facilitating recovery, rather than a single stand-alone treatment, as
important. Further, a meeting is planned to present the results and recommendations to the

wider service.

Conclusions

This study has shown very preliminary support for SS as an acceptable approach to treating
individuals with substance misuse and PTSD. Participants spoke positively about the group
and cited it, along with a combination of other factors in parallel, as a key reason for positive

changes they had made in their lives.
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Table 2.5
Recommendations for the Delivery of Seeking Safety

Facilitators and co-facilitators

Participants highlighted the importance of the primary facilitator and the need for
someone who has sufficient awareness of boundaries and the different needs of all
attendees. The group is one that relies not just on the presentation of information but the
flexible holding in mind of the emotions and learning styles of multiple people at one
time. It is key that the primary facilitator of this group is someone who holds these skills

and provides consistency over the course of the group.

Revisiting the group co-facilitator’s role could be useful. The evaluation suggests that, if
possible, co-facilitators that do not have a relationship with attendees in another capacity
(e.g. keyworker) could be useful. Availability of such individuals may be limited,
therefore if not possible, discussion concerning this in relation to boundaries may be help.

It is also recommended that maintaining the protected time at the end of the group for the
primary facilitator to respond to concerns that emerged during the course of the group is
important. All participants valued this, however at times felt the facilitator had limited
time at the end of the group.

Beginning and ending the group

The results suggest that reviewing the points at which individuals can begin the group
would be useful, with new members joining at the midpoint was at times viewed as
disruptive. However, the length of the group may mean having multiple entry points is
important and that greater support for both the group and the individual joining it could

facilitate this process.

The service should consider offering further support and follow-up to individuals who
drop out of the group prematurely, perhaps highlighting this and clarifying the process
related to this at (including support available and where the group can be re-accessed) the
start of the group and/or during the assessment. It is possible as part of this process

offering a follow up appointment as standard could be useful to consider.

A further recommendation is considering a process to ensure feedback from individuals
who do not complete the group is regularly requested so this can feed into the cycle of

reviewing the group.

SS is suggested as a stabilisation treatment for later trauma work. Only one participant
that completed the SS group included in this evaluation had gone on to complete trauma
work at the time of the interview, with some having a sense of where they were on the

waiting list for this and others not clear what came next. It is therefore suggested the
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clinical service consider this, especially in relation to mapping a clear treatment pathway

for what follows the SS group in relation to options for completing later trauma work.

Participants also talked about how a hole had been left by the group ending. It may be
worth considering a more gradual ending to the group (i.e. a gradual reduction in
frequency of the sessions) or a session specifically focusing on scheduling activity for the

day and time the group used to take place.

Things to continue

There were many aspects that participants valued and saw as key to the positive changes
they were making, including: understanding the relationship between substances and
emotions, grounding, keeping things simple and practical, being clear about not discussing
trauma, what they feel comfortable disclosing, the use of meaningful quotes, finding
opportunities to engage in meaningful activity, building assertiveness and awareness of
boundaries and a compassionate approach to difficulties. It will be important that these
aspects are retained. It is also important to encourage participants make use of the wider
support of substance misuse services (e.g. other groups and activities).

Outcome monitoring

NICE guidelines (2016) emphasise the importance of using measures to document change.
The evaluation suggests that the wording for the Severity of Dependency Scale (SDS) and
Alcohol Use Disorders Identification Test (AUDIT), related to how participants viewed
their substance use “in the week before treatment” and the “last year”, is applicable to the
pre assessment rather than post treatment. It is recommended that consideration be given

to this to ensure the measures used are suitable to measure change over time.

There was a smaller sample size in terms of quantitative data than anticipated, related to
missing data, especially post group measures. It is recommended that the process for the
completion of measures is reviewed e.g. planning in dedicated time to complete the

questionnaires at the end of the group.

Table 2.6

Response of Primary Facilitator

“Thank you for conducting this in-depth and considered SIP. There are a number of
recommendations that will really help us to ensure that clients get the best possible
experience from SS including ensuring consistent group facilitation, being explicit around
the limitations and benefits of the dual roles of co-facilitators, maintaining an emphasis

on compassion and developing interests and lives worth living outside of services and
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allowing more time to planning next steps (therapy or other) for clients when the group
ends. On a practical level we will look for ways to offer repetition and practice of core
modules, and update measures to ensure we effectively collect substance use change over

time”
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The Impact of Maternal Attachment Style on the Efficacy of an Immersive Virtual Reality

Environment for Increasing Parental Empathy

Objective: A previous proof of concept study using Spanish mothers demonstrated that parental
empathy, a factor implicated in risk of child maltreatment, could be increased using an Immersive
Virtual Reality Environment (IVR) to embody mothers in a virtual child avatar and interact with a
Positive and Negative virtual mother. However, this study did not consider whether parental
attachment style, another factor implicated in maltreatment, affected the impact of the IVR on change
in empathy. Further, in that study, another risk factor for maltreatment (oppressing power and
independence) increased, which requires further investigation.

Method: Nineteen British mothers (M age = 35.5, range = 22 — 44) without parenting difficulties
were exposed to the same IVVR environment as described above but adapted to English.

Results: Mothers’ scores for empathy did not change from before to after the exposure and this did
not relate to maternal attachment styles of anxiety or avoidance. There was a significant increase in
indorsement of effective parenting styles and there was some evidence this was negatively related to
insecure attachment. The previous finding of an increase in risk for oppressing power and
independence was not replicated. Thematic Analysis of participants’ experience of the VR suggested
it evoked congruent cognitive and emotional responses and led to perspective-taking. It also
highlighted areas of development for the VR paradigm.

Conclusions: A previous finding of an increase in maternal empathy was not replicated. Importantly
this may suggest the findings from the previous proof of concept study could be attributable to issues
with the reliability and validity of the measure used. It is also possible the findings were specific to
the sample used in that study. Due to the small sample size and poor internal consistency for measures
of maltreatment risk in the current study, results should be interpreted with caution. An increase in
self-reported effective parenting styles provides some evidence of the potential utility of IVR in

reducing child maltreatment.
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The Impact of Maternal Attachment Style on the Efficacy of an Immersive Virtual

Reality Environment for Increasing Parental Empathy

A significant number of children are maltreated®? by their parents every year
(Radford et al., 2013) resulting in significant costs to the children themselves (Hillberg et al.,
2011) and to wider society (Gilbert et al., 2009). As a result, exploration of the factors

involved in increasing risk of maltreatment, and strategies to combat this risk are crucial.

The Potential Role of Parental Attachment Style in Child Maltreatment

One factor implicated in risk of maltreating a child is the adult attachment style of
the parent (Lo et al., 2017). Attachment style is a model of how one views oneself, others
and relationships based on early experiences with caregivers (Bowlby, 1973). This internal-
working model forms a template for current and future relationships (Hazan & Shaver,
1987). More recent conceptualisations of attachment theory have theorised that the quality of
a child’s early attachments influence their later ability to infer the mental and emotional
states of themselves and others, as well as effectively regulate their emotions (Fonagy &
Target, 2006; Meinset al., 1998). Importantly, Bowlby (1980) predicted a parent’s own
attachment experiences would shape one’s quality of parental caregiving (caregiving

behavioural system).

Defining Adult Attachment Style

Broadly, research has adopted one of two approaches for determining an
individual’s attachment as an adult. Interview based measures (i.e. the Adult Attachment
Interview; AAI) assess individuals’ narratives of their early experiences to understand their
states of mind in regard to attachment behaviours. Based on an analysis of their account,
they are allocated to one of four attachment categories (Freely autonomous, Dismissing,
Preoccupied, or Unresolved; for a more detailed account of such an approach, see George et
al., 1985). An alternative approach to measuring adult attachment is via self-report measures
(e.g. Fraley et al., 2001). Importantly, self-report measures of adult attachment may not
represent well one’s early attachment experiences due to the potential for individuals,
particularly of insecure attachment, to minimise the more difficult aspects of their
relationship with a caregiver (Macbeth, 2008). Therefore, self-report measures ask about

individuals’ experiences in adult romantic relationships to define adult attachment. While at

12 Child maltreatment is defined as “any acts of commission or omission by a parent or other caregiver
that result in harm, potential for harm, or threat of harm to a child even if harm is not the intended
result” (Gilbert et al., 2009, p.68).
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times there may be close correspondence between one’s early attachment and later
attachment (Waters et al., 2000), there is also evidence that stressful life events can impact
upon one’s attachment style (Davila & Cobb, 2003), and the two approaches have not been
found to correlate well (Crowell, et al., 1999). Therefore, the self-report approach may be
best viewed as a measure of an individual’s sense of safeness and security within

relationships.

When using the latter approach, adult attachment has been defined along two
dimensions: avoidance and anxiety (Hazan & Shaver, 1987). Individuals high in attachment
avoidance are characterised by self-reliance and discomfort depending on others, and have a
tendency to deactivate the attachment system to cope with distress (Mikulincer & Shaver,
2003). Conversely, individuals high in attachment anxiety desire closeness to others, fear
rejection, and have a tendency to hyperactive the attachment system to cope with distress
(Mikulincer & Shaver, 2003). Individuals low on both dimensions (secure) have a positive
view of themselves and others, and a “capacity to rely trustingly on others when the
occasion demands” (Bowlby, 1973, p.359).

The Relationship Between Adult Attachment and Caregiving

The parental attachment system and caregiving behavioural system are thought to be
mutually exclusive (as one becomes activated the other becomes deactivated; Rholes et al.,
2006). Therefore, if a parent’s attachment system becomes activated, their own needs and
strategies (which differ by style) may interfere with an ability to respond appropriately to
their child’s needs (Turney & Tanner, 2001). Notably, threat is thought to activate the
attachment system (Mikulincer & Shaver, 2003; and see Mikulincer et al., 2002 for
experimental support for this). A child displaying distress signals could be perceived as
threatening (Wiesenfeld et al., 1981) and therefore activate the parent’s own attachment
system. Having a secure adult attachment allows one to engage in appropriate caregiving
behaviours regardless of threat, whereas for insecure attachment, this is not the

case(Mikulincer & Shaver, 2003) as can be seen in Figure 3.1.

Evidence that Parent Attachment Style is Related to Child Maltreatment

Evidence supports the idea that adult attachment style is related to parenting
behaviours (see Jones et al., 2015, for an overview) whilst there is also evidence it can be
implicated in child maltreatment. In Jones et al.’s (2015) review, six studies found a
relationship between adult attachment and child maltreatment such as increased rates of
insecure attachment amongst maltreating parents (59%;Cramer and Kelly (2010)) compared

to the general population (42.4%; Obegi et al., 2004) and those with insecure attachment
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scoring statistically significantly higher on measures of child abuse risk (Howard, 2010;
Moncher, 1996; Rodrigues, 2006). Further, a meta-analysis by Lo et al. (2017) of 16 studies
found parental insecure attachment was significantly related to child maltreatment (Odds
Ratio of 2.93). However, rather than insecure parental attachment being a direct risk of
maltreatment, it has been conceived having a secure attachment style may serve as a buffer,
reducing risk (Dixon et al., 2005).

Figure 3.1
Responses to Threat as Determined by Attachment Style (figure adapted from
Mikulincer & Shaver, 2003)

/ Seek proximity Attachment figure Continue with \
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How Might One Reduce Risk of Child Maltreatment?

Another factor implicated in risk of child maltreatment is a lack of capacity to show

empathy and/or perspective take (Perez-Albeniz & De Paul, 2003; Rodriguez & Tucker,
2011; Rodriguez, 2013; Wiehe, 1997, 2003). Empathy can be broadly broken down into its
affective and cognitive aspects (although see Blair, 2005 for additional motor empathy
component). Affective empathy involves the vicarious experience of emotions consistent
with those of another (Bons et al., 2013), while cognitive empathy (also known as
perspective-taking), is the ability to understand what another person is thinking or feeling
(Blair, 2005). Given the definition of child maltreatment provided previously, it has been
argued that low empathy might increase risk since recognising a child’s emotions is
important to meeting a child’s needs (Hamilton-Giachritsis et al., 2018).

Importantly, adult attachment style has also been associated with empathy. For

example, a secure attachment has been found to be important in developing the capacity to
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perspective-take (Joireman et al., 2001) as it allows one to attend to the distress of a loved
one (Mikulincer & Shaver, 2003) without your own attachment needs taking priority
(Turney & Tanner, 2001). Indeed it has been demonstrated attachment insecurities interfere
with ability to recognise others’ distress and empathise with their experience (Adam et al.,
2004) and studies have shown higher scores on both insecure attachment dimensions are
related to lower empathy towards others (Britton & Fuendeling, 2005; Weiet al., 2011).
Further, although no studies have explored the mediating role of empathy in the link
between adult attachment and child maltreatment, Lafontaine et al. (2016) showed low
empathy mediated the relationship between adult attachment and intimate partner violence.
Therefore, increasing the capacity to perspective-take in individuals with insecure

attachment may reduce risk of child maltreatment.
Increasing Empathy/Perspective-Taking via IVR Environments

Immersive Virtual Reality (IVR) environments have been shown to be effective in
facilitating perspective-taking and empathy (Rosenberg et al., 2013). This is done by placing
someone in the body of a virtual avatar which creates the illusion of body ownership
(embodiment). Such techniques have demonstrated success in creating this illusion in adults
embodied in that of a small child (Tajadura-Jiménez et al., 2017).

Hamilton-Giachritsis et al. (2018) applied this technique in a group of mothers not at
high risk of maltreatment when exposing them to virtual positive and negative mothers. This
proof of concept study was successful in increasing empathy to a child’s situation and in
reducing risk of child maltreatment. Therefore, this technique may be a good candidate in
increasing empathy and reducing child maltreatment risk in mothers with insecure
attachment. However, this study did not explore whether the extent to which an increase in
empathy varied by the adult attachment style of the parent. It is possible based on
Mikulincer and Shaver’s (2003) model (Figure 1) above, exposure of individuals with
insecure attachment to the IVR environment may evoke a threat response and hence activate
their own attachment needs and therefore find it more difficult to take the perspective of a
child. Therefore, a key research question is whether different attachment styles have
different outcomes within this VR experience.

Secondly, while risk of maltreatment reduced in most factors, for some participants,
risk increased in the ‘Oppressing Power and Independence’ construct. Before this technique
can be used in high risk mothers, the reasons for this will need investigating. It is possible
this finding is not robust given that it appeared to be driven by an extreme change in a
minority of cases (Hamilton-Giachritsis et al., 2018). Further, examination of items that

comprise this construct of the Adult-Adolescent Parenting Inventory-2 (AAPI-2; which was
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used to measure maltreatment risk) suggests some appear to lack face validity (see Appendix
3.1). In addition, the questionnaire has two forms (A and B) and similar items on the two
forms are linked to different constructs (i.e., potty training is in Power and Independence on
Form A but Parental Expectations on Form B), which again highlights issues with reliability.
Hamilton-Giachritsis et al. (2018) used form A for pre-measurement and Form B as post-
measurement; therefore, it is possible changes in score reflect inconsistencies between the
forms. In line with these concerns, whilst the original authors of the AAPI demonstrated
good validity and reliability for the measure and its constructs (Bavolek & Keene, 2001),
other studies have failed to replicate the default proposed factor structure or its reliability
(Conners et al., 2006). In particular, items contributing to the Oppressing Power and
Independence construct in the original study were split across three factors when factor
analysis was repeated with a new sample. The same authors did however find good support
for the Value of Corporal Punishment, the Lack of Empathy construct and the scale as a
whole. Due to the potential difficulties with the above scale in terms of measuring harmful
parenting practices, it is important that an alternative measure of parenting practice is also
included in measuring potential change brought about by exposure to the Virtual Reality
environment. The Parenting Scale (Arnold et al., 1993) is one of the most widely used scales
in measuring parenting practices (Salari et al.,2012) and measures the subscales of parenting
practices found to be harmful to children (Arnold et al., 1993). (1) Laxness is associated
with permissive and inconsistent parenting, (2) Overreactivity is characterised by harsh and
punitive discipline, whilst (3) Verbosity reflects lengthy verbal responses to misbehaviour
(Salari et al., 2012).

Finally, given this study was conducted on a population of Spanish mothers, it is
important to replicate this on a British (English speaking) sample to explore if it is similarly
effective in reducing risk and increasing empathy.

The primary aim of the current study is to extend the Hamilton-Giachritsis et al.
(2018) proof of concept study by a) applying it to a British sample of mothers and b)
exploring whether virtual embodiment in a child’s body and exposure to Positive and
Negative mothers in an IVR environment is successful in increasing parental empathy in
mothers with different attachment styles. The secondary aim is to explore whether parents
indicate self-reported preference for less harmful parenting practices after exposure to the
environment and, in particular, the Power and Independence construct of the AAPI for
which risk was previously found to increase.

A tertiary aim was to explore participants’ subjective experience of the IVR

environment including what worked more and less well whilst also exploring the potential
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face validity of the effect the VR experience in terms of increasing perspective-taking and

more appropriate parenting practices.
Method

Ethical approval

Ethical approval was obtained for this study from the University of Bath Psychology
Research Ethics Committee (PREC code: 19-102).

Participants

Participants were mothers over the age of 18 years with at least one child under the
age of five years old and were fluent in English with no known parenting difficulties.
Participants were excluded if they had a diagnosis of epilepsy, had recently consumed
alcohol, had significant back or neck difficulties or if they had contact with Children’s
Services in relation to their childcare®. Participants who reported susceptibility to motion
sickness were included but warned of the potential for the Virtual Reality Environment to
bring on such symptoms.

Nineteen mothers (sample characteristics are presented in Table 1) between the ages
of 22 and 44 years took part (M age = 35.5, SD = 5.6). Most participants were white,
married, from a high socioeconomic background, and had reached a high level of education.

No participants reported any motion sickness whilst taking part. No participants
reported prior abuse perpetrated by someone outside their family whilst three reported abuse

perpetrated by someone inside their family.
Design

The study adopted a mixed methods design. For the quantitative component there
were two between-subject factors: (1) the counterbalanced order participants were exposed
to the Positive and Negative mother, and (2) the Adult Adolescent Parenting Inventory
(AAPI-2.1) Form they completed, both to which they were randomly allocated. There were
two within-subjects time variables: (1) one for before and after each condition and (2) before
condition one and after condition two (i.e. accounting for change over the combination of
the conditions). The relationship between participants’ score for adult attachment anxiety
and avoidance (measured along a continuous scale) to dependent variables was also
explored. The qualitative component involved a semi-structured interview of participants’

subjective experience of the VR environment immediately following each condition.

13 This was not the case for any participants
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Table 3.1
Characteristics of sample (N = 19)

Demographic variable Mean (SD)
Age years 35.5(5.6)
Age of youngest child 2.1(0.9)
n (%)
No. children
One only 9 (47)
Two 10 (53)
White? 15 (79)
Married/long-term relationship 18 (95)
Highest level of education
Postgraduate Degree 11 (58)
University Graduate 5 (26)
Currently at University 1(5)
High School Graduate 2 (11)
Work status
Full-time 6 (32)
Part-time 10 (52)
Full time education 1(5)
Stay at home mother 2 (11)
Household income (£)
< 15,000 1(5)
15,001 to 25,000 3 (16)
25,0001 to 30,000 0 (0)
30,001 to 40,000 1(5)
40,001 to 60,000 6 (32)
Over 60,000 7 (37)
Don’t know 1(5)
Notes.

aof the 4 non-white participants 3 were Asian and 1 multi-racial,
all were UK nationals.
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Measures

Quantitative

The Adult Adolescent Parenting Inventory version 2.1 (AAPI 2.1). The AAPI is
a self-report measure of parenting attitudes (Inappropriate Parental Expectations, Lack of
Empathic Awareness, Values Corporal Punishment, Parent-Child Role Reversal and
Oppressing Power and Independence) associated with increased maltreatment risk. There are
two versions (Form A and B) each with 40 items. In the Hamilton-Giachritsis et al. (2018)
study Form A was used before and Form B after exposure to the IVR conditions. Due to
potential inconsistencies between the forms, in the current study participants used either
Form A or Form B at both time points. Participants respond on a five-point Likert scale
ranging from strongly agree to strongly disagree. The AAPI has shown to have good ability
to discriminate between abusive and non-abusive parents (Cohen’s D between .68 and .98),
and good internal reliability (Spearman Brown rs > .82; Bavolek & Keene, 2001). The
current study is mainly interested in Empathic Awareness however will explore all
constructs as well as total risk in view of the total score being shown by other studies to be
more reliable than the individual constructs (Conners et al., 2006).

Experiences in Close relationships scale revised (ECR-R). Adult Attachment
anxiety and avoidance was measured using the ECR-R (Fraley et al. 2000). Participants
respond to a 36-item measure, using a seven-point Likert scale between strongly disagree
and strongly agree. The ECR-R has demonstrated good internal reliability (Cronbach alphas
> .93) and validity (Sibley, Fischer, & Liu, 2005; Sibley & Liu, 2004).

The Parenting Scale. The Parenting Scale is a 30-item measure of dysfunctional
discipline practices. It consists of three factors: Laxness, Overreactivity and Verbosity.
Participants respond on a seven-point Likert scale ranging from a response reflecting a
behaviour considered high in one of the factors (e.g. Overreactivity) at one end and low in
the factor at the other end (see Appendix 3.2 for example questions and the response scale).
It has been found to have acceptable reliability and validity (Fraley et al. , 2000). Before
exposure to the first VR condition participants were asked about their parenting during the
past two months, and after the second asked about the parenting during the past week, whilst

following the VR conditions they were asked about how they will try to parent in future.

Reading the Mind in the Eyes. The Reading the Mind in the Eyes Test-Child
Version (REMT; Baron-Cohen, Wheelwright, Hill, Raste, & Plumb, 2001) was used to
measure cognitive empathy. The task involves describing the emotional state (4-option
multiple choice) of a child based only on their eyes. Participants were presented with
different versions (which comprised different faces) before and after taking part in each
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condition to help control for practice effects. A laptop was used to present the images using

Inquisit software.

Post Experience Questionnaire. Participants’ experience of virtual embodiment
was assessed by a questionnaire after each condition. It included two questions on body
ownership (MyBody; Mirror), three on how they responded cognitively and emotionally to
the mother, one on agency (Movement), four on whether they felt like a child and two
control questions (Features; two bodies). Participants responded on a -3 to +3 Likert scale

ranging from strongly disagree to strongly agree.

Qualitative

Semi-structured interview. Following each mother condition participants were
interviewed about how they found the experience, how they felt and whether the experience
will make them think and behave differently towards their children. After the second VR
condition an additional question asked about whether the previous experience of the VR last
week affected how they responded to their children in the subsequent week. The interviews

were recorded and later transcribed.

Procedure

Participants were recruited from the local area via posters, email adverts and social
media posts targeted at local institutions (i.e. Nurseries, schools, universities, parent and
child play groups, gyms, exercise classes, libraries and leisure centres).

Participants arrived at the VR lab at the Psychology Department at the University of
Bath. They read an information sheet and subsequently had the opportunity to ask questions,
they then completed a consent form. Participants were informed that taking part was
voluntary and they could stop at any time without giving a reason. The order (as well as
information on counterbalancing) that participants completed elements of the study are

summarised in Table 3.2.

VR Paradigm

Having suited up with the VR equipment, participants entered the virtual living
room (comprehensive detail about equipment and the virtual environment, including
information on the child and mother avatars, the dialogue, and the room itself, can be found
in Appendix 3.3). Using pre- recorded instructions participants were first asked to look
around the room and describe verbally what they see, they were subsequently asked to do
some physical exercises whilst looking at their own virtual body in the mirror. This lasted

for around 5 minutes. The virtual mother then entered the room and interacted with the
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participant; the content of which varied according to whether it was the Positive (PC) or

Negative (NC) condition. The Interview and questionnaires then followed the VR condition.

Table 3.2.
Summary of Study Procedure

Time 1 Time 2 (one week later)
Pre VR Pre VR

1. AAPI (Form A or B) -

2. Parenting scale Parenting scale

3. Mind in the eyes (counterbalanced A Mind in the eyes (counterbalanced A
or B) or B)
VR VR

4. VR paradigm (Positive or Negative) VR paradigm (alternative condition to

that at Time 1)

Post VR Post VR

5. Post experience questionnaire and Post experience questionnaire and
Semi structure interview Semi structure interview

6. Parenting scale Parenting scale

7. Mind in the eyes (alternative version Mind in the eyes (alternative version
to that used at Pre) to that used at Pre)

8. - ECR-R

9. - AAPI (same version as Time 1)

Participants returned a week later to complete the second condition and guestionnaires.

Having completed the study, participants were verbally debriefed about its aims and given
opportunity to ask questions. They were given a debrief form which included sources of
support if participants had experienced abuse or were concerned about their own parenting.

Participants were reimbursed £10 for taking part.
Data Analysis

Quantitative

Power Analysis. An a priori power analysis was conducted for Analysis of Variance
(ANOVA) main effects using G*Power software (Faul et al., 2009), for an alpha of 0.05 and
0.95 power. For change in empathy, based on previous studies finding a medium effect sizes
(Hamilton-Giachritsis et al., 2018), the required number of participants would be 34. There
are a lack of comparable studies exploring the effect of VR exposure on change in a

parenting practices, therefore we assumed a medium effect size, again requiring 34
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participants. There are a lack of comparable studies on the relationship between change in
empathy and attachment anxiety and avoidance, therefore we assumed medium effect sizes.
In order to explore the relationship between attachment avoidance and anxiety together with
change in empathy via regression, a sample size of 60 would be required. Due to the
COVID-19 pandemic our sample size targets were not met therefore results should be

interpreted cautiously due to inflated probability of Type Il errors.

Descriptive and Inferential Analyses. All analyses were conducted using IBM
SPSS statistics version 25. Due to a small sample and where data was not found to meet the
assumptions of parametric testing (normal distribution was checked using the Shapiro-Wilk
statistic (Appendix 3.4) whilst homogeneity of variance was checked with a Levene’s test),
non-parametric equivalents were used to check if this resulted in different findings for main
effects (not possible with interactions) and correlations. Due to previously reported issues
with the reliability and validity of the AAPI (Conners et al., 2006), the internal reliabilities
of the scales used was also checked with the Cronbach’s alpha statistic. This was also
checked for other measures.

One participant failed to complete half of an AAPI questionnaire so was excluded
from this analysis. Analyses of difference in AAPI raw scores from before to after being
exposed to both VR conditions was conducted using a factorial analysis of variance
(ANOVA) with VR mother order (PC then NC vs NC then PC) as a between-subjects and
Time (T1 and T2) as a within-subjects factor. Similarly, analyses of change in mean score
for the Parenting Scale and its subscales, and proportion correct for the REMT (the
counterbalanced order was also explored as a between subjects factor) before and after each
condition separately were conducted using a repeated measures ANOVA with mother order
as the between subjects factor and Time (Pre and Post single VR condition and T1 and T2)
as within subjects factors. Participants’ responses to the post experience questionnaire were
checked to ensure responses were consistent with embodiment whilst differences between
the PC and NC were compared with paired sample t-tests.

Change scores were calculated for the key study variables. For the AAPI,
participants raw scores overall and for each construct separately at T2 were subtracted from
their corresponding scores at T1, such that negative scores indicate a reduction in risk. For
the Parenting Scale, scores after the VR condition were subtracted from scores before the
VR condition such that positive scores show a change towards more effective (less harmful)
parenting. For the REMT, pre VR scores were subtracted from post VR scores such that
positive scores reflect higher percentage correct at post VR compared to Pre VR. The
relationship between these change scores and attachment anxiety and avoidance was then

explored via correlation (due to not meeting sample size requirements to power regression).
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Qualitative

Participants’ responses to the semi-structured interview were analysed using
Thematic Analysis following the guidance of Braun and Clarke (2006), using a contextualist
stance and an inductive approach (Braun & Clarke 2006). Following transcription, the
author re-read all transcriptions for both the PC and NC and generated and applied semantic

level codes to the data. The codes were then grouped together into themes and subthemes.
Results

Embodiment

Overall, participants’ mean scores for responses to the embodiment statements for
the PC and NC were in a direction in line with successful embodiment (see Appendix 3.5).
There were no differences between mother conditions in embodiment (ts(18) < 1.91, p
>.07), except for two questions (“I felt myself responding to the mother regarding my
emotions” and “I felt like I was in the child’s body”) where there was significantly higher
agreement with the statements following the PC compared to the NC (ts(18) > 2.20, ps <
.05).

Adult Adolescent Parenting Inventory

Scale Reliabilities

The internal consistencies for each AAPI construct and overall score over the
different time points are presented in Table 3.3. Scale reliabilities (Cronbach alpha) for
Parental Lack of Empathic Awareness (.41 to .68), Strong Belief in the Value of Corporal
Punishment (.41 to .71), Parent-child Role Reversal (.06 to .67) and Oppressing Children’s
Power and Independence (-1.0 to .31) were low and would fall under the threshold of 0.6 for
comparing means suggested by Salvia and Ysseldyke (1995). The Overall scale (.71 to .84)

and Inappropriate Parental Expectations (.58 to .84) reliability was acceptable.

Time One to Time Two Change

Raw scores (Standard Ten'* (STEN) scores are presented in Appendix 3.6, the
results of change in SEN scores followed the same pattern as the Raw scores) for the
separate constructs and overall for T1 and T2 for each mother order condition are presented
in Table 3.4. Mean raw scores generally scored at the upper end of the potential range for

each construct with higher scores depicting a lower level of risk. For Parental Unrealistic

14 An individual’s score defined by reference to a standard normal distribution.
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Expectations (Construct A), Parental Lack of Empathy (Construct B), VValue in the use of
Corporal Punishment (Construct C) and Parent-Child Role Reverse (Construct D) and
Overall, participants scores did not change significantly (Fs(1,16) < .05, ps > .83) from T1 to
T2. However for Oppressing Children’s Power and Independence (Construct E), the change
between T1 and T2 approached significance (F(1,16) = 4.05, p = .06) such that scores were
higher at T2 than T1. For Overall score, there was a significant interaction such that for PC
then NC there was an increase in score (reflecting less risk) from T1 to T2 while for NC then
PC there was a slight decrease (F(1,16) = 5.0, p = .04; See Figure 3.2). This same pattern
emerged as a trend (F(1,16) = 3.6, p = .077) for Value in the Use of Corporal Punishment.
There was no interaction between Time and order for any other constructs (Fs(1,16) < 2.8,
Ps > .11).

Table 3.3.
Cronbach Alpha’s for AAPI Subscales and Overall Scale
Form A Form B
Construct Time 1 Time 2 Time 1 Time 2
A. Inappropriate parental expectations 77 84 58 82
B. Parental lack of empathic awareness of
children’s needs 48 .68 417 .50°
C. Strong belief in the use and value of
corporal punishment 71 41 AT78 b57°
D. Parent-child role reversal 59 67 06° a1
E. Oppressing children’s power and
independence A3 -1.03° -55° 31
Overall Scale .84 .84 710 T79°

Notes.
altems automatically removed from scale due to zero variance
Coding was double checked to ensure items for coded in the correct direction

Relationship with Attachment

The scale reliability for ECR-R was high (Cronbach a = .88). Participants scores for
attachment anxiety (M = 2.4, SD = 0.8) and avoidance (M = 2.3, SD = 1.0) were low,
suggesting high attachment security. In terms of change over time, there were no significant
correlations for any of the AAPI constructs or Overall score and attachment avoidance or
anxiety (rs (18) between -.30 and .34, ps > .16) although the relationship between
attachment avoidance and change in Construct A approached significance (r(18) = .42, p
=.08) such that higher avoidance resulted in more change. The pattern of results for non-

parametric correlations were consistent with this. The relationship between attachment
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anxiety and avoidance and scores for the AAPI at baseline are presented in Appendix 3.7.

Parenting Practices

Scale Reliabilities

The internal consistencies (Cronbach’s Alpha) for overall Parenting Scale and its
subscales are presented in Table 3.5 and were generally acceptable for Laxness (.54 to .80),
Overreactivity (.83 to .92) and Overall, (.70 to .81) but low for Verbosity (.32 to .63),
consistent with previous research (Arnold et al., 1992; Salari et al 2012).

Change Over Time

There was no interaction between change and order of mother conditions for any of
the parenting subscales at any time point (Fs(1, 17) < 0.36, ps > .56) therefore differences
between pre and post VR at T1 and T2 are presented in Table 3.6 with orders merged.

Participants’ scores reduced from pre- to post-VR exposure at both T1 and T2 for
Total score, Laxness (T2 only) and Overreactivity (z-scores > -2.01) reflecting less harmful
parenting practices but not for Verbosity (z-scores < -0.9). When comparing the T1 Pre to
T2 Post, to account for effect of both conditions in combination, there was a significant

reduction in score for Total score and all three subscales (z-scores > -2.3).

Relationship with Attachment

For change in Parenting Scale scores over time, there was a significant negative
correlation between attachment anxiety and change in laxness at T2 (z, = -0.36, p = .03) such
that higher anxiety resulted in less change, whilst there was also a significant negative
correlation between attachment avoidance and change in Total score between T1 pre-VR and
T2 post-VR (7, = -0.33, p < .05) such that as attachment avoidance increased there was less
change. No other correlations were significant. Correlations between attachment scales and

baseline Parenting Scale scores are presented in Appendix 3.7.
Reading the Mind in the Eyes Test — Cognitive empathy

The mean proportion of correct responses on the REMT are presented in Table 3.7.
No significant difference between pre and post at either T1 or T2 was found (Fs(1,13) < .21,
ps >.64) nor did this interact with the counterbalanced order participants completed versions
at either time point (Fs(1,13) < 0.99, ps > .34) or the order participants were exposed to the
PC and NC (Fs(1,13) < 0.08, ps > .78). There was no significant relationship between

attachment dimensions and change in REMT score (= <-.26, ps > .15).
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Table 3.4
AAPI Mean Raw Scores (N=18)

Positive then Negative

Negative then Positive

Construct Time 1 Time 2 Time 1 Time 2
Range M (SD) M (SD) tdf=7?% p M (SD) M (SD) t (df=9)? p
A. Inappropriate parental
] 7-35 28.5(3.9) 29.5 (4.0 -0.88 40 27.4 (4.7) 26.2 (5.0) 1.48 17
expectations
B. Parental lack of empathic
awareness of children’s needs ~ 10-50  47.4(21)  47.4(2.3) 0.00 1.0 449 (3.2) 44.8 (3.7) 0.15 .89
C. Strong belief in the use and
) 11-55 51.0(4.3) 52.1(2.4) -0.97 .36 48.6 (4.3) 47.3 (4.3) 1.90 .09
value of corporal punishment
D. Parent-child role reversal 7-35 28.0(2.3) 29.3(3.4) -0.88 44 29.6 (3.2) 28.2 (3.9) 1.95 .08
E. Oppressing children’s power
. 5-25 19.6 (2.3) 20.6 (2.3) -15 19 22.2(1.8) 22.6 (1.8) -1.31 22
and independence
Overall Scale 40-200 1745(9.7) 178.9(8.7) -1.37 21 172.7 (11.5)  169.1 (12.8) 1.89 .09

Notes. Mean raw scores (and standard deviations) for the AAPI at time 1 and time 2 split by the order in which participants experienced the two mother

conditions. Higher scores reflect a lower level of child abuse risk.

2 Non-parametric tests resulted in same results
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Figure 3.2

Total AAPI Raw Score for Each Condition Order
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PC then NC

NC then PC

Condition Order

BTl mT2

Cronbach's alphas for Parenting Scale Subscales (N=19)

Subscale

Laxness
Overreactivity
Verbosity
Total

Time 1 Time 2
Pre Post Pre Post
0.78 0.54 0.64 0.80
0.83 0.86 0.85 0.92
0.32 0.63 0.46 0.55
0.78 0.76 0.7 0.81
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Table 3.6

Mean Parenting Scores at Each Time Point Pre and Post VR

Subscales

Laxness

Over-
reactivity

Verbosity 3.9 (0.7)

Total

Time 1 Time 2 T1pre vs T2post
M (SD) z p M (SD) z p z p
Post Pre Post
25(05) -16 .10 25(0.6) 22(08 -20 .04 -3.0 .003
18(0.7) -27 <01 2.1(0.8) 14(0.7) -3.7 <.001 -3.4 .001
3.8(0.8) -09 .37 36(0.8 3509 -09 .36 -2.3 .02
27(04) -23 .02 2.7(05) 24(06) -26 .01 -35 <.001

Notes. Means and standard deviations of scores on the Parent Scale. Lower Scores represent more effective

parenting practices. The distribution of scores were high in Skew and/or Kurtosis therefore results of non-

parametric, Wilcoxon signed ranks are reported (although results of parametric tests followed the same pattern).
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Table 3.7
Proportion of Emotions Identified Correctly

Time 1 Time 2
M(SD) t (df = 8) p M(SD) t(df=8) p
Order Pre Post Pre Post
AB 057(0.07) 0.58(0.82) -0.19 .85 0.61 (1.10) 0.58 (0.09) 1.07 31
BA 0.64(0.09) 0.65(0.09) -0.65 .54 0.64 (0.13) 0.66 (0.12) -0.72 49

Notes. Order A B reflects competing version A of the Reading Mind in the Eyes Test before exposure
to the VR (Pre) and version B after exposure to the VR (Post). Order B A reflects completing version
B before exposure to the VR (Pre) and version A after exposure to the VR (Post)

Qualitative data

Thematic Analysis of participants’ responses to interviews following the PC and NC
resulted in nine themes of: (1) Positive Learning Experience; (2) Positive and Negative
Conditions Evoking Expected Responses in Cognitive, Emotional and Physical Domains; (3)
Comparing and Contrasting Conditions; (4) Noticing the Size Difference; (5) Integrating
Mother and Child Perspective; (6) Reflecting on Past Experiences; (7) Reflections on How
Parents may Change their Behaviour Based on this Perspective; (8) Meta-Cognitive
Awareness; and (9) VR Challenges and Future Changes. Themes also included underlying
subthemes. A summary of themes, subthemes and example quotes, and their prevalence are

presented in Table 3.8 (for more details see Appendix 3.8).
Discussion

The current study, using a small sample of British mothers, did not replicate a previous
finding (Hamilton-Giachritsis et al., 2018) of an increase in empathy following exposure to
an IVR environment in which they were embodied in a child avatar and interacted with a
Positive and Negative mother avatar. It also did not replicate the finding of an increase in
risk in a measure of a parents’ preference for oppressing children’s power and independence,
instead finding a reduction in risk of this construct. However, there was evidence that the
IVR environment resulted in parents endorsing more effective parenting strategies after

exposure to the IVR environment. No evidence was found that where participants scored on
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dimensions of adult attachment avoidance and anxiety influenced how much the IVR
exposure resulted in changes in maltreatment risk across all constructs. However, there was
some evidence that higher scores in attachment avoidance was related to less change towards
effective strategies overall, whilst higher scores in attachment anxiety was related to less
positive change away from a Lax parenting preference. In general, results from the Thematic
Analysis suggested the IVR environment was effective in evoking cognitive, behavioural
and emotional responses congruent with the mother condition. Mothers also reflected on the
child’s perspective and their previous experiences of parenting or being parented. They
expressed an intention to make changes to their practices in the future. The interviews also
drew attention to problems with immersion and relatability to the mother conditions and

elements that were experienced as incongruent in some participants.

For both the self-report measure of empathy (AAPI) and cognitive empathy
(REMT), we found no evidence that exposure to the VR conditions led to a positive impact
on parents’ level of empathy. However, the AAPI empathy construct had poor internal
consistency for the current sample, whilst participants were likely already scoring at ceiling
for this measure (scoring average of 46 out of a maximum of 50) and therefore it is difficult
to draw strong conclusions from this as to the effectiveness of the VR in increasing empathy.
In addition, our sample size did not meet that determined by power analysis, which increases
the risk of a type Il error. However, Hamilton-Giachritsis et al., (2018) found a difference in
change in empathy between before and after the VR condition using similar sample size
which may undermine this explanation.

Internal consistencies were also poor for the other constructs of the AAPI, therefore
conclusions drawn are limited. In particular, internal consistency for Oppressing Power and
Independence was particularly poor. This was the only construct in which parenting
practices moved significantly in a less harmful direction following exposure to the VR
compared to Hamilton-Giachritsis et al. (2018) who found this construct significantly
increased in risk following VR. The Total score for the AAPI however had good internal
consistency. For this we found a significant interaction between time (before and after both
conditions) and the order the conditions were presented such that completing the Positive
condition followed by the Negative resulted in an reduction in risk, whilst completing the
Negative and then the Positive resulted in an increase in risk. Interestingly, Hamilton-
Giachritsis et al., (2018) only found an improvement in cognitive empathy for the Negative
condition only. Given this, it is possible that the result in the current study represents a

recency effect of having been exposed to the Negative mother second.
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Table 3.8

Themes and Subthemes Derived from Thematic Analysis

Quote

Theme n? Subtheme
(1) Positive Learning Experience 6 Thinking about and discussing VR “Over the first couple of days I talked about it with friends, I
experience in week in between talked about it with my husband...”
5 Immersion being preferable to “I think these are the sorts of things I'm always every day
theoretical learning analysing and reading, but when you see it in reality, it’s a lot
easier to learn from than reading...”
Negative Mother Positive Mother

(2) Evoking Expected Responses in Cognitive, 18 Emotional “It was a bit scary actually” “It made me feel nice

Emotional and Physical Domains in line with about myself”

Each Condition 13 Cognitive “I felt like she was annoyed “I felt like she was
because | had not done the things genuinely asking what |
she wanted me to do...” wanted to do...”

7 Physical “I could not give the mother eye- “I wanted to get closer
contact” to her”.

(3) Comparing and Contrasting Conditions 13 NA “after comparing both positive and negative experiences, I'm
surprised how effective it is...”

(4) Noticing the Size Difference 13 NA “I mean looking up at her, I don’t know, I did feel like a child”

14 NA “it also made me realise how easy it might be to intimidate a

(5) Integrating Mother and Child Perspective

child if we are not careful with our body language”
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(6) Reflecting on Past Experiences 11 NA “[ think that feeds into your own experience of being parented
as well...”

(7) Reflections on How Parents may Change 16 Physical/Behavioural “My sense was that my boys wanted me down on the floor with

their Behaviour Based on this Perspective, them, and now I actually see why it is so important”

11 Changes to content of information “I think its easy as an adult to forget, and as a parent to forget
given to children that your child probably doesn’t understand or is able to ask
or answer back”

(8) Meta-Cognitive Awareness 12 NA “Just thinking about it more, rather than it just rolling off the
tongue, just thinking more, so just thinking about it, and
relaying it and thinking what’s the best way I can do
something”

(9) VR Challenges and Future Changes 4 Challenges to relatability “it would have to be really far in the future because I don’t
have those sort of expectations with my own child at the
moment because he is so little...”

7 Incongruence between Presented “But I also noticed the face change, at first I didn'’t like it, then
condition and how it was experienced she looked nice”
10 Challenges to Immersion “I think if I had longer in the VR equipment it might have felt
more real”
4 Questionnaires rather than VR “I know it was in the questionnaire anyway, but I think | was a

influencing reflections

little bit more cautious about the way I presented myself”

Notes. NA = Not Applicable

 is the number of participants’ interviews the theme was present in (i.e. prevalence)
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Parenting styles were also measured by the Parenting Scale (Arnold et al.,
1993) in the current study. As opposed to the AAPI, the internal consistencies for this scale
were generally good, with the exception of Verbosity. Using this measure, change from
before to after both VR conditions resulted in a significant reduction in harmful parenting
practices for all subscales and overall. In contrast to the results from the AAPI, there was no
effect of mother order. The largest change appeared to be in Overreactivity which again
perhaps reflects exposure to the negative mother and subsequently not wanting to replicate

such a style with their own children.

Relationships with Attachment Anxiety and Avoidance

There was no relationship between anxiety or avoidance attachment dimensions and
change in empathy over time. In terms of other parenting constructs there were mixed
findings. Where there was a significant relationship it tended to follow a pattern of: the
higher the attachment anxiety or avoidance, the less change away from harmful parenting
practices. Specifically, there was less change in Laxness at Time 1 following VR exposures
for participants higher in attachment anxiety. Such a pattern may make theoretical sense
given attachment anxiety is characterised by fears of rejection. It is possible that being firm
with boundaries with children (which is opposed to Laxness) may arouse parents’ fear of
being disliked and therefore find it hard to move toward this style. There was less change
overall in the Parenting Scale for individuals higher in attachment avoidance. This is perhaps
in line with the theoretical underpinning described in the introduction such that those with
avoidant attachment styles may disengage the caregiving system when presented with threat
(Mikulincer & Shaver, 2016) and therefore this has resulted in the VR environment having
less of an impact on such individuals. However, the lack of a consistent change and the
small sample size, along with the relatively low score for avoidance and particularly
anxiety™ for the sample as a whole means that results should be considered preliminary, it is
possible that better representation of individuals high in attachment anxiety/avoidance could

result in different findings.

Implications

Direct comparison to the previous study by Hamilton-Giachritsis et al., (2018) is

difficult due to a number of differences between that study and the current study, such as

15 The ECR-R has been administered to 17,000 people finding a mean score for avoidance of 2.92
(SD =1.19) and for anxiety of 3.56 (SD = 1.12), meaning that scores for anxiety in the current sample
fell at least one standard deviation below the mean of the normed sample. Norms retrieved from
http://labs.psychology.illinois.edu/~rcfraley/measures/ecrr.htm
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using an English sample (therefore new English dialogue and voice actor, English wording
of the AAPI as opposed to Spanish), and repeating the same AAPI Form version across time
points. Nevertheless, the current study did not replicate the findings of increases in maternal
empathy following the IVVR experience. Some corroboration was apparent between the two
studies in that in the current study, as in the previous, a larger reduction in risk relating to
parenting behaviours overall was found when participants were exposed to the Negative
condition second. Further, results from the interview suggests participants found the VR
experience a good learning opportunity and their responses and reflections were in line with

the idea of increased perspective taking.

The current study also did not replicate the finding of an increase in risk in the
Power and Independence construct and instead found the opposite, a reduction. The internal
consistency of that construct in the current study was very low and therefore it is not
sensible to draw any conclusions from this. Hamilton-Giachritsis et al. (2018) used a
different Form (A) before the VR and after (B) and items contributing to the constructs
differed in face validity between the forms which may explain the change in risk in that
study. As already highlighted in the introduction and Appendix 3.1, when inspecting the
AAPI, certain items contributing to a construct appear to lack face validity. For example, the
construct of Power and Independence relates to a parent’s belief that a child should give
complete obedience to authority (Bavolek & Keene, 2010), however an item contributing to
this construct “parents who nurture themselves make better parents” does share a good fit
with this definition. Furthermore, the construct of Parental Inappropriate Expectations of
Children relates to parents having expectations that exceed the skills and abilities of their
child (Bavolek & Keene, 2010). However, an item contributing to this factor “The trouble
with kids today is that they are given too much freedom” does not fit well with this and
seems to be a better fit for the Power and Independence factor previously defined. It is
possible that a lack of fit between some items and the overall construct resulted in the low

reliability observed in the current study.

The problems found with the AAPI scale reliabilities in the current study are line
with a study by Connors et al. (2006) who found low internal consistencies in the constructs
and were not able to replicate the original factor structure. The sample in that study was a
low income, rural population whose children were enrolled onto the Head Start program
(Mena-Gonzalez, 2009) and therefore very different to the current sample, but perhaps
suggests the scale has problems with reliability across different demographic groups. It is
also possible British participants in the current study differed to the Spanish participants in

Hamilton-Giachritsis et al. (2018) in response tendencies. Research has demonstrated
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cultural differences in response tendencies to Likert scales (although there appears to be no
research on the difference between British and Spanish specifically). For example, Lee et al.
(2002) found US nationals tended to be more likely to use extreme ends of a Likert scale
compared to Japanese and Chinese participants, whilst Hui and Triandis (1989) found
Hispanics were more likely than non-Hispanics to use extreme ends of a scale.

Whilst not replicating the previous finding of changes in empathy, the current study
did lead to a reduction in harmful parenting attitudes, particularly for Overreactivity. Higher
scores on this measure have been associated with increased child abuse potential (Kelley et
al., 2015) and higher parent child-aggression (Rodriguez, 2010). Given that reducing
harmful parenting practices is the overall goal of the IVR environment exposure, the current
study has provided additional support for using such a methodology for reducing parenting
practices associated with risk of child maltreatment. However, it should be held in mind that
the scale has not been validated for participants responding with how they intend to parent in
the future, which was how it was operationalised in the current study. Importantly, studies
have shown there is not always good concurrent validity between self-reported parenting
practices and observed parenting practices (Bellhouse, 2001). As reported above, there was
some very preliminary evidence that the effectiveness of the paradigm in changing parenting
practices may relate to attachment style (holding all the caveats in mind of generally low
mean attachment anxiety/avoidance scores and a sample high in education and
socioeconomic status), therefore future research may need to account for attachment style in
operationalising the VR paradigm with reference to attachment theory.

Limitations and Future Research

In addition to the limitations already discussed, during the post experience
interviews, while many participants responded in line with being immersed and feeling
emotions congruent with the virtual mother’s actions, some participants also raised some
interesting points that warrant further consideration in refining the VR paradigm. Some
participants reported feeling scared of the Positive mother initially as a result of previous
exposure to the Negative mother (as was also reported in Hamilton-Giachritsis et al., 2018).
Some participants also discussed that whilst the tone of the virtual mother was warm in the
Positive condition, her actions were not necessarily consistent with what she said (e.g.
asking if the participant wanted to play together but then not playing). Participants also
discussed that they did not have enough time to fully acclimatise to the environment and
needed longer, whilst others felt self-conscious responding verbally to the mother knowing
the experimenter was listening in the real world. Further, some participants reported finding
it hard to relate to the virtual child because their own child was much younger, whilst they

also felt that some questionnaire items were not relevant for the age of their child. These
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factors will need further consideration in the design of future studies using such a paradigm
There were also aspects of the paradigm that emerged from participants’ interviews that are
important to retain, including the exposure to both the positive and negative mother to
provide a contrast of styles to reflect on, the clear size difference between the mother and
child avatar, and the voice actor’s tone of voice.

Future research with a larger, more heterogeneous sample is required. The current
difficulties with AAPI reliability and validity (and previously reported difficulties e.g.
Connor et al., 2006), highlights the importance of adequate checking of the face validity of
items contributing to a construct when selecting a measure to use. It is possible items not
appearing to represent well the construct to which they belong impacted on the reliability of
the measure. Further, it highlights the importance when constructing a new measure to avoid
allocation items to a construct on statistical terms alone, which appears to be the case with
the AAPI. It is recommended that in future research an alternative measure of maltreatment
risk is used alongside the total AAPI score (which has shown good reliability), and the same
AAPI form should be used both before and after due to a lack of consistency between the
forms. Further, while the adult version of the Mind in the Eyes test has shown consistent
reliability and validity across studies (Baron-Cohen, Wheelwright, Hill et al., 2001) the child
version has been less widely used (Baron-Cohen, Wheelwright, Spong, & Lawson, 2001)
and appears to have only been used once before for adults identifying child faces
(Vogindroukas et al., 2014) as in the current study. In addition, while it has shown good
ability to discriminate between known groups who are low or not in cognitive empathy (i.e.
ASD vs Controls; Baron-Cohen et al., 2001) it is less clear on the measure’s sensitivity to
pick up changes over time.

A further potential variation to the study relates to the fact that participants were
embodied in the same gender as their own (i.e. female for mothers), the current study did not
assess the gender of the children of the mothers themselves. It is possible that the effect may
be larger when the gender of the child they are embodied in matches the gender of their
children rather than themselves. Indeed, one participant discussed feeling more “connected”
to the experience because the child looked very similar to her own daughter.

Further, future studies in the area should also look to measure parenting behaviours
in the months following the IVR experience to see if reported reductions in harmful

parenting practices as found in the current study are enacted in life.

Conclusions

The current study, with a small sample of mostly homogenous high socioeconomic

and highly educated participants, did not replicate the previous finding (Hamilton-
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Giachritsis et al., 2018) of changes in empathy after exposure to Positive and Negative
virtual mothers while embodied in the virtual body of a young child, nor was any change in
empathy related to adult attachment dimensions of anxiety or avoidance. The lack of
replication is of value in that it suggests changes in maltreatment risk documented in the
original study could be attributable to issues with reliability and a lack of consistency
between pre and post versions of a measure used to measure maltreatment risk and/or
differences in sample characteristics. This requires further investigation.

The current study did find very preliminary evidence that the paradigm resulted in
an intention at least, to engage in less harmful parenting practices in the future with some

evidence of a relationship with this change and adult attachment style.

142



References

Adam, E. K., Gunnar, M. R., & Tanaka, A. (2004). Adult attachment, parent emotion, and
observed parenting behavior: Mediator and moderator models. Child Development,
75(1), 110-122.

Aitken, L. M., Chaboyer, W., Schuetz, M., Joyce, C., & Macfarlane, B. (2014). Health status
of critically ill trauma patients. J Clin Nurs, 23(5-6 PG-704-15), 704-715.
https://doi.org/10.1111/jocn.12026

Aldwin, C. M., Sutton, K. J., Chiara, G., & Spiro, A. (1996). Age differences in stress,
coping, and appraisal: Findings from the normative aging study. Journals of
Gerontology - Series B Psychological Sciences and Social Sciences, 51(4), 179-188.
https://doi.org/10.1093/geronb/51B.4.P179

Alfheim, H. B., Hofso, K., Smastuen, M. C., Toien, K., Rosseland, L. A., & Rustoen, T.
(2019). Post-traumatic stress symptoms in family caregivers of intensive care unit
patients: A longitudinal study. Intensive Crit Care Nurs, 50, 5-10.
https://doi.org/10.1016/j.iccn.2018.05.007

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental
disorders (5th ed.). Arlington, VA: American Psychiatric Publishing.

Arnberg, F. K., Michel, P.-O., & Lundin, T. (2015). Posttraumatic stress in survivors 1
month to 19 years after an airliner emergency landing. PLoS One, 10(3 PG-).
https://doi.org/http://dx.doi.org/10.1371/journal.pone.0119732

Arnold, D. S., O’Leary, S. G., Wolff, L. S., & Acker, M. M. (1993). The Parenting Scale: A
Measure of Dysfunctional Parenting in Discipline Situations. Psychological
Assessment, 5(2), 137-144. https://doi.org/10.1037/1040-3590.5.2.137

Arroll, B., Goodyear-Smith, F., Crengle, S., Gunn, J., Kerse, N., Fishman, T., ... Hatcher, S.
(2010). Validation of PHQ-2 and PHQ-9 to screen for major depression in the primary
care population. Annals of Family Medicine, 8(4), 348-353.
https://doi.org/10.1370/afm.1139

Bachar, E., Hadar, H., & Shalev, A. Y. (2005). Narcissistic vulnerability and the
development of PTSD: a prospective study. Journal of Nervous and Mental Disease,
193(11 PG-762-765), 762-765.
https://doi.org/http://dx.doi.org/10.1097/01.nmd.0000185874.31672.a5

143



Barendregt, J. J., Doi, S. A, Lee, Y. Y., Norman, R. E., & Vos, T. (2013). Meta-analysis of
prevalence. Journal of Epidemiology and Community Health, 67(11), 974-978.
https://doi.org/10.1136/jech-2013-203104

Baron-Cohen, S, Wheelwright, S., Hill, J., Raste, Y., & Plumb, 1. (2001). The ‘Reading the
Mind in the Eyes’ Test revised version: a study with normal adults, and adults with
Asperger syndrome or high-functioning autism. Jounral of Child Psychololgy and
Psychiatry, 42, 241-251.

Baron-Cohen, Simon, Wheelwright, S., Spong, A., & Lawson, J. (2001). Studies of Theory
of Mind: Are Intuitive Physics and Intuitive Psychology Independent? Journal of
Developmental and Learning Disorders, 5(1), 47-78.

Baron-Cohen, S., Wheelwright, S., Hill, J., Raste, Y., & Plumb, L. (2001). The “Reading the
Mind in the Eyes” Test Revised Version: A Study with Normal Adults, and Adults
with Asperger Syndrome or High-functioning Autism. Journal of Child Psychology
and Psychiatry, 42(2), 241-251. https://doi.org/10.1111/1469-7610.00715

Bavolek, S. J., & Keene, R. G. (2001). Adult-Adolescent Parenting Inventory AAPI-2:
Administration and Development Handbook. Park City, UT: Family Develpment

Resources Inc.

Beck, A. T., Wright, F. D., Newman, C. F., & Liese, B. S. (1993). Cognitive therapy of
substance abuse. New York: Guilford.

Beck, J. G., Grant, D. M. M., Clapp, J. D., & Palyo, S. A. (2009). Understanding the
interpersonal impact of trauma: Contributions of PTSD and depression. Journal of
Anxiety Disorders, 23(4), 443-450. https://doi.org/10.1016/j.janxdis.2008.09.001

Bedard-Gilligan, M., Garcia, N., Zoellner, L. A., & Feeny, N. C. (2018). Alcohol, cannabis,
and other drug use: Engagement and outcome in PTSD treatment. Psychology of
Addictive Behaviors, 32(3), 277-288. https://doi.org/10.1037/adb0000355

Bell, T. M., Vetor, A. N., & Zarzaur, B. L. (2018). Prevalence and treatment of depression
and posttraumatic stress disorder among trauma patients with non-neurological
injuries. Journal of Trauma and Acute Care Surgery, 85(5), 999-1006.
https://doi.org/http://dx.doi.org/10.1097/ta.0000000000001992

Bellhouse, M. R. (2001). Parental discipline style: an investigation into the validiy of
parents’ reports. PhD Thesis The Open University.

Bevilacqua, F., Morini, F., Zaccara, A., De Marchis, C., Braguglia, A., Gentile, S., ... Aite,
144



L. (2018). Couples Facing the Birth of a Newborn with a Congenital Anomaly: PTSD
Symptoms in the First Year. Am J Perinatol, 35(12), 1168-1172.
https://doi.org/10.1055/s-0038-1641591

Bienvenu, O. J., Gellar, J., Althouse, B. M., Colantuoni, E., Sricharoenchai, T., Mendez-
Tellez, P. A., ... Needham, D. M. (2013). Post-traumatic stress disorder symptoms
after acute lung injury: a 2-year prospective longitudinal study. Psychol Med, 43(12),
2657-2671. https://doi.org/10.1017/s0033291713000214

Blair, R. J. R. (2005). Responding to the emotions of others: Dissociating forms of empathy
through the study of typical and psychiatric populations. Consciousness and Cognition,
14(4), 698-718. https://doi.org/10.1016/j.concog.2005.06.004

Bons, D., Van Den Broek, E., Scheepers, F., Herpers, P., Rommelse, N., & Buitelaar, J. K.
(2013). Motor, emotional, and cognitive empathy in children and adolescents with
autism spectrum disorder and conduct disorder. Journal of Abnormal Child
Psychology, 41(3), 425-443. https://doi.org/10.1007/s10802-012-9689-5

Borenstein, M., Hedges, L. V, Higgins, J. P., & Rothstein, H. R. (2011). Introduction to
meta-analysis. Chichester, UK: John Wiley & Sons.

Boscarino, J. A. (2008). A prospective study of ptsd and early-age heart disease mortality
among vietnam veterans: Implications for surveillance and prevention. Psychosomatic
Medicine, 70(6), 668-676. https://doi.org/10.1097/PSY.0b013e31817bccaf

Boscarino, J. A., & Adams, Z£. R. E. (2009). PTSD onset and course following the World
Trade Center disaster : findings and implications for future research, 887—898.

https://doi.org/10.1007/s00127-009-0011-y

Bosmans, M. W., Hofland, H. W., De Jong, A. E., & Van Loey, N. E. (2015). Coping with
burns: the role of coping self-efficacy in the recovery from traumatic stress following
burn injuries. J Behav Med, 38(4 PG-642-51), 642-651.
https://doi.org/10.1007/s10865-015-9638-1

Bowlby, J. (1973). Attachment and Loss. Vol 2. New York: Basic Books.

Breslau, N, & Davis, G. C. (1992). Posttraumatic stress disorder in an urban population of
young adults: Risk factors for chronicity. The American Journal of Psychiatry, 149(5),
671.

Breslau, Naomi, Davis, G. C., Andreski, P., Peterson, E. L., & Schultz, L. R. (1997). Sex

differences in posttraumatic stress disorder. Archives of General Psychiatry, 54(11),
145



1044-1048. https://doi.org/10.1001/archpsyc.1997.01830230082012

Britton, P. C., & Fuendeling, J. M. (2005). The relations among varieties of adult attachment
and the components of empathy. Journal of Social Psychology, 145(5), 519-530.
https://doi.org/10.3200/SOCP.145.5.519-530

Brown, P. J., Recupero, P. R., & Stout, R. (1995). PTSD substance abuse comorbidity and
treatment utilization. Addictive Behaviors, 20(2), 251-254.

Brown, P. J., Stout, R. L., & Mueller, T. (1996). Post-traumatic stress disorder and substance
abuse relapse among women: A pilot study. Psychology of Addictive Behaviors, 10,
124-128.

Bryant, R. (2011). Post-traumatic stress disorder vs traumatic brain injury. Dialogues in
Clinical Neuroscience, 13(3), 251-262. https://doi.org/10.1080/13554799708404048

Bryant, R. A., O’Donnell, M. L., Creamer, M., McFarlane, A. C., Clark, C. R., & Silove, D.
(2010). The psychiatric sequelae of traumatic injury. Am J Psychiatry, 167(3 PG-312—
20), 312-320. https://doi.org/10.1176/appi.ajp.2009.09050617

Capuzzo, M., Bertacchini, S., Davanzo, E., Felisatti, G., Paparella, L., Tadini, L., & Alvisi,
R. (2010). Health-related quality of life before planned admission to intensive care:
memory over three and six months. Health Qual Life Outcomes, 8, 103.
https://doi.org/10.1186/1477-7525-8-103

Carty, J., O’Donnell, M. L., & Creamer, M. (2006). Delayed-onset PTSD: a prospective
study of injury survivors. J Affect Disord, 90(2-3 PG-257-61), 257-261.
https://doi.org/10.1016/j.jad.2005.11.011

Castilla, C., & Vazquez, C. (2011). Stress-related symptoms and positive emotions after a
myocardial infarction: a longitudinal analysis. European Journal of
Psychotraumatology, 2(PG-). https://doi.org/http://dx.doi.org/10.3402/ejpt.v2i0.8082

Castillo, 1., Saiz, F., Rojas, O., Vazquez, M. A., & Lerma, J. M. (2010). Estimation of cutoff
for the Severity of Dependence Scale (SDS) for opiate dependence by ROC analysis.
Actas Espanolas de Psiquiatria, 38(5), 270-277.

Chang, J. (2016). Predicting trajectories of post traumatic stress disorder following discharge
from a level 1 trauma center [dissertation], 78. Retrieved from
https://search.progquest.com/docview/1863569252?accountid=28179

Chung, M. C., McKee, K. J., Austin, C., Barkby, H., Brown, H., Cash, S., ... Pais, T. (2009).

146



Posttraumatic stress disorder in older people after a fall. Int J Geriatr Psychiatry,
24(9), 955-964. https://doi.org/10.1002/gps.2201

Clinical Guidelines on Drug Misuse and Dependence Update 2017 Independent Expert
Working Group. (2017). Drug misuse and dependence: UK guidelines on clinical

management. London.

Clohessy, S., & Ehlers, A. (1999). PTSD symptoms, response to intrusive memories and
coping in ambulance service workers. British Journal of Clinical Psychology, 38(3),
251-265. https://doi.org/10.1348/014466599162836

Colville, G., & Pierce, C. (2012). Patterns of post-traumatic stress symptoms in families
after paediatric intensive care. Intensive Care Med, 38(9 PG-1523-1531), 1523-1531.
https://doi.org/http://dx.doi.org/10.1007/s00134-012-2612-2

Conners, N. A., Whiteside-Mansell, L., Deere, D., Ledet, T., & Edwards, M. C. (2006).
Measuring the potential for child maltreatment: The reliability and validity of the Adult
Adolescent Parenting Inventory - 2. Child Abuse and Neglect, 30(1), 39-53.
https://doi.org/10.1016/j.chiabu.2005.08.011

Cook, J. M., Aren, P. A, Schnurr, P. P., & Sheikh, J. I. (2001). Symptom differences
between older depressed primary care patients with and without history of trauma.
International Journal of Psychiatry in Medicine, 31(4), 401-414.
https://doi.org/10.2190/6 IME-F2MO0-3PH5-G59E

Coronas Borri, R., Gallardo, O., Moreno, M. J., Suarez, D., Garcia Parés, G., & Menchon, J.
M. (2011). Heart rate measured in the acute aftermath of trauma can predict post-
traumatic stress disorder: a prospective study in motor vehicle accident survivors.
European Psychiatry, 26(8), 508-512.
https://doi.org/http://dx.doi.org/10.1016/j.eurpsy.2010.06.006

Cramer, P., & Kelly, F. D. (2010). Attachment style and defense mechanisms in parents who

abuse their children. Journal of Nervous and Mental Disease, 198, 619-627.

Creamer, M, O’Donnell, M. L., & Pattison, P. (2004). The relationship between acute stress
disorder and posttraumatic stress disorder in severely injured trauma survivors. Behav
Res Ther, 42(3), 315-328. https://doi.org/10.1016/s0005-7967(03)00141-4

Creamer, Mark, Bell, R., & Failla, S. (2003). Psychometric properties of the Impact of Event
Scale - Revised. Behaviour Research and Therapy, 41(12), 1489-1496.
https://doi.org/10.1016/j.brat.2003.07.010

147



Crowell, J. A, Fraley, R. C., & Shaver, P. R. (1999). Measurement of individual differences
in adolescent and adult attachment. In J. Cassidy & P. R. Shaver (Eds.), Handbook of
Attachment (pp. 434-467). New York: Guilford.

Daniels, J. K., Coupland, N. J., Hegadoren, K. M., Rowe, B. H., Densmore, M., Neufeld, R.
W., & Lanius, R. A. (2012). Neural and behavioral correlates of peritraumatic
dissociation in an acutely traumatized sample. J Clin Psychiatry, 73(4), 420-426.
https://doi.org/10.4088/JCP.10m06642

Davila, J., & Cobb, R. J. (2003). Predicting change in self-reported and interviewer-assessed
adult attachment: Tests of the individual difference and life stress models of attachment
change. Personality and Social Psychology Bulletin, 29, 859-870.

Davydow, D. S, Zatzick, D., Hough, C. L., & Katon, W. J. (2013). A longitudinal
investigation of alcohol use over the course of the year following medical-surgical
intensive care unit admission. Psychosomatics, 54(4), 307-316.
https://doi.org/10.1016/j.psym.2013.01.003

De Young, A. C., Hendrikz, J., Kenardy, J. A., Cobham, V. E., & Kimble, R. M. (2014).
Prospective evaluation of parent distress following pediatric burns and identification of
risk factors for young child and parent posttraumatic stress disorder. J Child Adolesc
Psychopharmacol, 24(1), 9-17. https://doi.org/10.1089/cap.2013.0066

Diamond, P. R. (2020). Doctorate in Clinical Psychology: Main Research Portfolio.

Dickstein, B. D., Suvak, M. K., Litz, B. T., & Adler, A. B. (2010). Heterogeneity in the
course of posttraumatic stress disorder: trajectories of symptomatology. J Trauma
Stress, 23(3 PG-331-339), 331-339. https://doi.org/http://dx.doi.org/10.1002/jts.20523

Ditlevsen, D. N., & Elklit, A. (2012). Gender, trauma type, and PTSD prevalence: a re-
analysis of 18 nordic convenience samples. Annals of General Psychiatry, 11, 1-6.
https://doi.org/10.1186/1744-859X-11-26

Dixon, L., Hamilton-giachritsis, C., & Browne, K. (2005). Attributions and behaviours of
parents abused as children : a mediational analysis of the intergenerational continuity
of child maltreatment (Part 11 ). Journal of Child Psychology and Psychiatry, 46(1),
58-68. https://doi.org/10.1111/j.1469-7610.2004.00340.x

Egberts, M. R., van de Schoot, R., Geenen, R., & Van Loey, N. E. E. (2017). Parents’
posttraumatic stress after burns in their school-aged child: A prospective study. Health
Psychol, 36(5 PG-419-428), 419-428. https://doi.org/10.1037/hea0000448

148



Ehlers, A., & Clark, D. (2000). A cognitive model of posttraumatic stress disorder.
Behaviour Resarch and Therapy, 38, 319-345.

Elliott, R. (2008). Research on client experiences of therapy: Introduction to the special
section. Psychotherapy Research, 18(3), 239-242.
https://doi.org/10.1080/10503300802074513

Engelhard, I. M., van den Hout, M. A., & Arntz, A. (2001). Posttraumatic stress disorder
after pregnancy loss. Gen Hosp Psychiatry, 23(2 PG-62-6), 62-66. Retrieved from NS

Farren, J., Jalmbrant, M., Ameye, L., Joash, K., Mitchell-Jones, N., Tapp, S., ... Bourne, T.
(2016). Post-traumatic stress, anxiety and depression following miscarriage or ectopic
pregnancy: a prospective cohort study. BMJ Open, 6(11), e011864.
https://doi.org/10.1136/bmjopen-2016-011864

Faul, F., Erdfelder, E., Buchner, A., & Lang, A.-G. (2009). Statistical power analyses using
G*Power 3.1: Tests for correlation and regression analyses. Behavior Research
Methods, 41(4), 1149-1160.

Feinberg, R. K., Hu, J., Weaver, M. A., Fillingim, R. B., Swor, R. A., Peak, D. A, ...
McLean, S. A. (2017). Stress-related psychological symptoms contribute to axial pain
persistence after motor vehicle collision: path analysis results from a prospective
longitudinal study. Pain, 158(4), 682—-690.
https://doi.org/10.1097/j.pain.0000000000000818

Fidel-Kinori, S. G., Eiroa-Orosa, F. J., Giannoni-Pastor, A., Tasque-Cebrian, R., Arguello, J.
M., & Casas, M. (2016). The Fenix Il study: A longitudinal study of psychopathology
among burn patients. Burns, 42(6 PG-1201-11), 1201-1211.
https://doi.org/10.1016/j.burns.2016.01.026

Fineberg, N. A., Haddad, P. M., Carpenter, L., Gannon, B., Sharpe, R., Young, A. H., ...
Sahakian, B. J. (2013). The size, burden and cost of disorders of the brain in the UK.
Journal of Psychopharmacology, 27(9), 761-770.
https://doi.org/10.1177/0269881113495118

Foa, E. B., Tolin, D. F., Ehlers, A., Clark, D. M., & Orsillo, S. M. (1999). The Posttraumatic
Cognitions Inventory (PTCI): Development and validation. Psychological Assessment,
11(3), 303-314. https://doi.org/10.1037/1040-3590.11.3.303

Fonagy, P., & Target, M. (2006). The Mentalization-focused approach to self pathology.

149



Jounral of Personality Disorders, 20, 544-576.

Fraley, R. C., Waller, N. G., & Brennan, K. A. (2000). An item response theory analysis of
self-report measures of adult attachment. Journal of Personality and Social
Psychology, 78, 350-365.

Fredman, S. J., Beck, J. G., Shnaider, P., Le, Y., Pukay-Martin, N. D., Pentel, K. Z., ...
Marques, L. (2017). Longitudinal Associations Between PTSD Symptoms and Dyadic
Conflict Communication Following a Severe Motor Vehicle Accident. Behav Ther,
48(2 PG-235-246), 235-246. https://doi.org/10.1016/j.beth.2016.05.001

Freedman, S. A., Brandes, D., Peri, T., & Shalev, A. (1999). Predictors of chronic post-
traumatic stress disorder. A prospective study. Br J Psychiatry, 174(PG-353-9), 353—
359. Retrieved from NS -

Freeman, D., Thompson, C., Vorontsova, N., Dunn, G., Carter, L. A., Garety, P., ... Ehlers,
A. (2013). Paranoia and post-traumatic stress disorder in the months after a physical
assault: a longitudinal study examining shared and differential predictors. Psychol
Med, 43(12 PG-2673-84), 2673-2684. https://doi.org/10.1017/s003329171300038x

Freeman, M., & Tukey, J. (1950). Transformations Related to the Angular and the Square
Root. The Annals of Mathematical Statistics, 21(4), 607-611.

Frewen, P., Hegadoren, K., Coupland, N. J., Rowe, B. H., Neufeld, R. W., & Lanius, R.
(2015). Trauma-Related Altered States of Consciousness (TRASC) and Functional
Impairment I: Prospective Study in Acutely Traumatized Persons. J Trauma
Dissociation, 16(5 PG-500-19), 500-519.
https://doi.org/10.1080/15299732.2015.1022925

Fumis, R. R., Ranzani, O. T., Martins, P. S., & Schettino, G. (2015a). Emotional disorders in
pairs of patients and their family members during and after ICU stay. PLoS One, 10(1),
€0115332. https://doi.org/10.1371/journal.pone.0115332

Fumis, R. R., Ranzani, O. T., Martins, P. S., & Schettino, G. (2015b). Emotional disorders in
pairs of patients and their family members during and after ICU stay. PLoS One, 10(1
PG-e0115332), e0115332. https://doi.org/10.1371/journal.pone.0115332

Galatzer-Levy, I. R., Ankri, Y., Freedman, S., Israeli-Shalev, Y., Roitman, P., Gilad, M., &
Shalev, A. Y. (2013). Early PTSD Symptom Trajectories: Persistence, Recovery, and
Response to Treatment: Results from the Jerusalem Trauma Outreach and Prevention
Study (J-TOPS). PLoS ONE, 8(8). https://doi.org/10.1371/journal.pone.0070084

150



Galovski, T., & Lyons, J. A. (2004). Psychological sequelae of combat violence: A review
of the impact of PTSD on the veteran’s family and possible interventions. Aggression
and Violent Behavior, 9(5), 477-501. https://doi.org/10.1016/S1359-1789(03)00045-4

Gandubert, C., Scali, J., Ancelin, M. L., Carriere, 1., Dupuy, A. M., Bagnolini, G., ...
Chaudieu, 1. (2016). Biological and psychological predictors of posttraumatic stress
disorder onset and chronicity. A one-year prospective study. Neurobiology of Stress, 3,
61-67. https://doi.org/10.1016/j.ynstr.2016.02.002

Garralda, M. E., Gledhill, J., Nadel, S., Neasham, D., O’Connor, M., & Shears, D. (2009).
Longer-term psychiatric adjustment of children and parents after meningococcal
disease. Pediatr Crit Care Med, 10(6), 675-680.
https://doi.org/10.1097/PCC.0b013e3181ae785a

George, C., Kaplan, N., & Main, M. (1985). The Adult Attachment Interview. In

Unpublished manuscript. University of Califorina at Berkeley.

Gilbert, R., Widom, C. S., Browne, K., Fergusson, D., Webb, E., & Janson, S. (2009).
Burden and consequences of child maltreatment in high-income countries. The Lancet,
373(9657), 68-81. https://doi.org/10.1016/S0140-6736(08)61706-7

Grieger, T. A,, Cozza, S. J., Ursano, R. J., Hoge, C., Martinez, P. E., Engel, C. C., & Walin,
H. J. (2006). Posttraumatic stress disorder and depression in battle-injured soldiers. Am
J Psychiatry, 163(10 PG-1777-83; quiz 1860), 1777-1783; quiz 1860.
https://doi.org/10.1176/ajp.2006.163.10.1777

Gruebner, O., Lowe, S. R., Tracy, M., Cerda, M., Joshi, S., Norris, F. H., & Galea, S.
(2016). The Geography of Mental Health and General Wellness in Galveston Bay After
Hurricane Ike: A Spatial Epidemiologic Study With Longitudinal Data. Disaster Med
Public Health Prep, 10(2 PG-261-73), 261-273. https://doi.org/10.1017/dmp.2015.172

Guyon, K. L., Sarah, H., Dunn, A., & Huth, A. (2017). PTSD Symptom Trajectories among
Mothers Reporting Interpersonal Trauma : Protective Factors and Parenting Outcomes.
Journal of Family Violence, 32(7), 657-667. https://doi.org/10.1007/s10896-017-9934-
3

Halligan, S. L., Michael, T., Clark, D. M., & Ehlers, A. (2003). Posttraumatic stress disorder
following assault: the role of cognitive processing, trauma memory, and appraisals. J
Consult Clin Psychol, 71(3 PG-419-31), 419-431. Retrieved from NS -

Hamilton-Giachritsis, C., Banakou, D., Garcia Quiroga, M., Giachritsis, C., & Slater, M.

151



(2018). Reducing risk and improving maternal perspective-taking and empathy using
virtual embodiment. Scientific Reports, 8(1), 1-10. https://doi.org/10.1038/s41598-
018-21036-2

Hazan, C., & Shaver, P. R. (1987). Romantic love conceptualized as an attachment process.

Journal of Personality and Social Psychology, 52, 511-524.
Herman, J. L. (1992). Trauma and recovery. New York: Harper Collins.

Higgins, J. P. T., Thompson, S. G., Deeks, J. J., & Altman, D. G. (2003, September 6).
Measuring inconsistency in meta-analyses. British Medical Journal.
https://doi.org/10.1136/bmj.327.7414.557

Higgins, J. P., & Thompson, S. G. (2004). Controlling the risk of spurious findings from
meta-regression. Statistics in Medicine, 23, 1663-1682.

Hillberg, T., Hamilton-Giachritsis, C., & Dixon, L. (2011). Review of Meta-Analyses on the
Association Between Child Sexual Abuse and Adult Mental Health Difficulties: A
Systematic Approach. Trauma, Violence, & Abuse, 12(1), 38-49.
https://doi.org/10.1177/1524838010386812

Hiller, R. M., Meiser-Stedman, R., Fearon, P., Lobo, S., McKinnon, A., Fraser, A., &
Halligan, S. L. (2016). Research Review: Changes in the prevalence and symptom
severity of child post-traumatic stress disorder in the year following trauma — a meta-
analytic study. Journal of Child Psychology and Psychiatry and Allied Disciplines,
57(8), 884-898. https://doi.org/10.1111/jcpp.12566

Horsch, A., Jacobs, 1., & McKenzie-McHarg, K. (2015). Cognitive predictors and risk
factors of PTSD following stillbirth: a short-term longitudinal study. J Trauma Stress,
28(2), 110-117. https://doi.org/10.1002/jts.21997

Howard, K. S. (2010). Paternal attachment, parenting beliefs and children’s attachment.
Early Child Development and Care, 180(1-2), 157-171.
https://doi.org/10.1080/03004430903415031

Hruska, B., Pacella, M. L., George, R. L., & Delahanty, D. L. (2016). Trajectories of daily
PTSD symptoms in recent traumatic injury victims. Psychological Trauma: Theory,
Research, Practice, and Policy, 8(6 PG-676-679), 676-679.
https://doi.org/http://dx.doi.org/10.1037/tra0000145

Huang, M., Parker, A. M., Bienvenu, O. J., Dinglas, V. D., Colantuoni, E., Hopkins, R. O.,

& Needham, D. M. (2016). Psychiatric Symptoms in Acute Respiratory Distress
152



Syndrome Survivors: A 1-Year National Multicenter Study. Crit Care Med, 44(5),
954-965. https://doi.org/10.1097/ccm.0000000000001621

Hui, C. H., & Triandis, H. C. (1989). Effects of Culture and Response Format on Extreme
Response Style. Journal of Cross-Cultural Psychology, 20(3), 296-3009.

Jackson, J. C., Pandharipande, P. P., Girard, T. D., Brummel, N. E., Thompson, J. L.,
Hughes, C. G, ... Ely, E. W. (2014). Depression, post-traumatic stress disorder, and
functional disability in survivors of critical illness in the BRAIN-ICU study: a
longitudinal cohort study. Lancet Respir Med, 2(5 PG-369-79), 369-379.
https://doi.org/10.1016/s2213-2600(14)70051-7

Joireman, J.A., Needham, T.L., and Cummings, A.-L. (2001). Relationships between
dimensions of attachment and empathy. North American Journal of Psychology, 3(3),
63-80.

Jones, C., Harvey, A. G., & Brewin, C. R. (2007). The organisation and content of trauma
memories in survivors of road traffic accidents. Behaviour Research and Therapy,
45(1), 151-162. https://doi.org/10.1016/j.brat.2006.02.004

Jones, J. D., Cassidy, J., & Shaver, P. R. (2015). Parents’ Self-Reported Attachment Styles:
A Review of Links with Parenting Behaviors, Emotions, and Cognitions. Personality
and Social Psychology Review, 19(1), 44-76.
https://doi.org/10.1021/nn300902w.Release

Karatzias, A., Power, K., McGoldrick, T., Brown, K., Buchanan, R., Sharp, D., & Swanson,
V. (2007). Predicting treatment outcome on three measures for post-traumatic stress
disorder. European Archives of Psychiatry and Clinical Neuroscience, 257(1), 40-46.
https://doi.org/10.1007/s00406-006-0682-2

Kelley, M. L., Lawrence, H. R., Milletich, R. J., Hollis, B. F., & Henson, J. M. (2015).
Modeling risk for child abuse and harsh parenting in families with depressed and
substance-abusing parents. Child Abuse and Neglect, 43, 42-52.
https://doi.org/10.1016/j.chiabu.2015.01.017

Kenardy, J., Edmed, S. L., Shourie, S., Warren, J., Crothers, A., Brown, E. A., ... Heron-
Delaney, M. (2018). Changing patterns in the prevalence of posttraumatic stress
disorder, major depressive episode and generalized anxiety disorder over 24 months
following a road traffic crash: Results from the UQ SuPPORT study. J Affect Disord,
236, 172-179. https://doi.org/10.1016/j.jad.2018.04.090

153



Kentish-Barnes, N., Chaize, M., Seegers, V., Legriel, S., Cariou, A., Jaber, S., ... Azoulay,
E. (2015). Complicated grief after death of a relative in the intensive care unit. Eur
Respir J, 45(5 PG-1341-52), 1341-1352. https://doi.org/10.1183/09031936.00160014

Kessler, R C, Sonnega, A., Bromet, E., Hughes, M., & Nelson, C. B. (1995a). Posttraumatic
stress disorder in the National Co-morbidity Survey. Archives of General Psychiatry,
52, 1048-1060.

Kessler, R C, Sonnega, A., Bromet, E., Hughes, M., & Nelson, C. B. (1995b). Posttraumatic
stress disorder in the National Comorbidity Survey. - PubMed - NCBI. Archives of
General Psychiatry, 52(12), 1048-1069. Retrieved from
https://www.ncbi.nlm.nih.gov/pubmed/7492257

Kessler, Ronald C. (2000). Posttraumatic stress disorder: The burden to the individual and to

society. In Journal of Clinical Psychiatry (Vol. 61).

Kobayashi, I., Sledjeski, E. M., & Delahanty, D. L. (2019). Gender and age interact to
predict the development of posttraumatic stress disorder symptoms following a motor
vehicle accident. Psychol Trauma, 11(3), 328-336. https://doi.org/10.1037/tra0000366

Kofoed, L., Friedman, M. J., & Peck, R. (1993). Alcoholism and drug abuse in inpatients
with PTSD. Psychiatric Quarredy, 64(2), 151-171.

Korenromp, M. J., Page-Christiaens, G. C., van den Bout, J., Mulder, E. J., & Visser, G. H.
(2009). Adjustment to termination of pregnancy for fetal anomaly: a longitudinal study
in women at 4, 8, and 16 months. Am J Obstet Gynecol, 201(2 PG-160.e1-7), 160.e1-7.
https://doi.org/10.1016/j.ajog.2009.04.007

Kroenke, K., Spitzer, R. L., & Williams, J. B. W. (2001). The PHQ-9: Validity of a brief
depression severity measure. Journal of General Internal Medicine, 16(9), 606-613.
https://doi.org/10.1046/j.1525-1497.2001.016009606.x

Krysinska, K., & Lester, D. (2010). Post-traumatic stress disorder and suicide risk: A
systematic review. Archives of Suicide Research, 14(1), 1-23.
https://doi.org/10.1080/13811110903478997

Kuhn, E., Blanchard, E. B., Fuse, T., Hickling, E. J., & Broderick, J. (2006). Heart rate of
motor vehicle accident survivors in the emergency department, peritraumatic
psychological reactions, ASD, and PTSD severity: a 6-month prospective study. J
Trauma Stress, 19(5), 735-740. https://doi.org/10.1002/jts.20150

Lafontaine, M.-F., Guzman-Gonzalez, M., Péloquin, K., & Levesque, C. (2016). | Am Not
154



in Your Shoes. Journal of Interpersonal Violence, 088626051663281.
https://doi.org/10.1177/0886260516632812

Langerud, A. K., Rustgen, T., Smastuen, M. C., Kongsgaard, U., & Stubhaug, A. (2018).
Intensive care survivor-reported symptoms: A longitudinal study of survivors’
symptoms, 23(PG-48-54), 48-54. https://doi.org/10.1111/nicc.12330

LeBlanc, N. J., Dixon, L., Robinaugh, D. J., Valentine, S. E., Bosley, H. G., Gerber, M. W.,
& Marques, L. (2016). PTSD and Romantic Relationship Satisfaction: Cluster- and
Symptom-Level Analyses. J Trauma Stress, 29(3 PG-259-67), 259-267.
https://doi.org/10.1002/jts.22100

Lee, J. W., Jones, P. S., Mineyama, Y., & Zhang, X. E. (2002). Cultural differences in
responses to a Likert scale. Research in Nursing and Health, 25(4), 295-306.
https://doi.org/10.1002/nur.10041

Lenz, A. S., Henesy, R., & Callender, K. (2016). Effectiveness of Seeking Safety for Co-
Occurring Posttraumatic Stress Disorder and Substance Use. Journal of Counseling
and Development, 94(1), 51-61. https://doi.org/10.1002/jcad.12061

Lies, J., Mellor, D., & Hong, R. Y. (2014). Gratitude and personal functioning among
earthquake survivors in Indonesia. The Journal of Positive Psychology, 9(4 PG-295—
305), 295-305. https://doi.org/10.1080/17439760.2014.902492

Limosin, F., Loze, J.-Y., Cothereau, C., De Beaurepaire, C., Payan, C., Conso, F., ...
Rouillon, F. (2006). A prospective study of the psychological effects of “person under
train” incidents on drivers. J Psychiatr Res, 40(8), 755-761.
https://doi.org/http://dx.doi.org/10.1016/j.jpsychires.2005.04.007

Lo, C. K. M,, Chan, K. L., & Ip, P. (2017). Insecure Adult Attachment and Child
Maltreatment: A Meta-Analysis. Trauma, Violence, & Abuse, 152483801773057.
https://doi.org/10.1177/1524838017730579

Machbeth, A. (2008). The function of attachment in first episode psychosis: a theoretical

integration and clinical investigation.

Marchand, A., Nadeau, C., Beaulieu-Prevost, D., Boyer, R., & Martin, M. (2015). Predictors
of posttraumatic stress disorder among police officers: A prospective study. Psychol
Trauma, 7(3 PG-212-21), 212-221. https://doi.org/10.1037/a0038780

Marshall, G. N., Miles, J. N., & Stewart, S. H. (2010). Anxiety sensitivity and PTSD

symptom severity are reciprocally related: evidence from a longitudinal study of
155



physical trauma survivors. J Abnorm Psychol, 119(1), 143-150.
https://doi.org/10.1037/a0018009

Marshall, G. N., Schell, T. L., Glynn, S. M., & Shetty, V. (2006). The role of hyperarousal
in the manifestation of posttraumatic psychological distress following injury. J Abnorm
Psychol, 115(3 PG-624-8), 624-628. https://doi.org/10.1037/0021-843x.115.3.624

Marshall, G. N., Schell, T. L., & Miles, J. N. (2010). All PTSD symptoms are highly
associated with general distress: ramifications for the dysphoria symptom cluster. J
Abnorm Psychol, 119(1 PG-126-35), 126-135. https://doi.org/10.1037/a0018477

Martin-Herz, S. P., Rivara, F. P., Wang, J., Russo, J., & Zatzick, D. F. (2012). Predictors of
parental posttraumatic stress disorder symptoms in the year after adolescent traumatic
injury. Acad Pediatr, 12(3), 198-204. https://doi.org/10.1016/j.acap.2012.02.008

McFarlane, A. C., Barton, C. A., Yehuda, R., & Wittert, G. (2011). Cortisol response to
acute trauma and risk of posttraumatic stress disorder. Psychoneuroendocrinology,
36(5 PG-720-727), 720-727.
https://doi.org/http://dx.doi.org/10.1016/j.psyneuen.2010.10.007

McKibben, J. B., Bresnick, M. G., Wiechman Askay, S. A., & Fauerbach, J. A. (2008).
Acute stress disorder and posttraumatic stress disorder: a prospective study of
prevalence, course, and predictors in a sample with major burn injuries. J Burn Care
Res, 29(1), 22-35. https://doi.org/10.1097/BCR.0b013e31815f59¢c4

McLaughlin, K. A., Berglund, P., Gruber, M. J., Kessler, R. C., Sampson, N. A., &
Zaslavsky, A. M. (2011). Recovery from PTSD following hurricane Katrina.
Depression and Anxiety, 28(6), 439—446. https://doi.org/10.1002/da.20790

Meins, E., Fernyhough, C., Russell, J., & Clark-Carter, D. (1998). Security of attachment as
a predictor of symbolic and mentalizing abilities: A longitudinal study. Social

Development, 7, 1-24.
Mena-Gonzalez, J. (2009). Child, Family, and Community (5th ed.). Pearson Education.

Mikulincer, M, & Shaver, P. R. (2016). Attachment in Adulthood: Structure, Dynamics and
Change. New York: The Guilford Press.

Mikulincer, Mario, Gillath, O., & Shaver, P. R. (2002). Activation of the attachment system
in adulthood: Threat-related primes increase the accessibility of mental representations
of attachment figures. Journal of Personality and Social Psychology, 83(4), 881-895.

https://doi.org/10.1037/0022-3514.83.4.881
156



Mikulincer, Mario, & Shaver, P. R. (2003). The Attachment Behavioral System In
Adulthood: Activation, Psychodynamics, And Interpersonal Processes. Advances in
Experimental Social Psychology, 35(May 2016), 53-152.
https://doi.org/10.1016/S0065-2601(03)01002-5

Moncher, F. J. (1996). The relationship of maternal adult attachment style and risk of

physical child abuse. Journal of Interpersonal Violence, 11, 335-350.

Moos, R. H., Brennan, P. L., Schutte, K. K., & Moos, B. S. (2006). Older Adults’ Coping
with Negative Life Events: Common Processes of Managing Health, Interpersonal, and
Financial/Work Stressors. International Journal of Aging and Human Development,
62(1), 39-59. https://doi.org/10.1038/jid.2014.371

Morina, N., Wicherts, J. M., Lobbrecht, J., & Priebe, S. (2014). Remission from post-
traumatic stress disorder in adults: A systematic review and meta-analysis of long term
outcome studies. Clinical Psychology Review, 34(3), 249-255.
https://doi.org/10.1016/j.cpr.2014.03.002

Moulaert, V. R. M., van Heugten, C. M., Gorgels, T. P. M., Wade, D. T., & Verbunt, J. A.
(2017). Long-term Outcome After Survival of a Cardiac Arrest: A Prospective
Longitudinal Cohort Study. Neurorehabil Neural Repair, 31(6), 530-539.
https://doi.org/10.1177/1545968317697032

Mouthaan, J., Sijbrandij, M., Luitse, J. S., Goslings, J. C., Gersons, B. P., & OIff, M. (2014).
The role of acute cortisol and DHEAS in predicting acute and chronic PTSD
symptoms. Psychoneuroendocrinology, 45(PG-179-86), 179-186.
https://doi.org/10.1016/j.psyneuen.2014.04.001

Murray, J., Ehlers, A., & Mayou, R. A. (2002). Dissociation and post-traumatic stress
disorder: two prospective studies of road traffic accident survivors. Br J Psychiatry,
180, 363-368. Retrieved from https://www.cambridge.org/core/services/aop-
cambridge-
core/content/view/15D222E4AF991913DD911E7F49F164D8/S0007125000268670a.p
df/div-class-title-dissociation-and-post-traumatic-stress-disorder-two-prospective-

studies-of-road-traffic-accident-survivors-div.

Najavits, L. M. (2003). Seeking Safety: A New Psychotherapy for Posttraumatic Stress
Disorder and Substance Use Disorder. In P Quimette & P. J. Brown (Eds.), Trauma
and substance abuse (pp. 147-169). Washington DC: American Psychological

Association.

157



Najavits, L M. (2002). Seeking safety: A treatment manual for PTSD and substance abuse.
Guilford Publications.

Najavits, L M. (2007). Seeking Safety: An evidence-based model for substance abuse and
trauma/PTSD. In K. A. Witkiewitz & G. A. Marlatt (Eds.), Therapist’s Guide to

Evidence-Based Relapse Prevention (p. 141). Elsevier.

Najavits, Lisa M., Schmitz, M., Gotthardt, S., & Weiss, R. D. (2005). Seeking safety plus
exposure therapy: An outcome study on dual diagnosis men. Journal of Psychoactive
Drugs, 37(4), 425-435. https://doi.org/10.1080/02791072.2005.10399816

National Institute for Clinical Excellence. (2005). Post-Traumatic Stress Disorder. London:
Gaskell and the British Psychological Society.
https://doi.org/10.1056/NEJMral1612499

National Institute of Health and Care Excellence. (2016). Coexisting severe mental illness
and substance misuse (NG58). Retrieved from www.nice.org.uk/guidance/qs188

National Institute of Health and Care Excellence [NICE]. (2018). Post Traumatic Stress
Disorder (NICE Quality Standard No. 116). Retrieved from
https://www.nice.org.uk/guidance/ng116/chapter/Context.

Nickerson, A., Barnes, J. B., Creamer, M., Forbes, D., McFarlane, A. C., O’Donnell, M., ...
Bryant, R. A. (2014). The temporal relationship between posttraumatic stress disorder
and problem alcohol use following traumatic injury. J Abnorm Psychol, 123(4 PG-
821-34), 821-834. https://doi.org/10.1037/a0037920

Nickerson, A., Steenkamp, M., Aerka, I. M., Salters-Pedneault, K., Carper, T. L., Barnes, J.
B., & Litz, B. T. (2013). Prospective investigation of mental health following sexual
assault. Depress Anxiety, 30(5 PG-444-50), 444-450. https://doi.org/10.1002/da.22023

Norris, F. H., Perilla, J. L., Ibafiez, G. E., & Murphy, A. D. (2001). Sex Differences in
Symptoms of Posttraumatic Stress: Does Culture Play a Role? Journal of Traumatic
Stress, 14(1), 7-28. https://doi.org/10.1023/A:1007851413867

O’Donnell, M. L., Elliott, P., Lau, W., & Creamer, M. C. (2007a). PTSD symptom
trajectories: from early to chronic response. Behav Res Ther, 45(3), 601-606.
https://doi.org/http://dx.doi.org/10.1016/j.brat.2006.03.015

O’Donnell, M. L., Elliott, P., Lau, W., & Creamer, M. C. (2007b). PTSD symptom
trajectories: from early to chronic response. Behav Res Ther, 45(3 PG-601-606), 601
606. https://doi.org/http://dx.doi.org/10.1016/j.brat.2006.03.015

158



Obegi, J. H., Morrison, T. L., & Shaver, P. R. (2004). Exploring intergenerational
transmission of attachment style in young female adults and their mothers. Journal of
Social and Personal Relationships, 21(5), 625-638.
https://doi.org/10.1177/0265407504045891

Orford, J., Kerr, C., Copello, A., Hodgson, R., Alwyn, T., Black, R., ... Slegg, G. (2006).
Why people enter treatment for alcohol problems: Findings from UK Alcohol
Treatment Trial pre-treatment interviews. Journal of Substance Use, 11(3), 161-176.
https://doi.org/10.1080/14659890500246540

Ouimette, Paige, Moos, R. H., & Brown, P. J. (2003). Substance use disorder-posttraumatic
stress disorder comorbidity: A survey of treatments and proposed practice guidelines.
In Trauma and substance abuse: Causes, consequences, and treatment of comorbid
disorders. (pp. 91-110). Washington: American Psychological Association.
https://doi.org/10.1037/10460-005

Pagotto, L. F., Mendlowicz, M. V., Coutinho, E. S. F., Figueira, |., Luz, M. P., Araujo, A.
X., & Berger, W. (2015). The impact of posttraumatic symptoms and comorbid mental
disorders on the health-related quality of life in treatment-seeking PTSD patients.
Comprehensive Psychiatry, 58, 68—73.
https://doi.org/10.1016/j.comppsych.2015.01.002

Panagioti, M., Gooding, P., & Tarrier, N. (2009, August). Post-traumatic stress disorder and
suicidal behavior: A narrative review. Clinical Psychology Review.
https://doi.org/10.1016/j.cpr.2009.05.001

Perez-Albeniz, A., & De Paul, J. (2003). Dispositional empathy in high- and low-risk
parents for child physical abuse. Child Abuse and Neglect, 27(7), 769-780.
https://doi.org/10.1016/S0145-2134(03)00111-X

Petrinec, A. B., & Martin, B. R. (2018a). Post-intensive care syndrome symptoms and
health-related quality of life in family decision-makers of critically ill patients.
Palliative & Supportive Care, 16, 719-724.
https://doi.org/10.1017/S1478951517001043

Petrinec, A. B., & Martin, B. R. (2018b). Post-intensive care syndrome symptoms and
health-related quality of life in family decision-makers of critically ill patients. Palliat
Support Care, 16(6), 719-724. https://doi.org/10.1017/s1478951517001043

Pietrzak, R. H., Tracy, M., Galea, S., Kilpatrick, D. G., Ruggiero, K. J., Hamblen, J. L., ...

Norris, F. H. (2012). Resilience in the face of disaster: prevalence and longitudinal
159



course of mental disorders following hurricane Ike. PLoS One, 7(6 PG-e38964),
€38964. https://doi.org/10.1371/journal.pone.0038964

Pietrzak, R. H., Van Ness, P. H., Fried, T. R., Galea, S., & Norris, F. H. (2013). Trajectories
of posttraumatic stress symptomatology in older persons affected by a large-magnitude
disaster. J Psychiatr Res, 47(4 PG-520-6), 520-526.
https://doi.org/10.1016/j.jpsychires.2012.12.005

Purves, D. G., & Erwin, P. G. (2004). Post-traumatic stress and self-disclosure. Journal of
Psychology: Interdisciplinary and Applied, 138(1), 23-34.
https://doi.org/10.3200/JRLP.138.1.23-34

R Core Team. (2019). R: A Language and Environment for Statistical Computing. Vienna,

Austria.

Radford, L., Corral, S., Bradley, C., & Fisher, H. L. (2013). The prevalence and impact of
child maltreatment and other types of victimization in the UK: Findings from a
population survey of caregivers, children and young people and young adults. Child
Abuse and Neglect, 37(10), 801-813. https://doi.org/10.1016/j.chiabu.2013.02.004

Raudenbush, S. W. (2009). Analyzing effect sizes: Random-effects models. In The
handbook of research synthesis and meta-analysis, 2nd ed. (pp. 295-315). New York,
NY, US: Russell Sage Foundation.

Rholes, W. S., Simpson, J. A., & Friedman, M. (2006). Avoidant attachment and the
experience of parenting. Personality and Social Psychology Bulletin, 32(3), 275-285.
https://doi.org/10.1177/0146167205280910

Riggs, D. S., & Foa, E. B. (2008). Treatment for Co-morbid Posttraumatic Stress Disorder
and Substance Use Disorders David S. Riggs and Edna B. Foa Despite. In S. H.
Stewart & P. J. Conrod (Eds.), Anxiety and Substance Use Disorder: The Vicious Cycle
of Comorbidity (pp. 119-137). New York: Springer.

Riley, R. D., Higgins, J. P. T., & Deeks, J. J. (2011). Interpretation of random effects meta-
analyses. BMJ, 342(7804), 964-967. https://doi.org/10.1136/bmj.d549

Roden-Foreman, K., Solis, J., Jones, A., Bennett, M., Roden-Foreman, J. W., Rainey, E. E.,
... Warren, A. M. (2017). Prospective Evaluation of Posttraumatic Stress Disorder and
Depression in Orthopaedic Injury Patients With and Without Concomitant Traumatic
Brain Injury. J Orthop Trauma, 31(9), e275-e280.
https://doi.org/10.1097/bot.0000000000000884

160



Rodrigues, C. M. (2006). Emotional Functioning, Attachment Style, and Attributions as
Predictors of Child Abuse Potential in Domestic Violence Victims. Violence and
Victims, 21(2), 199-212.

Rodriguez, B. C. M., & Tucker, M. C. (2011). Behind the Cycle of Violence, Beyond Abuse
History: A Brief Report on the Association of Parental Attachment to Physical Child
Abuse Potential. Violence and Victims, 26(2), 246-256.

Rodriguez, C. M. (2010). Parent-child aggression: Association with child abuse potential
and parenting styles. Violence and Victims, 25(6), 728—741.
https://doi.org/10.1891/0886-6708.25.6.728

Rodriguez, C. M. (2013). Analog of parental empathy: Association with physical child abuse
risk and punishment intentions. Child Abuse and Neglect, 37(8), 493-499.
https://doi.org/10.1016/j.chiabu.2012.10.004

Rollnick, S., Psychotherapy, W. M.-B. and cognitive, & 1995, U. (n.d.). What is
motivational interviewing? Cambridge.Org. Retrieved from
https://www.cambridge.org/core/journals/behavioural-and-cognitive-
psychotherapy/article/what-is-motivational-
interviewing/F7E8BIE777291290E6DFOFDE37999C8D

Rose, S. C., Bisson, J., Churchill, R., & Wessely, S. (2002). Psychological debriefing for
preventing post traumatic stress disorder (PTSD). Cochrane Database of Systematic
Reviews. https://doi.org/10.1002/14651858.cd000560

Rosenberg, R. S., Baughman, S. L., & Bailenson, J. N. (2013). Virtual Superheroes: Using
Superpowers in Virtual Reality to Encourage Prosocial Behavior. PLoS ONE, 8(1), 1-
9. https://doi.org/10.1371/journal.pone.0055003

Roy-Byrne, P. P., Russo, J., Michelson, E., Zatzick, D., Pitman, R. K., & Berliner, L. (2004).
Risk factors and outcome in ambulatory assault victims presenting to the acute
emergency department setting: implications for secondary prevention studies in PTSD.
Depress Anxiety, 19(2), 77-84. https://doi.org/10.1002/da.10132

Salari, R., Terreros, C., & Sarkadi, A. (2012). Parenting scale: Which version should we
use? Journal of Psychopathology and Behavioral Assessment, 34(2), 268-281.
https://doi.org/10.1007/s10862-012-9281-x

Salvia, J., & Ysseldyke, J. E. (1995). Assessment (6th ed.). Boston: Houghton-Mifflin
Company.

161



Santiago, P. N., Ursano, R. J., Gray, C. L., Pynoos, R. S., Spiegel, D., Lewis-Fernandez, R.,
... Fullerton, C. S. (2013). A Systematic Review of PTSD Prevalence and Trajectories
in DSM-5 Defined Trauma Exposed Populations: Intentional and Non-Intentional
Traumatic Events. PLoS ONE, 8(4), e59236.
https://doi.org/10.1371/journal.pone.0059236

Schell, T. L., Marshall, G. N., & Jaycox, L. H. (2004). All symptoms are not created equal:
the prominent role of hyperarousal in the natural course of posttraumatic psychological
distress. J Abnorm Psychol, 113(2), 189-197. https://doi.org/10.1037/0021-
843x.113.2.189

Scott, K. M., McGee, M. A., Wells, J. E., & Oakley Browne, M. A. (2008). Obesity and
mental disorders in the adult general population. Journal of Psychosomatic Research,
64(1), 97-105. https://doi.org/10.1016/j.jpsychores.2007.09.006

Sheldrick, R., Tarrier, N., Berry, E., & Kincey, J. (2006). Post-traumatic stress disorder and
illness perceptions over time following myocardial infarction and subarachnoid
haemorrhage. Br J Health Psychol, 11(3 PG-387-400), 387—400.
https://doi.org/http://dx.doi.org/10.1348/135910705X71434

Sibley, C. G., Fischer, R., & Liu, J. H. (2005). Reliability and validity of the revised
Experiences in Close Relationships (ECR-R) self-report measure of adult romantic
attachment. Personality and Social Psychology Bulletin, 31(11), 1524-1536.
https://doi.org/10.1177/0146167205276865

Sibley, C. G., & Liu, J. H. (2004). Short-term temporal stability and factor structure of the
revised experiences in close relationships (ECR-R) measure of adult attachment.
Personality and Individual Differences, 36(4), 969-975. https://doi.org/10.1016/S0191-
8869(03)00165-X

Simpson, T. L., Stappenbeck, C. A., Varra, A. A., Moore, S. A., & Kaysen, D. (2012).
Symptoms of posttraumatic stress predict craving among alcohol treatment seekers:
Results of a daily monitoring study. Psychology of Addictive Behaviors, 26(4), 724—
733. https://doi.org/10.1037/a0027169

Solomon, S. D., & Davidson, J. R. T. (1997). Trauma: Prevalence, impairment, service use,

and cost. In Journal of Clinical Psychiatry (Vol. 58, pp. 5-11).

Spitzer, R. L., Kroenke, K., Williams, J. B. W., & Léwe, B. (2006). A brief measure for
assessing generalized anxiety disorder: The GAD-7. Archives of Internal Medicine,

166(10), 1092-1097. https://doi.org/10.1001/archinte.166.10.1092
162



Steenkamp, M. M., Dickstein, B. D., Salters-Pedneault, K., Hofmann, S. G., & Litz, B. T.
(2012a). Trajectories of PTSD symptoms following sexual assault: is resilience the
modal outcome? J Trauma Stress, 25(4), 469-474. https://doi.org/10.1002/jts.21718

Steenkamp, M. M., Dickstein, B. D., Salters-Pedneault, K., Hofmann, S. G., & Litz, B. T.
(2012b). Trajectories of PTSD symptoms following sexual assault: is resilience the
modal outcome? J Trauma Stress, 25(4 PG-469-74), 469-474.
https://doi.org/10.1002/jts.21718

Steinert, C., Hofmann, M., Leichsenring, F., & Kruse, J. (2015). The course of PTSD in
naturalistic long-term studies: High variability of outcomes. A systematic review.
Nordic Journal of Psychiatry, 69(7), 483-496.
https://doi.org/10.3109/08039488.2015.1005023

Sterling, M., Hendrikz, J., & Kenardy, J. (2010). Compensation claim lodgement and health
outcome developmental trajectories following whiplash injury: A prospective study.
Pain, 150(1), 22-28. https://doi.org/10.1016/j.pain.2010.02.013

Stewart, S. H. (1996). Alcohol abuse in individuals exposed to trauma: A critical review.
Psychological Bulletin, 120(1), 83-112. https://doi.org/10.1037/0033-2909.120.1.83

Stewart, S. H., & Conrod, P. J. (2003). Psychosocial Models of Functional Associations
between Posttraumatic Stress Disorder and Substance Use Disorder. In P Ouimette &
P. J. Brown (Eds.), Trauma and substance abuse: Causes, consequences, and treatment
of comorbid disorders (pp. 29-55). Washington DC: American Psychological

Association.

Tajadura-Jiménez, A., Banakou, D., Bianchi-Berthouze, N., & Slater, M. (2017).
Embodiment in a Child-Like Talking Virtual Body Influences Object Size Perception,
Self-Identification, and Subsequent Real Speaking. Scientific Reports, 7(1), 1-12.
https://doi.org/10.1038/s41598-017-09497-3

Tarrier, N., Sommerfield, C., Pilgrim, H., & Faragher, B. (2000). Factors associated with
outcome of cognitive-behavioural treatment of chronic post-traumatic stress disorder.
Behaviour Research and Therapy, 38(2), 191-202. https://doi.org/10.1016/s0005-
7967(99)00030-3

Taylor, G. W., & Ussher, J. M. (2001). Making Sense of S&M: A Discourse Analytic
Account. Sexualities, 4(3), 293-314. https://doi.org/10.1177/136346001004003002

Thordardottir, E. B., Gudmundsdottir, H., Gudmundsdottir, B., Hrolfsdottir, A. M.,

163



Aspelund, T., & Hauksdottir, A. (2019). Development and predictors of psychological
outcomes following the 2008 earthquake in Iceland: a longitudinal cohort study.
Scandinavian Journal of Public Health, 47(2), 269-279.
https://doi.org/10.1177/1403494818771444

Tolin, D. F., Foa, E. B., Brady, R., Carazza, S., & Tully, J. (2006). Sex Differences in
Trauma and Posttraumatic Stress Disorder : A Quantitative Review of 25 Years of

Research, 132(6), 959-992. https://doi.org/10.1037/0033-2909.132.6.959

Tripodi, S. J., Mennicke, A. M., McCarter, S. A., & Ropes, K. (2017). Evaluating Seeking
Safety for Women in Prison: A Randomized Controlled Trial. Research on Social
Work Practice, 1-10. https://doi.org/10.1177/1049731517706550

Turney, D., & Tanner, K. (2001). Working with neglected children and their families.
Journal of Social Work Practice, 15(2), 193-204.

Van Ameringen, M., Mancini, C., & Patterson, B. (2011). The impact of changing
diagnostic criteria in posttraumatic stress disorder in a Canadian epidemiologic sample.
Journal of Clinical Psychiatry, 72(8), 1034-1041.
https://doi.org/10.4088/JCP.09m05700

Veritas Health Innovation. (n.d.). Covidence. Melborne, Australia.

Viechtbauer, W. (2010). Conducting meta-analysis in R with the metafor package. Journal
of Statistical Software, 36(3), 1-48.

Viechtbauer, Wolfgang, & Cheung, M. W.-L. (2010). Outlier and influence diagnostics for
meta-analysis. Research Synthesis Methods, 1(2), 112-125.
https://doi.org/10.1002/jrsm.11

Vogindroukas, 1., Chelas, E. N., & Petridis, N. E. (2014). Reading the mind in the eyes test
(Children’s Version): A comparison study between children with typical development,
children with high-functioning autism and typically developed adults. Folia
Phoniatrica et Logopaedica, 66(1-2), 18-24. https://doi.org/10.1159/000363697

Vranceanu, A. M., Bachoura, A., Weening, A., Vrahas, M., Smith, R. M., & Ring, D.
(2014). Psychological factors predict disability and pain intensity after skeletal trauma.
J Bone Joint Surg Am, 96(3 PG-e20), e20. https://doi.org/10.2106/jbjs.1.00479

Wadsworth, M. E., Santiago, C. D., & Einhorn, L. (2009). Coping with displacement from
Hurricane Katrina: predictors of one-year post-traumatic stress and depression

symptom trajectories. Anxiety Stress Coping, 22(4 PG-413-432), 413-432.
164



https://doi.org/http://dx.doi.org/10.1080/10615800902855781

Wang, X., Gao, L., Shinfuku, N., Zhang, H., Zhao, C., & Shen, Y. (2000). Longitudinal
study of earthquake-related PTSD in a randomly selected community sample in north
China. Am J Psychiatry, 157(8), 1260-1266.
https://doi.org/10.1176/appi.ajp.157.8.1260

Warren, A. M., Boals, A., Elliott, T. R., Reynolds, M., Weddle, R. J., Holtz, P., ... Foreman,
M. L. (2015). Mild traumatic brain injury increases risk for the development of
posttraumatic stress disorder. J Trauma Acute Care Surg, 79(6 PG-1062-6), 1062—
1066. https://doi.org/10.1097/ta.0000000000000875

Waters, E., Hamilton, C. E., & Weinfield, N. S. (2000). The stability of attachment security
from infancy to adolescence and early adulthood: General Introduction. Child
Development, 71, 678-683.

Weathers, F. W., Litz, B. T., Herman, D., Huska, J. A., & Keane, T. M. (1992). The PTSD
Checklist (PCL): reliability, validity, and diagnostic utility. In Annual Meeting of
International Society for Traumatic Stress Studies. SanAntonio, TX.

Wei, M., Liao, kY., Ku, T., & Shaffer, P. A. (2011). Attachment self-compassion, empathy,
and subjective well-being among college students and community adults. Journal of
Personality, 79, 191-221.

Weinert, C. R., & Sprenkle, M. (2008). Post-ICU consequences of patient wakefulness and
sedative exposure during mechanical ventilation. Intensive Care Med, 34(1 PG-82-90),
82-90. https://doi.org/10.1007/s00134-007-0829-2

Weiss, D. S., & Marmar, C. R. (1997). The Impact of Events Scale-Revised. In J. P. Wilson
& T. M. Keane (Eds.), Assessing Psychological Trauma and PTSD (pp. 399-411).
New York: Guilford Press.

Wiehe, V. R. (1997). Approaching child abuse treatment from the perspective of empathy.
Child Abuse and Neglect, 21(12), 1191-1204. https://doi.org/10.1016/S0145-
2134(97)00094-X

Wiehe, V. R. (2003). Empathy and narcissism in a sample of child abuse perpetrators and a
comparison sample of foster parents. Child Abuse and Neglect, 27(5), 541-555.
https://doi.org/10.1016/S0145-2134(03)00034-6

Wiesenfeld, A. R., Malatesta, C. Z., & Deloach, L. L. (1981). Differential parental response
to familiar and unfamiliar infant distress signals. Infant Behavior and Development,
165



4(1), 281-295. https://doi.org/10.1016/S0163-6383(81)80030-6

Williamson, V., Creswell, C., Butler, 1., Christie, H., & Halligan, S. L. (2019). Parental
Experiences of Supporting Children with Clinically Significant Post-Traumatic
Distress: a Qualitative Study of Families Accessing Psychological Services. Journal of
Child and Adolescent Trauma, 12(1), 61-72. https://doi.org/10.1007/s40653-017-0158-
8

Wintermann, G. B., Brunkhorst, F. M., Petrowski, K., Strauss, B., Oehmichen, F., Pohl, M.,
& Rosendahl, J. (2015). Stress disorders following prolonged critical illness in
survivors of severe sepsis. Crit Care Med, 43(6 PG-1213-22), 1213-1222.
https://doi.org/10.1097/ccm.0000000000000936

Wolfe, J., & Kimerling, R. (1997). Gender issues in the assessment of posttraumatic stress
disorder. In J. P. Wilson & T. M. KEane (Eds.), Assessing Psychological Trauma and
PTSD (pp. 192-238). Guilford Press.

World Health Organization. (2018). International classification of diseases for mortality and
morbidity statistics (11th Revision).

Yin, Q., Wu, L., Yu, X., & Liu, W. (2019). Neuroticism Predicts a Long-Term PTSD After
Earthquake Trauma : The Moderating Effects of Personality, 10(September), 1-10.
https://doi.org/10.3389/fpsyt.2019.00657

Youngblut, J. M., Brooten, D., Cantwell, G. P., del Moral, T., & Totapally, B. (2013). Parent
health and functioning 13 months after infant or child NICU/PICU death. Pediatrics,
132(5 PG-e1295-301), €1295-301. https://doi.org/10.1542/peds.2013-1194

Zatzick, D. F., Kang, S. M., Hinton, W. L., Kelly, R. H., Hilty, D. M., Franz, C. E., ...
Kravitz, R. L. (2001). Posttraumatic concerns: a patient-centered approach to outcome

assessment after traumatic physical injury. Med Care, 39(4), 327-339.

Zlotnick, C., Johnson, J., Kohn, R., Vicente, B., Rioseco, P., & Saldivia, S. (2009).
Childhood trauma, trauma in adulthood, and psychiatric diagnoses. Comprehensive
Psychiatry, 49(2), 163-169.
https://doi.org/10.1016/j.comppsych.2007.08.007.Childhood

166



Executive Summary

Jac Neirin Airdrie

Ja846@bath.ac.uk

Date: 05.06.20
Word Count: 997

Supervisor: Dr Jennifer Allen

167


mailto:Ja846@bath.ac.uk

Executive Summary

Literature Review Project

Post-traumatic stress disorder (PTSD) is a life impacting disorder characterised by intrusive
thoughts, avoidance, negative affect, and hyperarousal related to a traumatic event. For
many, left untreated, this will be a long-term condition. However, individuals can recover
without therapeutic input. Gaining an understanding of the extent, and over what time period
this is likely, will help inform the most efficient point in which to assess and treat PTSD.
Equally important is gaining an understanding of the factors that predict recovery from
PTSD. A factor found to increase risk of developing PTSD is being female. However,
research is less clear on the role this plays in the likelihood of recovering from PTSD.

We searched the literature for studies that assessed the percentage of individuals
who met diagnostic criteria (prevalence) for PTSD at two or more time points within one
year following a traumatic event, finding 78 studies. By statistically combining prevalence
over time we found that on average, one third of adults who met PTSD criteria one month
following trauma, no longer did so after three months. Further, after three months, further
prevalence reduction was small (only 1%). We also found that samples with a higher
proportion of females had higher PTSD prevalence but were also associated with larger
prevalence reduction over time.

Together, the results suggest that assessing PTSD at three months may be optimal to
identify individuals who do not recover without intervention. It also highlights that
individuals who have met PTSD criteria for more than three months are unlikely to recover
without intervention. It suggests that while females may be more likely to meet criteria for
PTSD after a traumatic event, they are also more likely to recover without intervention.
Future research should explore possible reasons for this, such as cultural gender differences

in emotional expression.

Service Improvement Project

PTSD and substance misuse often co-occur, which complicates treatment. If
individuals use substances to cope with PTSD symptoms, removing this coping strategy may
result in an increase in PTSD symptoms and make long-term abstinence more challenging.
Therefore, in the UK, an integrated approach targeting both PTSD symptoms and substance
misuse is recommended.

A substance misuse service in England had adopted an integrated treatment
modality, called Seeking Safety (SS). SS is a 25-week group program which builds coping

skills for symptoms of both difficulties based on cognitive behavioural principles. SS has an
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emerging evidence base in the US, but no studies had evaluated it in the UK. We therefore
evaluated SS in a UK-based health service.

The depression, anxiety, PTSD and substance misuse symptoms of seven SS
attendees were recorded before and after the program and interviews were conducted to
explore the aspects they found more and less helpful. It was found that while 71% of
attendees were above the cut-off suggestive of clinically significant symptoms for anxiety
and depression before the group, none were at its conclusion. Results were more modest for
PTSD symptoms, with 100% above cut-off before and 66% after program completion.
Difficulties with the wording of questionnaires about substance use prevented drawing
conclusions regarding the impact of the program on these symptoms.

During interviews, participants highlighted valuing learning about themselves,
practical, present-focused skills to manage emotions, and the opportunity to reconnect with
others. Participants emphasised that the primary facilitator of the group was key in managing
group dynamics and delivering content in an accessible way. They also suggested focusing
on less content to allow time for the consolidation of learning and providing clearer next

steps for their treatment at the program’s conclusion.
Main Research Project

Child maltreatment (CM) has long-term physical and psychological consequences.
Therefore, strategies to reduce CM are crucial. One such approach has shown success in
increasing empathy, a lack of which is a risk factor for CM, by using virtual reality (VR) to
give mothers the opportunity to observe interactions with caregivers from a child’s point of
view. However, another factor, not accounted for by the above study, that impacts risk of
CM, is the adult attachment style of the parent. Adult attachment style is a psychological
model of how one views oneself, others and relationships. Importantly one’s attachment
style can impact on caregiving. For individuals with an insecure attachment style, threat can
hyper- or hypo-activate the attachment system which impacts one’s ability to be sensitive to
a child’s needs. It is possible that if mothers with insecure attachment experience the VR as
threatening, their own needs taking priority may impact their ability to relate to the child’s
perspective and therefore limit the effect of the VR experience. By exploring the effect of
the VR on mothers with varying attachment styles, we can determine if it has a universal
effect, or whether further tailoring based on parental attachment style is needed.

Using VR, nineteen mothers without parenting difficulties were immersed in the
body of a virtual child on two occasions, a week apart. During the experience they interacted
with a virtual mother who adopted a warm and collaborative style, or a critical and

authoritarian style. Participants’ empathy and self-reported parenting style was measured
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before and after the VR.

No evidence of change in empathy was found, nor was change in empathy related to
attachment style. It is possible that this is because we did not have enough participants to
detect a significant change. We also found that the measure of empathy was not reliable (it
had low internal consistency) which may have impacted the potential to find a difference.
However, we did find that participants’ self-reported parenting style changed towards
parenting practices associated with less risk of CM. There was also some evidence that
individuals higher in attachment insecurity made fewer changes in their parenting style.

The study supports the potential utility of VR to provide parents with an experience
of caregiver interactions from a child’s perspective to increase effective parenting style.
However, larger sample size and a reliable measure of parenting behaviour and risk is

needed before applying the approach to higher risk mothers.
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Reflective Narrative on Personal and Professional Development

Divided Attention and (Dis)organisation

My Doctoral training in Clinical Psychology has been a story of divided attention
(this was discussed in our cohort as “plate spinning’; I am sure it would have been discussed
in that way before, therefore I am hoping the analogy isn’t too cliché as it fits really well).
Unfortunately, divided attention is not something that | consider to be one of my strengths. It
is also very difficult to learn a new skill when you are only able to allocate some of your
attention to it. However, as training progressed and with further understanding of
mindfulness and the idea of presence, | realised that meeting the demands of training was
less about divided attention and more a case of turn taking (or task switching as in the
cognitive psychology literature which I covered in my undergraduate thesis) in terms of
where your attention is focused.

To keep with the plate spinning analogy, rather than trying to keep all the plates
spinning at once, it was more a case of taking the plates off, placing them on the floor and
choosing one to spin at a time (this of course is the idealist view and it and was never this
simple, for example, as | write this there are at least five other plates spinning as | work
towards the thesis deadline). Such an approach requires high levels of organisation — after
all, each plate needs to spin for a certain duration to meet the requirements of a project (I’ll
stop with the plate analogy here), and this too was something that required development on
my part. Before training | was not one who considered myself to be particularly disorganised
(perhaps incorrectly), however upon starting my first placement | realised that my current
strategies of organisation which had served me well enough during my degree, masters and
PhD were not quite up to scratch to manage the competing demands of multiple research
topics and clinical placement. | would like to think that by midway through my second
placement my organisation was good enough to meet course demands, however my
organisational ability is always something I need to monitor and improve, and I believe it
may require even further refinement when | take on the increased caseload that accompanies

the role of a qualified clinical psychologist.
Reflections on Research Projects and Interaction with Clinical Practice

One motivation for studying clinical psychology was to learn about and apply a
broad range of psychological concepts to help others. Prior to training, | completed a PhD,
and at times this had a relatively narrow focus (which is inherent in PhDs). When designing
my PhD research, | was often preoccupied about potential blind spots in terms of relevant

literature that | was not drawing on and confounding variables | was not accounting for. As
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such, my initial plan for DClin training was to choose three quite distinct research topics in
order to cover a broad a range of literature as feasible. However, now, looking back at my
three projects, it appears my choices share more overlap with my PhD topic, and with each
other, than I anticipated, and | wonder if this was influenced by how divided my attention
already felt, or, that it may be a reflection of being drawn towards my natural interests.
Despite their overlap, I still found myself in the new experience of having to develop three
separate projects, and while there were similarities, it still meant having to understand three

new areas of research literature.

Main Research Project (MRP)

My choice of MRP of using a virtual reality programme to increase perspective
taking in mothers was motivated by a desire to cover processes that | felt were missing from
my PhD. | have always had an interest in the role of relationships, and in particular, early
relationships and experiences in psychological wellbeing. | also felt that this is something
that was missing in my PhD research on emotional processing in children and adolescents
with ADHD with or without conduct disorder. While there was an acknowledgement that
early life factors may have been contributing to a child’s current presentation — the research
focused on how the child was presenting and processing emotional stimuli in the present,
and at times it felt like it located the problem in the child. While awareness of these deficits
may lead to interventions that address that specific part of an individual’s difficulties (which
is all well and good if that mechanism solves the difficulty), it may not address factors that
have led to that difficulty in the first place. So while my PhD identified that individuals with
ADHD and conduct disorder have difficulties processing emotions, | feel that adequate
attention was not paid to the factors that led to the development of those difficulties — and
perhaps the same mechanisms/experiences that led them to have difficulties processing
emotions are also responsible for other difficulties they are experiencing in their young lives.
This is what motivated an interest in my MRP which sought to improve perspective taking
using a VR environment in mothers of young children. As already stated, it was somewhat
similar to my PhD in that it considered a deficit may be responsible for a clinical
presentation, however it focused on a source of a child’s early experience, i.e. interactions
with a caregiver.

As already discussed in the introduction of my MRP, a lack of parental ability to
take the perspective of the child is a risk factor for child maltreatment — and child
maltreatment is a risk factor for later behavioural problems in children and subsequent
mental health difficulties in later life. 1, as do many other researchers and clinicians, see

attachment theory as a useful conceptualisation of how interactions in early life with a
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central caregiver set up one’s later assumptions about the world and expectations of others.
By exploring this in research it goes some way in addressing potential early influences on
the later presentation of children (and adults).

Despite considering the early life factors that may contribute to later wellbeing, it
still suffers from a limitation of my PhD in being reductionist in that it considered
perspective taking as static (although changeable with intervention). | think my training
more widely (including systemic teaching) has perhaps enhanced my awareness to wider
factors that may cause a caregiver’s ability to take their child’s perspective to fluctuate (e.g.
general life stressors, poverty, interpersonal difficulties, amongst others). Although an
intervention such as VR may lead to improvements in perspective taking (or positive
parenting attitudes) in a controlled setting, in reality, one’s ability to take another’s
perspective, empathise and be sensitive to their needs is likely to vary widely depending on
an individual’s day to day circumstances. Therefore, social change (brought about
politically) may have much larger effect sizes in reducing the prevalence of child
maltreatment than singular interventions.

Learning from my CAMHS placement also has relevance to the above ideas. It
highlighted how styles of parenting do not necessarily need to be clearly abusive or
neglectful to lead to distress in children. At times, | had to be aware of anger that would
sometimes arise in me in relation to parenting approaches, especially when they appeared so
central to a child’s current difficulties. I needed to remind myself that parents” own life
experience is influencing their approach. My experience on placement as part of a family
therapy reflecting team also helped highlight how parents may be either recreating what they
believe is normal or right in terms of child care based on experience, or on the other hand,
reacting against their experience growing up (perhaps analogous to adult attachment styles)
and tipping the balance too far the other way. It is important to recognise that parents are
often doing the best they can in a given situation based on their experience and
circumstances and usually do not have an intention to cause harm. Increased awareness of a
tendency of parents to move towards the other extreme of a parenting approach if they had a
negative experience of being parented also helped give significance to the importance of

finding the middle ground which is also key in so many other areas of clinical psychology.

Service Improvement Project (SIP)

My choice of SIP was motivated by an interest in traumatic responses and how one
copes with such experiences. | was also interested in comorbidity and interconnectedness
between overlapping but separate difficulties leading to more complex maintenance cycles.

Choosing to go towards aversive emotional experience is already so challenging

when people have needed to move away from it in order to cope and survive in their life
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circumstances, and when chemical dependence is added into this equation, it presents even
more of a challenge. My SIP evaluating a Seeking Safety group by interviewing attendees
with co-morbid PTSD and substance misuse taught me a great deal from a clinical research
(i.e. doing research whilst working clinically — headline — importance of organisation again)
and clinical practice perspective. It highlighted the importance of service users having a
voice in how groups are set up or order to maximise the accessibility of groups to all who
could benefit. Further, hearing participants’ experience of a therapy group from a relatively
impartial position (in that | was not involved in running the group) cemented the importance
of the non-specific skills of unconditional positive regard, validation and the importance of
boundaries which had been emphasised in teaching. It was also inspiring to hear about the
difference individuals were able to make to their lives despite the challenge of the
maintenance cycle referred to above. This was very useful in terms of maintaining hope in

possibility for change.

Literature Review Project (LRP)

My literature review project too shared a focus on trauma, exploring how the
prevalence of PTSD changes over time. This project was useful in highlighting how some
individuals are able to recover from PTSD without any specific psychological therapy input,
while reading related to the review also highlighted (in the case of debriefing) how a
psychological therapy that had intended to be helpful, can actually lead to harm. | think this
project heightened my awareness for if and when intervention is warranted. | think my
learning from this project was also complemented by the CAMHS teaching we received on
PTSD delivered by Dr Vuokko Wallace demonstrating the role of societal reaction to
distressing topics in maintaining PTSD symptomology (demonstrated by a fascinating group
behavioural experiment), and how individuals are given implicit messages about it being
inappropriate to discuss difficult topics. Such learning highlighted the importance of getting
systems around a person talking about difficult events in a validating and containing way
and how this can reduce distress. | also wonder if this process occurring naturally may be the
mechanism as to how there is a reduction of PTSD prevalence over time found in my review

project.
Reflections on the Ethical Approval Process

The process of obtaining ethical approval from the University and relevant NHS
trust R&D was relatively straightforward, in contrast to my expectations. | was quite
pleased, having designed my MRP, that it did not require NHS IRAS approval, something |

had heard on the grapevine was quite complex. Although avoiding this for the current
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projects felt like a short-term gain, in the long term, when | continue to pursue my research
interests once qualified, | will inevitably need to go through this process. Therefore, it was a
potentially a missed opportunity to gain some experience of this process. Further, it is
probable that the process of applying for ethics via IRAS is not as complex as rumoured and
therefore in not remaining more curious, | missed an opportunity to challenge an assumption
that may not be true.

As with my SIP, the process of obtaining ethical approval also highlighted the
importance of involving people with personal experience (PPE) of mental health difficulties
in the design of research materials. | was so grateful to the feedback I received from PPE in
terms of how materials are worded and how individuals may interpret certain phrasing. It has
provided me with motivation to continue PPE involvement in the design of research in the

future and potential future design of service delivery if | ever find myself in that role.

Personal Reflections

Personal Resonance with the Fennell Low Self-Esteem Model

Being introduced to the Cognitive Behavioural Model of low self-esteem model in
my first year resulted in one of the biggest shifts in my understanding of myself brought
about by training. The model represents the interconnectedness between fears of asserting
one’s self (or acting in other ways in line with needs and values) and subsequent low mood
when one does not (a sense of damned if you do damned if you don’t), which captures a
pattern that | fall into myself so well. Since learning about this model, | so often see it
playing out in the lives of clients that | work with. Due to the weight | have applied to this
model and how much my own difficulties resonate with it, it will be important for me to
check in when | notice this pattern in those that | work with to ensure that, 1. It is present
(and to use psychodynamic terminology, to check that | am not projecting), and 2. Whether
it is an important part of the formulation that needs addressing. Clinical supervision will be

essential for this.

Identity

Related to the topic of self-esteem is that of identity. Issues around my identity were
raised in many ways during training; however | will discuss just one here.

My aspirations to be a clinical psychologist have for a long time been a key part of
my identity, and after getting over the oh-so-common young person’s fantasy of being a
professional football player, becoming a clinical psychologist became a more realistic
fantasy. | think my genuine and extra-curricular interest in understanding psychological

processes and wanting to help others contributed to my eventual success in getting onto
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training. However, in starting training, | was confronted with 13 other individuals with
similar interests and the same genuine desire to help others. While this was great in terms of
forming a shared connection with others, to some extent it took away some of what | felt
was different to me from others in the social circles in which I grew up, and even to friends |
completed my PhD alongside. As the course progressed, my identity became more and more
merged with my career and took some of the energy out of conversations | may have
previously enjoyed discussing outside of work.

This process therefore highlighted the importance of self-care and developing
interests and hobbies outside the realm of psychology in the (little) free time | had outside of
DClin training. The (hopefully temporary) end to my main hobby of football due to an ankle
injury coincided with the start of DClin training, however, through remaining open to new
experiences | was happily introduced to two new hobbies of road cycling and climbing
which | can see now as being cornerstones to self-care for years to come. While it is
important to recognise that to some extent training has changed the default lens through
which | make sense of the world, it will be important as | continue my career that | find
ways of giving myself a break from the themes of work in my free time. At the same time,
being appreciative that | am so lucky to have a career that satisfies my interests so closely.

Conclusions

My DClin training has led to the understanding of multiple new concepts and
theories while also providing me an abundance of new perspectives. It has confirmed my
belief in the value of the dual role of scientist and practitioner that clinical psychologists
(which soon will include me) are so well placed to adopt. It has maintained and further
enhanced my motivation to continue to seek new learning and perspectives both through
personal reflection, clinical work and research in order to support and improve the

psychological wellbeing of others.
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Figure Al

One Month (T1) Point Prevalence (%)

Study Cases Total Prevalence
Aitken et al (2014) 18 93 19.35
Alfhiem et al (2019) 57 157 36.31
Amberg et al (2015) 52 88 59.00
Bachar et al (2005) 23 115 20.00
Bell et al (2018) 124 465 26.67
Conejo-Galindo et al (2007) 20 56 35.71
Coronas et al (2011) 54 119 45.38
Daniels et al (2012) 25 102 2451
DeYoung et al (2014) 26 116 22.41
Egberts et al (2017) 74 192 38.54
Englehard et al (2001) 28 113 2478
Farren et al (2016) 19 69 27.54
Feinberg et al (2017) 240 856 28.04
Fidel-Kinori et al (2016) 22 180 1222
Fredman et al (2017) 48 114 44211
Freeman et al (2013) 35 106 33.02
Frewen et al (2015) 33 159 20.75
Fumis et al (2015) (Family members) 3 118 252
Fumis et al (2015) (Patients) 7 119 588
Gandubert et al (2016) 25 89 28.09
Grieger et al (2006) 26 613 424
Halligan et al (2003) 19 62 30.65
Hruska et al (2016) 18 68 26.47
Jones et al (2007) 34 115 2957
Kobayashi et al (2019) 36 280 12.86
Kuhn et al (2006) 7 40 17.50
LeBlanc et al (2016) 45 1M 40.54
Marchand et al (2015) 2 83 241
Marshall et al (2006) 82 264 31.06
McFarlane et al (2011) 10 37 27.03
McKibben et al (2008) 83 151 35.10
Mouthaan et al (2014) 30 291 10.31
Murray et al (2002) 7 2 33.33
Nickerson et al (2013) 55 126 4365
Petrinec et al (2018) 3 38 7.89
Roy-Byrmne (2004) 14 23 60.87
Sheldrick et al (2006) 5 21 23.81
Steenkamp et al (2012) 93 119 78.15
Sterling et al (2010) 14 154 9.09
Vranceanu et al (2014) 43 152 28.29
Weinert et al (2008) 25 149 16.78
Youngblut et al (2013) 121 175 69.14
Zatzick et al (2001) 36 86 41.86

Random effects model .
Heterogeneity: I” = 96%, T = 0.0380, 13, = 1003.02 {p < 0.01)

95% C.lI.
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Figure A2

Three Months (T2) Point Prevalence (%)

Study Cases Total Prevalence
Alfhiem et al (2019) 35 143 2448
Amberg et al (2015) 24 68 3529
Bachar et al (2005) 25 136 18.38
Bell et al (2018) 104 350 2871
Bienvenu et al (2013) 36 151 2384
Bosmans et al (2015) 35 143 2448
Byrant et al (2010) 90 932 9.66
Capuzzo et al (2010) 1 @3 1.08
Carty et al (2006} 23 301 764
Castillo et al {2016) 19 101 18.81
Chang et al (2016) 84 268 31.34
Colville et al (2012) 43 102 4216
Coronas et al (2011) 35 108 2.4
Creamer et al (2004) 30 337 8.90
Daniels et al (2012) 12 92 13.04
Davydow et al (2013) 21 13 16.03
Egberts etal (2017) 36 162 2222
Englehard et al (2001) 7 101 6.93
Farren et al (2016) 17 44 38.64
Fidel-Kinori et al (2016} 25 169 14.79
Fredman et al (2017) 25 103 24.27
Frewen et al (2015) 15 128 11.63
Fumis et al (2015) (Family members) 5 103 485
Fumis et al (2015) (Patients) 0 103 0.00
Gandubert et al (2016) 18 85 21.18
Garralda et al {2009} 26 86 30.23
Grieger et al (2006) 48 395 12.15
Horsch et al (2015) 23 85 3538
Hruska et al (2016) 7 60 11.67
Jackson et al (2014) 29 415 6.99
Jones et al (2007) 21 115 18.26
Kentish—Barnes et al (2015) 173 386 4482
Koreomp et al (2009) 98 217 4562
Kuhn et al (2006) 4 35 1143
Langerud et al (2017) 15 118 1271
LeBlanc et al (2016) 25 100 2500
Limosin et al (2006) 3 180 158
Marchand et al (2015) 0o 81 0.00
Marshall et al (2010a) 63 294 2143
Martin-Herz et al (2012) 14 92 15.22
Moulaert et al (2017) 31 120 2583
Nickerson et al (2013) 9 126 714
Nickerson et al (2014) 93 989 9.40
O'Donnell et al (2007) 30 301 9.97
Pefrinec et al (2018) 4 36 1.1
Roden—Foreman et al (2017) 36 180 18.95
Roy-Byrne (2004) 7T 23 3043
Schell et al (2004) 76 293 25.04
Sheldrick et al (2006) 2 17 11.76
Steenkamp et al (2012) 27 65 4154
Sterling et al (2010) 27 121 22.31
Thordardottir et al {2019) 33 827 4.59
Wadsworth et al (2009) 35 83 3763
Wang et al (2000) 34 181 18.78
Warren et al (2015) 33 3 10.61
Winterman et al (2015} 8 110 727
Youngbiut et al (2013) 11 218 5092

Random effects model .
Heterogeneity: I* = 95%. T° = 0.0265, 32, = 1167.85 (p < 0.01)

95% C.I.
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Figure A3
Six Months (T3) Point Prevalence (%)
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Figure A5
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Appendix 1.2. Sensitivity Analysis

Sensitivity Analysis
Outliers

To check the impact of extreme values a sensitivity analysis was conducted
removing such values from each analysis for both point prevalence and change scores. This
was done using the “findoutliers” function of metafor — which considers a study an outlier
when the bounds of its 95% CI lie outside the 95% confidence interval of the pooled effect.
Removing extreme values did not alter the estimates of point prevalence or risk difference,
however it did reduce estimate of between study heterogeneity in most cases. For point
prevalence removing outliers function resulted in nearly half of studies being removed
(perhaps a reflection of the amount of between study heterogeneity) and therefore this is not

reported as non-interpretable.
Leave-one-out analysis

We also conducted leave-one out-analysis to consider the influence of studies with
relative extreme values (Wolfgang Viechtbauer & Cheung, 2010). Whilst baujat (ref) plots
did indicate some studies were potentially influencing pooled effect size and heterogeneity.
leave out analysis did not change 12 or the pool effect size greatly for single point prevalence
with prevalence estimate for each time point varying by a maximum of 6%, whist
heterogeneity estimates varied by up to 4%.

For change score analysis, leave one out analysis resulted in only variations of effect
size of up to 0.02 (risk difference) for each change point, whilst heterogeneity varied by up
to 0.05 (Risk difference) whilst heterogeneity estimated varied up to 18%. Leave one out
analysis did not lead to any alternations from the main results in terms of change to the

direction of the results or their statistical significance.
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Appendix 2.1. Interview Schedule

Coming into the service

1. How did you first become aware of the seeking safety group?
2. Name up to 3 things you hoped to achieve when you started seeking safety
3. How close do you think the service has come to meeting your expectations?
4. How did you find the assessment experience?
a. Did you feel that you had time to explore things which were important to
you?
b. Did you feel understood? What helped with this?
5. What was helpful/unhelpful about the information given to you during your first
appointment?
6. How could this information be improved?
7. Did you have any worries or concerns prior to coming to the seeking safety group?
What were these?

Modules

8. What have you found helpful/unhelpful about each of the modules that you have
completed?
9. Are there any modules that you have preferred over others?
a. Why?

The seeking safety group

10. How has the seeking safety group helped/not helped in reducing your substance use?

11. How has the seeking safety group helped/not helped in learning to cope with
difficulties?

12. Were there any topics that you found more helpful than others?

13. Were there any topics that you found were not helpful? Why?

14. Is there anything else that is particularly helpful/unhelpful about the seeking safety
group?

15. How did you find the length of the group sessions?

16. What do you think about the amount of information presented?

17. What do you think about the amount of people in the group?

18. How could it be improved?

a. Can you name up to three ways it can be improved?
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19. What is helpful/unhelpful about the resources used within therapy, e.g. resources of
seeking safety?

20. What one piece of advice would you give to somebody who was going to start
seeking safety?

21. How would you feel about new members joining the group at times in addition to
the start and midpoint of the group?

22. Is there anything you would suggest about how best to do this?

23. How helpful did you find the group in preparing you to go to complete direct trauma
work?

Relationship with team members

184

24. What do you think is the main thing that helps build a good relationship between
service users and seeking safety group facilitators?

25. If you were to give one piece of advice to the seeking safety facilitators — what
would this be?

26. Is there anything else you would like to add that we have not spoken about?



Appendix 3.1. Concerns relating to face validity of the Oppressing Power and

Independence Construct of the AAPI-2.1

The development guide of the AAPI defines the power and independence factor as:

“The age old phrase “the terrible two’s” most adequately describes this construct. Parents

fear that if children are permitted to use their power and independence to explore their

environment, or ask questions, or challenge parental authority, they will become “acting-

out” and disrespectful. Hence, obedience and complete compliance to parental authority is

demanded. When children’s power and independence are oppressed, they are not allowed to

challenge, to voice opinions, or to have choices, but rather are told to “do what they are

told to do” without question”

The items that most strongly related to this factor in the validation of this study can be found

in the table below (recreated from AAPI development guide):

Table A3.1 showing items contributing to factor E Power and Independence and their loadings
on other factors. Table recreated from AAPI development Guide (Bavolek & Keene, 2010)

Loadings on factors

Form

Item

Inappropriate
expectations
A

Empathy

B

Corporal
Punishment
C

Role

Reversal

D

Power and
Independence
E

Parents who
encourage their
children to talk
only end up
listening to
complaints

0.24

0.31

-0.09

0.16

0.34

Children need to
be allowed the
freedom to
explore their world
in safety

-0.13

-0.14

0.00

0.01

-0.45

Parents who
nurture
themselves make
better parents

-0.11

0.01

-0.14

-0.19

-0.42

Children should be
potty trained
when they are
ready and not
before

-0.04

0.02

-0.17

-0.21

0.27

Children who
receive praise will
think too much of
themselves

0.17

0.19

0.08

0.17

0.36
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B Consequences are | 0.11 -0.12 0.06 -0.11 -0.44
necessary for
family rules to
have meaning
B Children who learn | 0.05 -0.09 -0.16 0.08 -0.45
to recognise
feelings in others
are more
successful in life
B Parents 0.10 -0.20 -0.03 0.09 -0.45
expectations of
their children
should be high but
appropriate

B Rewarding 0.12 -0.19 -0.13 -0.07 -0.37
children’s
behaviour is a
good form of
discipline

B Parents who are 0.26 0.20 0.15 0.11 0.28
sensitive to their
children’s feelings
and moods often
spoil them

As can be seen from the table above, whilst some items do tend to have strong face validity
with the definition provided above e.g. “Parents who encourage their children to talk to them
only end up listening to complaints” and “Children need to be allowed freedom to explore
their world in safety”, other items have a less clear connection with the factor definition e.g.

“children should be potty trained when they are ready and not before”, “parents who nurture

themselves make better parents”.

Lack of Consistency Between Items Contributing to Constructs Across Form A and

Form B

As well as potential difficulties with face validity in terms of the items’ relationship with the
description of the construct, there is also a lack of consistency in terms of similar items
contributing to different constructs across Form A and Form B. For example, for Form A an
item worded “Children should be potty trained when they are ready and not before” loads
onto construct E (Oppressing power and Independence ) however a similar item from Form
B “children should be potty trained as soon as they are two years old” loads onto construct D
(Parent-child Role Reversal, which in addition seems to lack a clear correspondence with
this construct). Similarly an item on Form A worded “Children need to be allowed freedom

to explore their world in safety” loads onto construct E, whilst a similarly but oppositely
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worded item from Form B “The problem with kids today is that parents give them too much

freedom”, loads onto construct A (Parental inappropriate expectations of children).
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Appendix 3.2. Example Parenting Scale (Arnold et al., 1993) Questions

1. When my Child misbehaves...
| do something right away o o o o o o o Idosomething later
2. Before I do something about a problem......

I give my child several reminders o o o o o o o Tuseonlyonereminder
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Appendix 3.3. Equipment and The Virtual Environment

Equipment.

The study used a HTC VIVE™ headset, three VIVE body motion trackers (one for
the torso and one on each foot) as well as two VIVE controllers for hand and arm
movements. The headset, body trackers and controllers communicated with two VIVE base
stations using infrared technology to determine their position in virtual space. The paradigm
was programmed using Unity Software. Participants could move around a 3x5m area within
the lab if they wished to.

The Virtual Room.

The Virtual room consisted of a large mirror, a sofa, a large window with views of a
city townhouse opposite in the daytime, a lamp, some books and a mug on a coffee table, a

children’s play mat and some toys (a rocking horse, an origami bird, a train set and a ball).
The Virtual Mother(s)

The virtual mother had the same overall appearance for both Negative and Positive
conditions but they differed in their facial expressions, body language, tone of voice and
words communicated to the participant. The dialogue for the Negative and Positive
conditions can be found in Table 3.1 and was the same as that used in Hamilton-Giachritsis
et al. (2018) but translated to English. In short, the Negative mother was critical, blaming
and authoritarian towards the child whilst the Positive mother was caring, praising and took
a more collaborative approach encouraging the participant to help rather than demanding the
child tidy up (as in the Negative condition). The pre-recorded sound (the same person for
both Positive and Negative conditions) was provided by an English female who was rated in
a pilot study (n = 7) as highest for warmth (M=7.8 out of 10) for the Positive and harshness
(M =7.1 out of 10) for the Negative mother out of a pool of six voice actors. In the Negative
condition the arms of the mother moved relatively vigorously and her facial expression was
one of anger whilst, the Positive mother’s arm movements were slower and more gentle and

had a happy (soft smile with mouth closed) facial expression.

Table A3.3.
Virtual Mother Dialogue

Positive mother Negative mother
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[Mother]: Hi darling how are you?

[Mother]: You are not bored, are you?
[Mother]: Do you want to play together for a

while?

[Mother]: Come on, what toy do you like the

most?

[Mother]: That is a very nice toy, I like it too.
Tell me what is it that you like about this toy?

[Mother]: You are right. Um, I’1l go and start
making dinner and then perhaps we can go for a
little walk together - we are going to have fun!
[Back up phrase: don’t you want to come out for

a walk with me?]

[Mother]: Well, then I’1l see you in a bit?

[Mother]: In the meantime, would you mind
tiding up the room here a bit to help me out,
please? | am very tired and that would be such

a big help for me.

[Mother] What a sweet girl you are! I love you
so much! You always help me out, 'm very
proud of you and I love spending time together.
So does your daddy, maybe when he comes back
he can be with us and we can play a game

together.

[Mother]: There you are, what are you doing?

[Mother]: Did you call me? | am sure | heard

you saying something

[Mother]: don’t bother me; can’t you see I am

busy?

[Mother]: Don’t you like any of these toys?

[Mother]: You are making too much noise! Stop

making noise.

[Mother]: Look, I’'m going to make dinner and
then we are out of here. I’ve had enough being

inside here.

[Mother]: Once I go, tidy up this room. You
have left everything untidy. The room looks a
disaster. For God’s sake, why can’t you do what
I am asking you for once? | am tired of doing
everything around here without help and on top
of that it’s you who disorganizes everything,
who doesn’t do anything. What are you looking
at? Tidy up! Now

[Mother]: You are such an untidy child. Why do
I have such a naughty daughter? Why don’t you
do what I ask for once? Is it too much to ask to
leave me in peace now and then? Leave me in
peace! Really, you are such a stupid girl, just like
your father, stupid. Wait until he gets home and
he hears how horrible you’ve been today, you

will see!
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The Child Body

Participants were embodied in that of a white four year old virtual female body. The

child is approximately one third of the height of virtual mother.
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Appendix 3.4. Tests of Normality

Mind in the eyes
Shapiro-Wilk statistics all W(18) > .90, ps > .06.
Parenting scale

The Shapiro-Wilk test indicated the assumption of normality was violated for The Verbosity
factor at T1 pre (W(19) = .76, p < .001, the Reactivity factor at T1 post (W(19) = .85, p <
.01, the Laxness factor at T2 pre (W(19) = .89, p < .05, and the Reactivity factor at T2 post
(W(19) = .62, p < .001. Therefore Wilcoxon-rank sum non-parametric analyses were
additionally run for analysis of difference in parenting scale before and after the VR

exposure.
Experiences in Close relationship Scale

The Shapiro-Wilk test indicated the attachment anxiety subscale was normally distributed
(W(19) = .96, p = .47), whilst the attachment avoidance subscale was not normally
distributed (W(19) - .89, p =.03) therefore non-parametric correlations were additionally run

for analyses including this variable.
Adult Adolescent Parenting Inventory 2.1

The Shapiro-Wilk test indicated The Parental Empathy (construct B) construct was not
normally distributed at T1 or T2 (W(18) < .90, ps < .05), and Parental Belief in Corporal
Punishment (construct C) at T1 (W(18) = .87, p = .02 but not for any other constructs at
either time point (Ws(18) > .92, ps > .11). Therefore non-parametric equivalents were also

run for analyses involving these variables.
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Appendix 3.5. Embodiment Manipulation Check

Participants’ scores for the post experience questionnaire are presented in Table 5.1.
Scores relating to feeling like a child were in the positive direction and high. However,
scores were only marginally in the positive direction for statements relating to feeling like
the body was one’s own body and feeling like they were looking at themselves in the mirror.
Conversely, there were lower scores for control questions related to two bodies and features
resembling their own real body, in line with good embodiment. When exploring differences
between the conditions, participants were more likely to agree that they responded to the
mother in terms of their emotions and felt like they were in a child’s body for the Positive

condition than the Negative condition.

Table A3.5
Mean Scores to Post Experience Questionnaires

Positive Negative

Statement M (SD) M (SD) p
| felt the body was my own body 0.7 (2.1) 0.6 (2.1) .70
| felt | was looking at myself in the mirror 0.9 (2.2) 0.5(2.1) .07
The movement was caused by my own body 2.4(1.2) 2.4 (0.8) .79
movement
| felt the mother was aware of my presence 2.5(0.7) 2.3(1.4) 53
| felt myself responding to the mothers regarding my
Thoughts 20 (1.9 1.3(1.8) 23
Emotion 1.6(1.5)  0.5(2.0) .04
Physical response 1.5(1.5) 0.8 (1.7) 12
I felt like I was in a child’s body 2.1(1.3) 1.7 (1.3) .03
The mother acted as if | was a child 2.7 (0.6) 2.6 (0.8) 27
| felt much younger than | actually am 2.2(1.2) 2.0(1.6) 45
| felt like a child 2.0(1.49) 2.1 (1.0 .58
Control questions®
| felt the body resembled my own body in terms of 0.05(2.3) 0.05(2.2) 1.0
features
| felt | had two bodies -1.7(1.6) -1.2(1.7) .10

Notes. Higher scores represent more agreement (more successful embodiment)

aControl questions, where lower or negative scores show more successful embodiment.
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Appendix 3.6. Mean Standard Ten (STEN) Scores

Table A3.6.
STEN Scores for AAPI Before and After Exposure to Both VR Conditions
Construct Time 1 Time 2 p
M (SD) M (SD)
A. Inappropriate parental expectations 7.4(1.6) 7.3(1.9) 53
B. Parental lack of empathic awareness of 6.9 (1.7) 7.1(1.7) A48
children’s needs
C. Strong belief in the use and value of 7.0(1.5) 7.1(1.5) .86
corporal punishment
D. Parent-child role reversal 6.5(1.3) 6.4 (1.7) .88
E. Oppressing children’s power and 6.5(1.8) 7.1(1.8) .06
independence

Notes. AAPI = Adult Adolescent Parenting Inventory 2.1. Higher scores associated with
lower risk. STEN = Standard Ten
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Appendix A3.7. Correlation Matrix Between Attachment Dimensions and Baseline Sores on Key Study Dependent Variables

Table 3.7.
Intercorrelations Between Dependent Variables

Attachment Anxiety

Attachment
Avoidance

AAPI Unrealistic
expectations
AAPI Empathy

AAPI corporal
punishment
AAPI Role reversal

AAPI power and
independence
AAPI Total

PS Laxness

. PS Over reactivity
. PS Verbosity

. PS total

. Mind in the eyes

1

53**

-31%
-30%
-22
-.05
-15
-30%
-11
04
45%
.05
18

2

-.23

-.18

-.34*

-12
01

-.28
-01
-.20
.34*
<.01
.02

31%
37*

.25
-.05

S7F*

-.10
-19

-.36*

-13
.04

40*

40*

-.16

53*F*

-12
-.05
-.14
-11
04

21

-.15

61**

-13
14
-.29
-.26
.01

15

53%*
-32%
-1
-.25
.25
03

Notes. AAPI = Adult Adolescent Parenting Inventory 2.1. PS = Parent Scale. All correlations Kendall’s Tau
Fp<.10 *p<.05 ** p< .01 ***p<.001. PS, Parent Scale All correlations Kendall’s Tau

195



Appendix 3.8. Thematic Analyses of Participants Responses to the Post VR

Interview

Thematic analysis of participants responses to separate interviews following both the

positive and negative conditions resulted in nine themes made up of underlying subthemes.
Positive learning experience

Participants discussed how they found the VR a positive learning experience.

Thinking and discussing experience in week between

Five participants reported that they discussed the experience with partners and
friends having taken part. For example one participant stated: “Over the first couple of days |
talked about it with friends, I talked about it with my husband...” and another remarked:
“veah, I talked to my husband about it when I got back and we had a conversation about

that and the importance of following through with what we say”
Immersion being preferable to theoretical learning

Six participants talked how the VR experience further supplemented and brought to
life previous parenting concepts they had learnt about on a theoretical level.

“I think these are the sorts of things I'm always every day analysing and reading,
but when you see it in reality, it’s a lot easier to learn from than reading and
picking it up and practicing what you have read. And actually you felt the

feelings yourself™.

Positive and negative conditions generally evoking the responses we expected in

emotional, cognitive and physical domains

Eighteen participants reported responses in the emotional, cognitive and physical

domains that where consistent with that expected for the positive and negative conditions.
Emotional response

Emotions reported by participants in response to the negative mother included
shame, loneliness, fear and anxiety, sadness and feeling intimidated. For example: “It was a
bit scary actually” and “it made me sad because, you know, I wasn’t doing anything wrong,
1 was just sort of standing there...”. Whilst emotions evoked by the positive mother included

happiness, feeling soothed and relaxed as well as feeling loved: “It made me feel nice about
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myself”. For another, the mother made them feel “Like a little flower of a human, I felt like,

aw, like that tone of voice that really makes you feel soothed and content...”
Cognitive response

Participants’ cognitive responses were also congruent with the interaction style of
the mothers in both conditions. In response to the negative mother participants disclosed a
sense of unfairness, whilst also thinking they were responsible for something or an
inconvenience: “I felt like she was annoyed because I had not done the things she wanted

me to do and I'm irritating”.

Whilst in response to the positive mother, participants discussed how they trusted the mother
and also had a sense that they were being listened to by the mother who appeared interested
in what they had to say: “I felt like she was genuinely asking what | wanted to do and she

was willing to do what I wanted and she was taking an interest...”.
Physical response

Interacting with the mothers also led to a physical/behavioural response in seven
participants. For the negative mother, participants reported how they felt physically

threatened and as a result cut-off from the mother and became defensive:

“I didn’t know what to do with this and it’s horrible and how to get away from it.
And | knew that | cannot run out the door and I cannot just make it stop. So | just

thought if I would make myself really small it would stop”.
Another reported wanting to avoid eye contact: “I could not give the mother eye-contact” .

Whilst in response to the positive mother, participants reported wanting to seek close
proximity to her: “The idea of actually just going up to her and hugging her leg or

something, 1 felt like she was emanating that vibe, so I wanted to get closer to her”.
Comparing and contrasting conditions

Reports of thirteen participants also demonstrated they were comparing and
contrasting their experiences with the mothers in the two conditions, and it was this
comparison that at times helped highlight what the participants felt was important in terms
of engaging with children: “last time you were made to feel like an irritation and an
inconvenience whereas this time the things that she was saying made you feel like she values

and cares for you”.

Noticing size difference
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An element of the VR experience that stood out for thirteen participants and was
common across both conditions was the size difference between their VR body and that of
the virtual mothers. This was commented on by thirteen participants: “I mean looking up at
her, I don’t know, I did feel like a child”. Another participant remarked:

“um, I think the looking up thing was quite interesting, because obviously you
don’t normally get that , and so, I do think [ try, certainly when my first child was
younger I remember thinking I don’t want to be scary, so | want to be down on
their level when I’'m interacting with them, and I need to make sure I still do

that”
Integrating mother and child perspective

The responses evoked by participants in interacting with the mother and an
awareness of the size difference indicated participants were experiencing the VR from a
child’s perspective. Fourteen participants reflected on their experiences during the interview
in such a way that suggested they were holding both the perspective of the child and their

perspective as a mother in mind:

“I think so, coz that was quite intimidating even as an adult, so as an adult I
would have felt confident to react or to question but as a child, it hasn’t got that

confidence yet, and they would just see the intimidation...”

Participants reflected on the difference between how a child and adult can respond in a
given situation and showed an increased awareness of how their child might be experiencing
an interaction with them as a mother: “it also made me realise how easy it might be to

intimidate a child if we are not careful with our body language”

Two participants also reflected how interacting does not need to appear overtly abusive to be
experienced as threatening by a child: “Being in that last condition also made me think that
it doesn’t have to be as far as verbal abuse to make you feel attacked”. Whilst four
participants commented on the power difference between a mother and a child: “yeah, it’s
the power dynamic, you already have the control but also you are just so big which you

forget as an adult. Yeah, that’s really powerful, so I was thinking about that quite a lot”.
Reflecting on past experiences

For eleven participants, exposure to the VR conditions led to reflections on past

experiences which included their own experiences of being parented:
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“I think that feeds into your own experience of being parented as well, as in, if
you had a person who had abused their power, I think ['m already quite sensitive
to that, so I don’t want to do that to my child, | think actually what | worry about
is being as good at setting boundaries because I'm so afraid of being

authoritarian... That’s hard to get right”

They also noticed similarities and differences between their own parenting styles and that of

the virtual mother conditions:

1 found myself thinking, “I say this sometimes to my daughter”, even if I'm not
necessarily cross, I was thinking, you know “I’ve used these words”, not quite

that extreme, but I did think, | recognise myself in it.

“Its difficult because that’s the scenario you put me in, but for example if that
was me talking to a child then I wouldn’t come into a room like that... I don’t
think she said hello, I'd greet them, if they made a noise 1'd ask them if they are

okay, what is going on, because they are on their own”.

Whilst for four participants exposure to the positive mother reinforced to them what they
were already doing well.

“It just reminds me that it is worth doing, rather than just telling them that “you
need to do this” and the reinforcing about what I think about them rather than
Jjust assuming that they know like “I love you and I'm proud of you”, even the

small things”
Reflecting how they might change their behaviour based on this perspective

Most participants (eighteen) also discussed how this experience would change how
they intend to interact with their child in the future. The theme can be broken down in terms
of more physical elements of interacting with a child and an element relating to content of

information delivered to a child.
Physical/behavioural changes

Participants discussed an intention to change how they come across physically
including being more conscious of tone and volume of speech as well as physically lowering
themselves to the child’s level when interacting with them: “My sense was that my boys
wanted me down on the floor with them, and now | actually see why it is so important”,

whilst also having an overall intention of coming across more positively. “So even after
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doing it last week, I found that | was more positive, just from thinking about how it made me
feel”

Changes to content of information given to children

Participants also talked about an intention to hold their child’s level of
understanding in mind and as a result altering how they provided information or instructions
to their child: “I think its easy as an adult to forget, and as a parent to forget that your child
probably doesn’t understand or is able to ask or answer back”, and an intention to ensure
they gave their child time to talk: “I will give my children the opportunity to talk and engage

in my request ”.
Whilst also considering how much information a child can cope with:

“she was saying quite a lot of stuff, she was sort of giving instruction, telling me
how she feels, telling me what’s going to happen, that she’s tired, there are a lot

’

of things for a child to take in in those few sentences you know.’

However, whist the majority said the VR would change how they came across, three
participants in response to the negative mother stated that it wouldn’t change their behaviour
going forward: “I don’t think this week has changed anything I don’t think, like last week it

had a bit of an effect on me but this week I don’t think so”.

Meta-cognitive awareness

Twelve participants also talked of an intention to engage in meta-cognitive
awareness in their day to day life in interacting with children: “Just thinking about it more,
rather than it just rolling off the tongue, just thinking more, so just thinking about it, and
relaying it and thinking what’s the best way I can do something”. They discussed how they
thought it would be important to take a moment to pause before responding in their
interactions with children and in this time check in with their own emotions and ensure they
are not having a negative impact on the interaction. Whilst also ensuring they were

considering the perspective of child in the situation.

“Just thinking about how it felt last week with the shouting and the “you need to
do this...rah”, it kinds of gives you second just to think “no actually that felt
really shitty” and just like reign it in a bit, count to ten, not to go down that route
because it does feel really horrible, yeah it definitely has been in my mind how it

felt to be the child in that situation”
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VR challenges and future changes

Despite exposure to the VR generally being a positive learning experience, evoking
emotions and reflections that appeared to evidence an intention in participants to take the
perspective of their children and motivating parenting changes. There were some problems
with the VR exposure. By gaining an understanding of the problems it helps motivate future

changes to fine tune the VR experience going forward.
Challenges to relatability

Two participants discussed how the VR child appeared to be younger than their own

children and therefore it made it harder to relate:

“it would have to be really far in the future because I don’t have those sort of
expectations with my own child at the moment because he is so little. The idea of
sort of like blaming him for mess and stuff would just be ridiculous because he’s

only 15 months”

Whilst the need for similarity to one’s own children was further emphasised by one
participant finding it very easy to relate due to similarities of the VR child and their own
child: “The child looked like my daughter, same hair colour as me, and this made me feel

more connected”.
Incongruence between presented condition and how the condition was experienced

Whilst some of the above themes demonstrate, for most participants, the conditions
evoked the responses one would predict, some participants’ comments suggested that certain
elements of the VR conditions were experienced as the opposite to what we anticipated.
Participants at times talked about the positive condition as being anxiety provoking,
especially in regards to her body language as she entered the room: “But I also noticed the
face change, at first I didn 't like it, then she looked nice” Whilst the dialogue of the positive
condition at times led participants to feel disappointed that they were asked if they would
like to play together without that ever coming to fruition: “I think it was the juxtaposition
between being asked to play and then not doing that...” and “yeah, like “maybe we will do it

later”, it was like oh, a bit disappointing I guess” .
Challenges to immersion

Ten participants also spoke about difficulties feeling fully immersed in the
experience. Some of the challenges to feeling immersed in the experience included a pre-

occupation with the experimenter being in the real room (one participant).
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“Having seen “myself”” in the mirror it definitely felt like the body was mine,
however | was still conscious about responding verbally — the voice being my

adult voice and having an awareness of others in the real room”

Others did not find the interaction believable (two participants): “so that one was a little bit
weird, um, very surreal, I just couldn’t relate to that, it was a bit surreal, not something that
I ever imagine would happen ”. Whilst others stated they needed more time in the
environment (4 participants): “I think if I had longer in the VR equipment it might have felt
more real”, and relatedly, it feeling easier to feel immersed the second time (3 participants):
“It felt easier to slot into the situation this week. I didn’t have the same nervousness I had
last week as I knew what to expect”. Two participants also commented that it felt unnatural
talking to the virtual mother: “I felt a bit awkward talking to the parent. It didn’t feel quite

natural”.
Questionnaires rather than VR influencing reflections

Whilst many participants attributed the VR itself to being responsible for changes,
four participants discussed how thinking about the statements on the questionnaires in the
context of their wider experience facilitated reflections on their parenting style and
potentially could have contributed to intention to change parenting behaviours. When asked
if the experience will make them think about how they respond to their own child, one
participant’s response was: “yeah, I guess certainly, I think doing the questionnaire as
well”’, whilst another participant responded: “I know it was in the questionnaire anyway, but

1 think I was a little bit more cautious about the way I presented myself”.
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Appendix A3.9. Post Experience Interview Questions

How was that experience?

How did you feel when the mother was so angry/negative/ignored you?

How did you feel when the mother was warm?

Do you think that this experience will make you think more about how you respond
to your own children?

Do you think that this experience will make you behave differently to your own
children? Why?

(T2 only) Has the experience of the VR last week made you think about how you
might respond to your child over the last week?
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Appendix 3.10. Post Experience Questionnaire (Embodiment)
How much do you agree with the following statements about your experience? Each
statement should be answered with:
-3 Disagree strongly
-2 Disagree
-1 Disagree somewhat
0 Neither agree nor disagree
1 Agree somewhat
2 Agree
3 Strongly agree

1. The | felt the virtual body I was looking down at was my own body.
Disagree -3 -2 -1 0 1 2 3 Agree
2. | felt was looking at myself when looking in the mirror.

Disagree -3 -2 -1 0 1 2 3 Agree

3. The felt the virtual body resembled my own (real) body in terms of shape, skin tone

or other visual features.

Disagree -3 -2 -1 0 1 2 3 Agree
4. | feltthat | had two bodies.

Disagree -3 -2 -1 0 1 2 3 Agree

5. | felt that the movements of the virtual body were caused by my own real body

movements.
Disagree -3 -2 -1 0 1 2 3 Agree
Please turn over

6. | felt the mother I saw was aware of my presence.
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10.

11.

12.

13.

Disagree

| felt myself responding to the mother

a. About my thoughts

Disagree

b. About my feelings and emotions

Disagree -3
c. Physically
Disagree -3

I felt like I was in a child’s body

Disagree

| felt the mother acted as if | was a child

Disagree

| felt much younger than | actually am

-3

-3

-3

-3

Disagree -3
| felt like a child
Disagree -3

-2

-2

-2

-2

-2

-2

-2

-2

-1

-1

-1

-1

-1

-1

-1

-1

0

0

1

2

3

Agree

Agree

Agree

Agre

Agree

Agree

Agree

Agree

Please write down any other comment or feeling you had regarding your experience.

Do you have any after-effects from the experiment (continue response onto next

page if needed)?
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article details and uploading your files. The system converts your article files to a single PDF
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file used in the peer-review process. Editable files (e.g., Word, LaTeX) are required to
typeset your article for final publication. All correspondence, including notification of the
Editor's decision and requests for revision, is sent by e-mail.

PREPARATION
Peer review

This journal operates a single blind review process. All contributions will be initially
assessed by the editor for suitability for the journal. Papers deemed suitable are then
typically sent to a minimum of two independent expert reviewers to assess the scientific
quality of the paper. The Editor is responsible for the final decision regarding acceptance or
rejection of articles. The Editor's decision is final. More information on types of peer
review.

Use of word processing software

It is important that the file be saved in the native format of the word processor used. The
text should be in single-column format. Keep the layout of the text as simple as possible.
Most formatting codes will be removed and replaced on processing the article. In
particular, do not use the word processor's options to justify text or to hyphenate words.
However, do use bold face, italics, subscripts, superscripts etc. When preparing tables, if
you are using a table grid, use only one grid for each individual table and not a grid for each
row. If no grid is used, use tabs, not spaces, to align columns.

The electronic text should be prepared in a way very similar to that of conventional
manuscripts (see also the Guide to Publishing with Elsevier). Note that source files of
figures, tables and text graphics will be required whether or not you embed your figures in
the text. See also the section on Electronic artwork.

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 'grammar-
check' functions of your word processor.

Article structure

Manuscripts should be prepared according to the guidelines set forth in the Publication
Manual of the American Psychological Association (6th ed., 2009). Of note, section
headings should not be numbered.

Manuscripts should ordinarily not exceed 50 pages, including references and tabular
material.

Exceptions may be made with prior approval of the Editor in Chief. Manuscript length can
often be managed through the judicious use of appendices. In general the References
section should be limited to citations actually discussed in the text. References to articles
solely included in meta-analyses should be included in an appendix, which will appear in
the on line version of the paper but not in the print copy. Similarly, extensive Tables
describing study characteristics, containing material published elsewhere, or presenting
formulas and other technical material should also be included in an appendix.Authors can
direct readers to the appendices in appropriate places in the text. It is authors'
responsibility to ensure their reviews are comprehensive and as up to date as possible (at
least to 3 months within date of submission) so the data are still current at the time of
publication.
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Authors are referred to the PRISMA Guidelines (http://www.prisma-statement.org/) for
guidance in conducting reviews and preparing manuscripts. Adherence to the Guidelines is
not required, but is recommended to enhance quality of submissions and impact of
published papers on the field.

Appendices

If there is more than one appendix, they should be identified as A, B, etc. Formulae and
equations in appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; in a
subsequent appendix, Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; Fig.
A.1, etc. Essential title page information Title. Concise and informative. Titles are often
used in information-retrieval systems. Avoid abbreviations and formulae where possible.
Note: The title page should be the first page of the manuscript document indicating the
author's names and affiliations and the corresponding author's complete contact
information. Author names and affiliations. Where the family name may be ambiguous
(e.g., a double name), please indicate this clearly. Present the authors' affiliation addresses
(where the actual work was done) below the names. Indicate all affiliations with a lower-
case superscript letter immediately after the author's name and in front of the appropriate
address. Provide the full postal address of each affiliation, including the country name, and,
if available, the e-mail address of each author within the cover letter.

Corresponding author.

Clearly indicate who is willing to handle correspondence at all stages of refereeing and
publication, also post-publication. Ensure that telephone and fax numbers (with country
and area code) are provided in addition to the e-mail address and the complete

postal address.

Present/permanent address. If an author has moved since the work described in the article
was done, or was visiting at the time, a "Present address"' (or "Permanent address") may
be indicated as a footnote to that author's name. The address at which the author actually
did the work must be retained as the main, affiliation address. Superscript Arabic numerals
are used for such footnotes.

Highlights

Highlights are mandatory for this journal as they help increase the discoverability of your
article via search engines. They consist of a short collection of bullet points that capture the
novel results of your research as well as new methods that were used during the study (if
any). Please have a look at the examples here: example Highlights.

Highlights should be submitted in a separate editable file in the online submission system.
Please use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85
characters, including spaces, per bullet point).

Abstract

A concise and factual abstract is required (not exceeding 200 words). This should be typed
on a separate page following the title page. The abstract should state briefly the purpose of
the research, the principal results and major conclusions. An abstract is often presented
separate from the article, so it must be able to stand alone. References should therefore be
avoided, but if essential, they must be cited in full, without reference to the reference list.

Graphical abstract
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Although a graphical abstract is optional, its use is encouraged as it draws more attention
to the online article. The graphical abstract should summarize the contents of the article in
a concise, pictorial form designed to capture the attention of a wide readership. Graphical
abstracts should be submitted as a separate file in the online submission system. Image
size: Please provide an image with a minimum of 531 x 1328 pixels (h x w) or proportionally
more. The image should be readable at a size of 5 x 13 cm using a regular screen resolution
of 96 dpi. Preferred file types: TIFF, EPS, PDF or MS Office files. You can view Example
Graphical Abstracts on our information site.

Authors can make use of Elsevier's Illustration Services to ensure the best presentation of
their images and in accordance with all technical requirements.

Keywords

Immediately after the abstract, provide a maximum of 6 keywords, using American spelling
and avoiding general and plural terms and multiple concepts (avoid, for example, 'and’,
'of'). Be sparing with abbreviations: only abbreviations firmly established in the field may
be eligible. These keywords will be used for indexing purposes.

Abbreviations

Define abbreviations that are not standard in this field in a footnote to be placed on the
first page of the article. Such abbreviations that are unavoidable in the abstract must be
defined at their first mention there, as well as in the footnote. Ensure consistency of
abbreviations throughout the article.

Acknowledgements

Collate acknowledgements in a separate section at the end of the article before the
references and do not, therefore, include them on the title page, as a footnote to the title
or otherwise. List here those individuals who provided help during the research (e.g.,
providing language help, writing assistance or proof reading the article, etc.).

Formatting of funding sources
List funding sources in this standard way to facilitate compliance to funder's requirements:

Funding: This work was supported by the National Institutes of Health [grant numbers xxxx,
yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and the
United States Institutes of Peace [grant number aaaa]. It is not necessary to include
detailed descriptions on the program or type of grants and awards. When funding is from a
block grant or other resources available to a university, college, or other research
institution, submit the name of the institute or organization that provided the funding. If no
funding has been provided for the research, please include the following sentence: This
research did not receive any specific grant from funding agencies in the public, commercial,
or not-for-profit sectors.

Footnotes

Footnotes should be used sparingly. Number them consecutively throughout the article.
Many word processors can build footnotes into the text, and this feature may be used.
Otherwise, please indicate the position of footnotes in the text and list the footnotes
themselves separately at the end of the article. Do not include footnotes in the Reference
list.

Electronic artwork
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General points
¢ Make sure you use uniform lettering and sizing of your original artwork.
e Embed the used fonts if the application provides that option.

¢ Aim to use the following fonts in your illustrations: Arial, Courier, Times New Roman,
Symbol, or use fonts that look similar.

e Number the illustrations according to their sequence in the text.

¢ Use a logical naming convention for your artwork files.

¢ Provide captions to illustrations separately.

¢ Size the illustrations close to the desired dimensions of the published version.

¢ Submit each illustration as a separate file.

¢ Ensure that color images are accessible to all, including those with impaired color vision.
A detailed guide on electronic artwork is available.

You are urged to visit this site; some excerpts from the detailed information are given here.
Formats

If your electronic artwork is created in a Microsoft Office application (Word, PowerPoint,
Excel) then please supply 'as is' in the native document format. Regardless of the
application used other than Microsoft Office, when your electronic artwork is finalized,
please 'Save as' or convert the images to one of the following formats (note the resolution
requirements for line drawings, halftones, and line/halftone combinations given below):
EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 dpi.

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a minimum of
1000 dpi.

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a
minimum of 500 dpi.

Please do not:

¢ Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these typically
have a low number of pixels and limited set of colors;

¢ Supply files that are too low in resolution;
e Submit graphics that are disproportionately large for the content.
Color artwork

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS (or
PDF), or MS Office files) and with the correct resolution. If, together with your accepted
article, you submit usable color figures then Elsevier will ensure, at no additional charge,
that these figures will appear in color online (e.g., ScienceDirect and other sites) regardless
of whether or not these illustrations
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are reproduced in color in the printed version. For color reproduction in print, you will
receive information regarding the costs from Elsevier after receipt of your accepted article.
Please indicate your preference for color: in print or online only. Further information on the
preparation of electronic artwork.

Figure captions

Ensure that each illustration has a caption. Supply captions separately, not attached to the
figure. A caption should comprise a brief title (not on the figure itself) and a description of
the illustration. Keep text in the illustrations themselves to a minimum but explain all
symbols and abbreviations used.

Tables

Please submit tables as editable text and not as images. Tables can be placed either next to
the relevant text in the article, or on separate page(s) at the end. Number tables
consecutively in accordance with their appearance in the text and place any table notes
below the table body. Be sparing in the use of tables and ensure that the data presented in
them do not duplicate results described elsewhere in the article. Please avoid using vertical
rules and shading in table cells.

References

Citations in the text should follow the referencing style used by the American Psychological
Association. You are referred to the Publication Manual of the American Psychological
Association, Sixth Edition, ISBN 1-4338-0559-6, copies of which may be ordered from
http://books.apa.org/ books.cfm?id=4200067 or APA Order Dept., P.O.B. 2710, Hyattsville,
MD 20784, USA or APA, 3 Henrietta Street, London, WC3E 8LU, UK. Details concerning this
referencing style can also be found at
http://humanities.byu.edu/linguistics/Henrichsen/APA/APAO1.html

Citation in text

Please ensure that every reference cited in the text is also present in the reference list (and
vice versa). Any references cited in the abstract must be given in full. Unpublished results
and personal communications are not recommended in the reference list, but may be
mentioned in the text. If these references are included in the reference list they should
follow the standard reference style of the journal and should include a substitution of the
publication date with either 'Unpublished results' or 'Personal communication'. Citation of
a reference as 'in press' implies that the item has been accepted for publication.

Web references

As a minimum, the full URL should be given and the date when the reference was last
accessed. Any further information, if known (DOI, author names, dates, reference to a
source publication, etc.), should also be given. Web references can be listed separately
(e.g., after the reference list) under a different heading if desired, or can be included in the
reference list.

Data references

This journal encourages you to cite underlying or relevant datasets in your manuscript by
citing them in your text and including a data reference in your Reference List. Data
references should include the following elements: author name(s), dataset title, data
repository, version (where available), year, and global persistent identifier. Add [dataset]
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immediately before the reference so we can properly identify it as a data reference. The
[dataset] identifier will not appear in your published article.

References in a special issue

Please ensure that the words 'this issue' are added to any references in the list (and any
citations in the text) to other articles in the same Special Issue. Reference management
software Most Elsevier journals have their reference template available in many of the
most popular reference management software products. These include all products that
support Citation Style Language styles, such as Mendeley. Using citation plug-ins from
these products, authors only need to select the appropriate journal template when
preparing their article, after which citations and bibliographies will be automatically
formatted in the journal's style. If no template is yet available for this journal, please follow
the format of the sample references and citations as shown in this Guide. If you use
reference management software, please ensure that you remove all field codes before
submitting the electronic manuscript. More information on how to remove field codes
from different reference management software. Users of Mendeley Desktop can easily
install the reference style for this journal by clicking the following

link:
http://open.mendeley.com/use-citation-style/clinical-psychology-review

When preparing your manuscript, you will then be able to select this style using the
Mendeley plugins for Microsoft Word or LibreOffice.

Reference style

References should be arranged first alphabetically and then further sorted chronologically
if necessary.

More than one reference from the same author(s) in the same year must be identified by
the letters "a", "b", "c", etc., placed after the year of publication. References should be
formatted with a hanging indent (i.e., the first line of each reference is flush left while the
subsequent lines are indented).

Examples: Reference to a journal publication: Van der Geer, J., Hanraads, J. A. J., & Lupton
R. A. (2000). The art of writing a scientific article. Journal of Scientific Communications, 163,
51-59.

Reference to a book: Strunk, W., Jr., &White, E. B. (1979). The elements of style. (3rd ed.).
New York: Macmillan, (Chapter 4).

Reference to a chapter in an edited book: Mettam, G. R., & Adams, L. B. (1994).

How to prepare an electronic version of your article. In B.S. Jones, & R. Z. Smith (Eds.),
Introduction to the electronic age (pp. 281-304). New York: E-Publishing Inc.

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for
Japanese oak wilt disease and surrounding forest compositions. Mendeley Data, v1.
http://dx.doi.org/10.17632/ xwj98nb39r.1

Video

Elsevier accepts video material and animation sequences to support and enhance your
scientific research. Authors who have video or animation files that they wish to submit with
their article are
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strongly encouraged to include links to these within the body of the article. This can be
done in the same way as a figure or table by referring to the video or animation content
and noting in the body text where it should be placed. All submitted files should be
properly labeled so that they directly relate to the video file's content. In order to ensure
that your video or animation material is directly usable, please provide the file in one of our
recommended file formats with a preferred maximum size of 150 MB per file, 1 GB in total.
Video and animation files supplied will be published online in the electronic version of your
article in Elsevier Web products, including ScienceDirect. Please supply 'stills' with your
files: you can choose any frame from the video or animation or make a separate image.
These will be used instead of standard icons and will personalize the link to your video
data. For more detailed instructions please visit our video instruction pages. Note: since
video and animation cannot be embedded in the print version of the journal, please
provide text for both the electronic and the print version for the portions of the article that
refer to this content.

Supplementary material

Supplementary material such as applications, images and sound clips, can be published
with your article to enhance it. Submitted supplementary items are published exactly as
they are received (Excel or PowerPoint files will appear as such online). Please submit your
material together with the article and supply a concise, descriptive caption for each
supplementary file. If you wish to make changes to supplementary material during any
stage of the process, please make sure to provide an updated file. Do not annotate any
corrections on a previous version. Please switch off the 'Track Changes' option in Microsoft
Office files as these will appear in the published version.

Research data

This journal encourages and enables you to share data that supports your research
publication where appropriate, and enables you to interlink the data with your published
articles. Research data refers to the results of observations or experimentation that
validate research findings. To facilitate reproducibility and data reuse, this journal also
encourages you to share your software, code, models, algorithms, protocols, methods and
other useful materials related to the project. Below are a number of ways in which you can
associate data with your article or make a statement about the availability of your data
when submitting your manuscript. If you are sharing data in one of these ways, you are
encouraged to cite the data in your manuscript and reference list. Please refer to the
"References" section for more information about data citation. For more information on
depositing, sharing and using research data and other relevant research materials, visit the
research data page.

Data linking

If you have made your research data available in a data repository, you can link your article
directly to the dataset. Elsevier collaborates with a number of repositories to link articles
on ScienceDirect with relevant repositories, giving readers access to underlying data that
gives them a better understanding of the research described.

There are different ways to link your datasets to your article. When available, you can
directly link your dataset to your article by providing the relevant information in the
submission system. For more information, visit the database linking page.

For supported data repositories a repository banner will automatically appear next to your
published article on ScienceDirect.
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In addition, you can link to relevant data or entities through identifiers within the text of
your manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; CCDC:
734053; PDB: 1XFN).

Mendeley Data

This journal supports Mendeley Data, enabling you to deposit any research data (including
raw and processed data, video, code, software, algorithms, protocols, and methods)
associated with your manuscript in a free-to-use, open access repository. During the
submission process, after uploading your manuscript, you will have the opportunity to
upload your relevant datasets directly to Mendeley Data. The datasets will be listed and
directly accessible to readers next to your published article online. For more information,
visit the Mendeley Data for journals page.

Data statement

To foster transparency, we encourage you to state the availability of your data in your
submission. This may be a requirement of your funding body or institution. If your data is
unavailable to access or unsuitable to post, you will have the opportunity to indicate why
during the submission process, for example by stating that the research data is confidential.
The statement will appear with your published article on ScienceDirect. For more
information, visit the Data Statement page.

AFTER ACCEPTANCE
Online proof correction

To ensure a fast publication process of the article, we kindly ask authors to provide us with
their proof corrections within two days. Corresponding authors will receive an e-mail with a
link to our online proofing system, allowing annotation and correction of proofs online. The
environment is similar to MS Word: in addition to editing text, you can also comment on
figures/tables and answer questions from the Copy Editor. Web-based proofing provides a
faster and less error-prone process by allowing you to directly type your corrections,
eliminating the potential introduction of errors.

If preferred, you can still choose to annotate and upload your edits on the PDF version. All
instruction for proofing will be given in the e-mail we send to authors, including alternative
methods to the onlineersion and PDF.

We will do everything possible to get your article published quickly and accurately. Please
use this proof only for checking the typesetting, editing, completeness and correctness of
the text, tables and figures. Significant changes to the article as accepted for publication
will only be considered at this stage with permission from the Editor. It is important to
ensure that all corrections are sent back to us in one communication. Please check carefully
before replying, as inclusion of any subsequent corrections cannot be guaranteed.
Proofreading is solely your responsibility.

Offprints

The corresponding author will, at no cost, receive a customized Share Link providing 50
days free access to the final published version of the article on ScienceDirect. The Share
Link can be used for sharing the article via any communication channel, including email and
social media. For an extra charge, paper offprints can be ordered via the offprint order
form which is sent once the article is accepted for publication. Both corresponding and co-
authors may order offprints at any time via Elsevier's Author Services. Corresponding
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authors who have published their article gold open access do not receive a Share Link as
their final published version of the article is available open access on ScienceDirect and can
be shared through the article DOI link.

AUTHOR INQUIRIES

Visit the Elsevier Support Center to find the answers you need. Here you will find
everything fromFrequently Asked Questions to ways to get in touch.

You can also check the status of your submitted article or find out when your accepted
article will be published.

© Copyright 2018 Elsevier | https://www.elsevier.com
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Appendix 5. Journal of Dual Diagnosis Instructions for Authors

Journal of Dual Diagnosis — Instructions for Authors
About the Journal

The Journal of Dual Diagnosis is a quarterly, international publication that focuses on the
full spectrum of complexities regarding dual diagnosis. The co-occurrence of mental health
and substance use disorders, or “dual diagnosis,” is one of the quintessential issues in
behavioral health. Why do such high rates of co-occurrence exist? What does it tell us about
risk profiles? How do these linked disorders affect people, their families, and the
communities in which they live? What are the natural paths to recovery? What specific
treatments are most helpful and how can new ones be developed? How can we enhance the
implementation of evidence-based practices at clinical, administrative, and policy levels?
How can we help clients to learn active recovery skills and adopt needed supports, clinicians
to master new interventions, programs to implement effective services, and communities to
foster healthy adjustment? The Journal addresses each of these perplexing challenges.

The Journal of Dual Diagnosis includes articles and perspectives from four overarching
domains relevant to the field: Psychopharmacology & Neurobiology; Psychotherapy &
Psychosocial Issues; Services & Policy; and Clinical Forum. Each issue serves to encourage
integration of these domains. The Journal seeks to publish articles relevant to a wide range
of people interested in dual diagnosis: researchers, physicians, clinicians, trainees,
administrators, and policy makers. High-quality empirical research, brief reports, timely
reviews, thought-provoking commentaries, and ongoing discussions of clinical issues will be
considered for publication, all with the aim of developing a better understanding of the basis
of, and optimal treatment for, co-occurring psychiatric and substance use disorders. Please
see the journal's Aims & Scope for information about its focus and peer-review policy.

Please note that this journal only publishes manuscripts in English.
Journal of Dual Diagnosis accepts the following types of article:

o articles, brief reports, literature reviews, editorials & commentaries, clinical reviews,
letters to the editors

Open Access

You have the option to publish open access in this journal via our Open Select publishing
program. Publishing open access means that your article will be free to access online
immediately on publication, increasing the visibility, readership and impact of your research.
Acrticles published Open Select with Taylor & Francis typically receive 32% more citations*
and over 6 times as many downloads** compared to those that are not published Open
Select.

Your research funder or your institution may require you to publish your article open access.
Visit our Author Services website to find out more about open access policies and how you
can comply with these.
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You will be asked to pay an article publishing charge (APC) to make your article open
access and this cost can often be covered by your institution or funder. Use our APC finder
to view the APC for this journal.

Please visit our Author Services website or contact openaccess@tandf.co.uk if you would
like more information about our Open Select Program.

*Citations received up to Jan 31st 2020 for articles published in 2015-2019 in journals listed
in Web of Science®.
**Usage in 2017-2019 for articles published in 2015-2019.

Peer Review and Ethics

Taylor & Francis is committed to peer-review integrity and upholding the highest standards
of review. Once your paper has been assessed for suitability by the editor, it will then be
single blind peer reviewed by independent, anonymous expert referees. Find out more about
what to expect during peer review and read our guidance on publishing ethics.

Preparing Your Paper

All authors submitting to medicine, biomedicine, health sciences, and allied and public
health journals should conform to the Uniform Requirements for Manuscripts Submitted to
Biomedical Journals, prepared by the International Committee of Medical Journal Editors
(ICMJE).

articles, brief reports, literature reviews, editorials & commentaries, clinical reviews,
letters to the editors

e Should be written with the following elements in the following order: ;title page;
abstract page; keywords; main text introduction; methods; results; discussion; note
(for Clinical Forum papers and those containing a case description);
acknowledgments; disclosures; funding; references; data availability statement (if a
data set associated with your paper is available); data deposition; tables and figures;
and a list of figure captions

e Should contain a structured abstract under the headings of Objective; Methods (for
review articles it will be important to specify the methods of literature search and
selection); Results; and Conclusions.

e Structured abstracts not required for the following paper types: non-research articles,
clinical forum. Editorials, commentaries, and letters to the editors do not require
abstracts.

o Reports of clinical trials should include the essential information identified in the
CONSORT guidelines for abstracts.

o If applicable, clinical trial registration information (registry name and trial number)
should be listed at the end of the abstract. This will not count against the word limit.

e Should contain between 3 and 10 keywords. Read making your article more
discoverable, including information on choosing a title and search engine
optimization.

Style Guidelines

Please refer to these quick style guidelines when preparing your paper, rather than any
published articles or a sample copy.
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Please use American spelling style consistently throughout your manuscript.

Please use double quotation marks, except where “a quotation is ‘within’ a quotation”.
Please note that long quotations should be indented without quotation marks.

Format of Submissions
Submissions to the Journal must include two parts: (1) manuscript (preferably with tables
and figures included at the end of the document), and (2) signed author forms from all
authors. Specific instructions for each are below.
Manuscript Title Page
e Title: Succinct and descriptive
e Short Title: Maximum of 50 characters and spaces
e Authors: - Full names - Highest degree - Academic or professional affiliations - E-
mail addresses
e Corresponding Author: - Complete mailing address - telephone & fax numbers - E-
mail address
Abstract Page - see above specifications
Text

The main body of the manuscript must be structured into the sections listed below. Non-
research articles do not have to follow this format.

Introduction
Methods , including statements indicating:
e There was a complete discussion of the study with potential participants;
o Written informed consent was obtained after this discussion (or if a waiver of
consent was obtained, an explanation of this);
e The study was conducted in accordance with the Declaration of Helsinki, including
the name of the committee (e.g., IRB) who approved and monitored the study.
Results
Discussion, including a description of the strengths and limitations of the study.
Note
o Always required for Clinical Forum and any other papers that include a case
description.
o Must state whether the case is hypothetical or real, and if real, what measures were
taken to protect the person’s identity.

Acknowledgments

e Recognize people who contributed in an important way to the manuscript. -
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o If the paper was presented at a meeting in the last three years, give the meeting
name, city and state, and full meeting dates.

In accord with Journal policy, all authors must complete and sign an Author Form. These
forms must be included at the time of manuscript submission.

Formatting and Templates

Papers may be submitted in Word format. Figures should be saved separately from the text.
To assist you in preparing your paper, we provide formatting template(s).

Word templates are available for this journal. Please save the template to your hard drive,
ready for use.

If you are not able to use the template via the links (or if you have any other template
gueries) please contact us here.

Summary of Formatting
Article (Research, Non-Clinical Trial)
Word limit of 3,500 words
structured abstract of 350 words,
organized sections (Introduction, Methods, Results, and Discussion)
Article (Research, Clinical Trial)
Word limit of 3,500 words
Structured abstract of 350 words, following CONSORT guidelines
organized sections (Introduction, Methods, Results, and Discussion)
Article (Non-Research)
Word limit of 3,500 words
Unstructured abstract of 350 words
Organize sections locally according to topic
Brief Report
Word limit of 2,000 words
Unstructured abstract of 200 words

organized sections (Introduction, Methods, Results, and Discussion)
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Literature Review
Word limit of 7,000 words
Structured abstract of 350 words
organized sections (Introduction, Methods, Results, and Discussion)

Methods section refers to method of searching the literature and selecting articles for
review

Editorial/Commentary
Word limit of 2,000 words
No abstract necessary
Organize sections locally according to topic
Clinical Review (or Clinical Forum)
Word limit of 3,500 words
Unstructured abstract of 350 words
Organize sections locally according to topic
Letter to the Editor
Word limit of 500 words
No abstract or organized sections
References
Please use this reference guide when preparing your paper.
Taylor & Francis Editing Services
To help you improve your manuscript and prepare it for submission, Taylor & Francis
provides a range of editing services. Choose from options such as English Language Editing,

which will ensure that your article is free of spelling and grammar errors, Translation, and
Artwork Preparation. For more information, including pricing, visit this website.

Checklist: What to Include

1. Author details. Please ensure everyone meeting the International Committee of
Medical Journal Editors (ICMJE) requirements for authorship is included as an
author of your paper. All authors of a manuscript should include their full name and
affiliation on the cover page of the manuscript. Where available, please also include
ORCiDs and social media handles (Facebook, Twitter or LinkedIn). One author will
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need to be identified as the corresponding author, with their email address normally
displayed in the article PDF (depending on the journal) and the online article.
Authors’ affiliations are the affiliations where the research was conducted. If any of
the named co-authors moves affiliation during the peer-review process, the new
affiliation can be given as a footnote. Please note that no changes to affiliation can
be made after your paper is accepted. Read more on authorship.

2. You can opt to include a video abstract with your article. Find out how these can
help your work reach a wider audience, and what to think about when filming.

3. Funding details. Please supply all details required by your funding and grant-
awarding bodies as follows:

For single agency grants

This work was supported by the [Funding Agency] under Grant [number xxxx].
For multiple agency grants

This work was supported by the [Funding Agency #1] under Grant [number xxxx];
[Funding Agency #2] under Grant [number xxxx]; and [Funding Agency #3] under
Grant [number xxxx].

4. Disclosure statement. This is to acknowledge any financial interest or benefit that
has arisen from the direct applications of your research. Further guidance on what is
a conflict of interest and how to disclose it.

5. Data availability statement. If there is a data set associated with the paper, please
provide information about where the data supporting the results or analyses
presented in the paper can be found. Where applicable, this should include the
hyperlink, DOI or other persistent identifier associated with the data set(s).
Templates are also available to support authors.

6. Data deposition. If you choose to share or make the data underlying the study open,
please deposit your data in a recognized data repository prior to or at the time of
submission. You will be asked to provide the DOI, pre-reserved DOI, or other
persistent identifier for the data set.

7. Supplemental online material. Supplemental material can be a video, dataset,
fileset, sound file or anything which supports (and is pertinent to) your paper. We
publish supplemental material online via Figshare. Find out more about
supplemental material and how to submit it with your article.

8. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale
and 300 dpi for color, at the correct size). Figures should be supplied in one of our
preferred file formats: EPS, PDF, PS, JPEG, TIFF, or Microsoft Word (DOC or
DOCX) files are acceptable for figures that have been drawn in Word. For
information relating to other file types, please consult our Submission of electronic
artwork document.

9. Tables. Tables should present new information rather than duplicating what is in the
text. Readers should be able to interpret the table without reference to the text.
Please supply editable files.

10. Equations. If you are submitting your manuscript as a Word document, please
ensure that equations are editable. More information about mathematical symbols

and equations.
11. Units. Please use Sl units (non-italicized).

Using Third-Party Material in your Paper

You must obtain the necessary permission to reuse third-party material in your article. The
use of short extracts of text and some other types of material is usually permitted, on a
limited basis, for the purposes of criticism and review without securing formal permission. If
you wish to include any material in your paper for which you do not hold copyright, and
which is not covered by this informal agreement, you will need to obtain written permission
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from the copyright owner prior to submission. More information on requesting permission to
reproduce work(s) under copyright.

Disclosure Statement

Please include a disclosure statement, using the subheading “Disclosure of interest.” If you
have no interests to declare, please state this (suggested wording: The authors report no
conflict of interest). For all NIH/Wellcome-funded papers, the grant number(s) must be
included in the declaration of interest statement. Read more on declaring conflicts of
interest.

Clinical Trials Registry

In order to be published in a Taylor & Francis journal, all clinical trials must have been
registered in a public repository at the beginning of the research process (prior to patient
enrolment). Trial registration numbers should be included in the abstract, with full details in
the methods section. The registry should be publicly accessible (at no charge), open to all
prospective registrants, and managed by a not-for-profit organization. For a list of registries
that meet these requirements, please visit the WHO International Clinical Trials Registry
Platform (ICTRP). The registration of all clinical trials facilitates the sharing of information
among clinicians, researchers, and patients, enhances public confidence in research, and is in
accordance with the ICMJE guidelines.

Complying With Ethics of Experimentation

Please ensure that all research reported in submitted papers has been conducted in an ethical
and responsible manner, and is in full compliance with all relevant codes of experimentation
and legislation. All papers which report in vivo experiments or clinical trials on humans or
animals must include a written statement in the Methods section. This should explain that all
work was conducted with the formal approval of the local human subject or animal care
committees (institutional and national), and that clinical trials have been registered as
legislation requires. Authors who do not have formal ethics review committees should
include a statement that their study follows the principles of the Declaration of Helsinki.

Consent

All authors are required to follow the ICMJE requirements on privacy and informed consent
from patients and study participants. Please confirm that any patient, service user, or
participant (or that person’s parent or legal guardian) in any research, experiment, or clinical
trial described in your paper has given written consent to the inclusion of material pertaining
to themselves, that they acknowledge that they cannot be identified via the paper; and that
you have fully anonymized them. Where someone is deceased, please ensure you have
written consent from the family or estate. Authors may use this Patient Consent Form, which
should be completed, saved, and sent to the journal if requested.

Health and Safety

Please confirm that all mandatory laboratory health and safety procedures have been
complied with in the course of conducting any experimental work reported in your paper.
Please ensure your paper contains all appropriate warnings on any hazards that may be
involved in carrying out the experiments or procedures you have described, or that may be
involved in instructions, materials, or formulae.
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Please include all relevant safety precautions; and cite any accepted standard or code of
practice. Authors working in animal science may find it useful to consult the International
Association of Veterinary Editors” Consensus Author Guidelines on Animal Ethics and
Welfare and Guidelines for the Treatment of Animals in Behavioural Research and
Teaching. When a product has not yet been approved by an appropriate regulatory body for
the use described in your paper, please specify this, or that the product is still investigational.

Submitting Your Paper

This journal uses ScholarOne Manuscripts to manage the peer-review process. If you haven't
submitted a paper to this journal before, you will need to create an account in ScholarOne.
Please read the guidelines above and then submit your paper in the relevant Author Center,
where you will find user guides and a helpdesk.

Please note that Journal of Dual Diagnosis uses Crossref™ to screen papers for unoriginal
material. By submitting your paper to Journal of Dual Diagnosis you are agreeing to
originality checks during the peer-review and production processes.

On acceptance, we recommend that you keep a copy of your Accepted Manuscript. Find out
more about sharing your work.

Data Sharing Policy

This journal applies the Taylor & Francis Basic Data Sharing Policy. Authors are
encouraged to share or make open the data supporting the results or analyses presented in
their paper where this does not violate the protection of human subjects or other valid
privacy or security concerns.

Authors are encouraged to deposit the dataset(s) in a recognized data repository that can
mint a persistent digital identifier, preferably a digital object identifier (DOI) and recognizes
a long-term preservation plan. If you are uncertain about where to deposit your data, please
see this information regarding repositories.

Authors are further encouraged to cite any data sets referenced in the article and provide a
Data Availability Statement.

At the point of submission, you will be asked if there is a data set associated with the paper.
If you reply yes, you will be asked to provide the DOI, pre-registered DOI, hyperlink, or
other persistent identifier associated with the data set(s). If you have selected to provide a
pre-registered DOI, please be prepared to share the reviewer URL associated with your data
deposit, upon request by reviewers.

Where one or multiple data sets are associated with a manuscript, these are not formally peer
reviewed as a part of the journal submission process. It is the author’s responsibility to
ensure the soundness of data. Any errors in the data rest solely with the producers of the data
set(s).

Publication Charges

There are no submission fees, publication fees or page charges for this journal.
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Color figures will be reproduced in color in your online article free of charge. If it is
necessary for the figures to be reproduced in color in the print version, a charge will apply.

Charges for color figures in print are $400 per figure (£300; $500 Australian Dollars; €350).
For more than 4 color figures, figures 5 and above will be charged at $75 per figure (£50;
$100 Australian Dollars; €65). Depending on your location, these charges may be subject to
local taxes.

Copyright Options

Copyright allows you to protect your original material, and stop others from using your work
without your permission. Taylor & Francis offers a number of different license and reuse
options, including Creative Commons licenses when publishing open access. Read more on
publishing agreements.

Complying with Funding Agencies

We will deposit all National Institutes of Health or Wellcome Trust-funded papers into
PubMedCentral on behalf of authors, meeting the requirements of their respective open
access policies. If this applies to you, please tell our production team when you receive your
article proofs, so we can do this for you. Check funders’ open access policy mandates here.
Find out more about sharing your work.
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Appendix 6. Journal of Clinical Child & Adolescent Psychology Instructions for

Authors

About the Journal

Journal of Clinical Child & Adolescent Psychology is an international, peer-reviewed
journal publishing high-quality, original research. Please see the journal's Aims & Scope for
information about its focus and peer-review policy.

Please note that this journal only publishes manuscripts in English.
Journal of Clinical Child & Adolescent Psychology accepts the following types of article:
o Regular Articles, Brief Reports, Future Directions

The Journal of Clinical Child and Adolescent Psychology (JCCAP) is the official journal for
the Society of Clinical Child and Adolescent Psychology, American Psychological
Association, Division 53. It publishes original contributions on the following topics: (1)
development and evaluation of assessment and intervention techniques for use with clinical
child and adolescent populations; (2) development and maintenance of clinical child and
adolescent problems; (3) cross-cultural and sociodemographic issues that have a clear
bearing on clinical child and adolescent psychology theory, research, or practice; and (4)
training and professional practice in clinical child and adolescent psychology as well as child
advocacy. Manuscripts that discuss theoretical and/or methodological issues on topics
pertinent to clinical child and adolescent psychology also are considered. Authors need not
be members of Division 53 to submit articles to JCCAP.

There are several criteria that increase the likelihood that a manuscript will be favorably
evaluated in JCCAP: (1) The paper reflects a substantive advance in our understanding of
clinical child and adolescent psychology. (2) The paper is of such importance that it likely
will influence an area of research. (3) The paper presents new ideas or creative methods. (4)
The paper offers theoretically-driven hypotheses. (5) Multiple measures, informants, or
procedures are used to collect data. (6) Sophisticated methodologies are carefully employed.
(7) Longitudinal methods are used. (8) Data are rigorously and appropriately analyzed. (9)
The implications of the findings for clinical child and adolescent psychology are well
articulated.

Open Access

You have the option to publish open access in this journal via our Open Select publishing
program. Publishing open access means that your article will be free to access online
immediately on publication, increasing the visibility, readership and impact of your research.
Acrticles published Open Select with Taylor & Francis typically receive 32% more citations*
and over 6 times as many downloads** compared to those that are not published Open
Select.

Your research funder or your institution may require you to publish your article open access.
Visit our Author Services website to find out more about open access policies and how you
can comply with these.
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You will be asked to pay an article publishing charge (APC) to make your article open
access and this cost can often be covered by your institution or funder. Use our APC finder
to view the APC for this journal.

Please visit our Author Services website or contact openaccess@tandf.co.uk if you would
like more information about our Open Select Program.

*Citations received up to Jan 31st 2020 for articles published in 2015-2019 in journals listed
in Web of Science®.
**Usage in 2017-2019 for articles published in 2015-2019.

Peer Review and Ethics

Taylor & Francis is committed to peer-review integrity and upholding the highest standards
of review. Once your paper has been assessed for suitability by the editor, it will then be
double blind peer reviewed by independent, anonymous expert referees. Find out more about
what to expect during peer review and read our guidance on publishing ethics.

Preparing Your Paper

Regular Articles, Brief Reports, Future Directions

e Should be written with the following elements in the following order: title page;
abstract; main text; references; appendices (as appropriate); table(s) with caption(s)
(on individual pages); figures; figure captions (as a list)

e Should contain a structured abstract of 250 words.

e Read making your article more discoverable, including information on choosing a
title and search engine optimization.

e A Regular Article may not exceed 11,000 words (i.e., 35 pages), including
references, footnotes, figures, and tables. Brief Reports include empirical research
that is soundly designed, but may be of specialized interest or narrow focus. Brief
Reports may not be submitted in part or whole to another journal of general
circulation. Brief Reports may not exceed 4,500 words for text and references.
These limits do not include the title page, abstract, author note, footnotes, tables, and
figures. Manuscripts that exceed these page limits and that are not prepared
according to the guidelines in the Manual will be returned to authors without review.
Future Directions submissions are written by leading scholars within the field. These
articles provide a brief summary of important advances that are needed within a
specific research or practice area pertinent to clinical child and adolescent
psychology. Future Directions submissions are by invitation only and undergo peer
review.

All Regular Article and Brief Report submissions must include a title of 15 words or
less that identifies the developmental level of the study participants (e.g., children,
adolescents, etc.). JCCAP uses an unstructured abstract format. For studies that
report randomized clinical trials or meta-analyses, the abstract also must be
consistent with the guidelines set forth by CONSORT or MARS, respectively. The
Abstract should include up to 250 words, presented in paragraph form. The Abstract
should be typed on a separate page (page 2 of the manuscript), and must include
each of the following label sections: 1) Objective (i.e., a brief statement of the
purpose of the study); 2) Method (i.e., a detailed summary of the participants, N,
age, gender, ethnicity, as well as a summary of the study design, measures, and
procedures; 3) Results (i.e., a detailed summary of the primary findings that clearly
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articulate comparison groups (if relevant); 4) Conclusions (i.e., a description of the
research and clinical implications of the findings). Avoid abbreviations, diagrams,
and reference to the text in the abstract. JCCAP will scrutinize manuscripts for a
clear theoretical framework that supports central study hypotheses.

In addition, a clear developmental rationale is required for the selection of
participants at a specific age. The Journal is making diligent efforts to insure that
there is an appropriately detailed description of the sample, including a) the
population from which the sample was drawn; b) the number of participants; c) age,
gender, ethnicity, and SES of participants; d) location of sample, including country
and community type (rural/urban), ) sample identification/selection; f) how
participants were contacted; g) incentives/rewards; h) parent consent/child assent
procedures and rates; i) inclusion and exclusion criteria; j) attrition rate. The
Discussion section should include a comment regarding the diversity and generality
(or lack thereof) of the sample. The Measures section should include details
regarding item content and scoring as well as evidence of reliability and validity in
similar populations.

All manuscripts must include a discussion of the clinical significance of findings,
both in terms of statistical reporting and in the discussion of the meaningfulness and
clinical relevance of results. Manuscripts should a) report means and standard
deviations for all variables, b) report effect sizes for analyses, and ¢) provide
confidence intervals wherever appropriate (e.g., on figures, in tables), particularly
for effect sizes on primary study findings. In addition, when reporting the results of
interventions, authors should include indicators of clinically significant change.
Authors may use one of several approaches that have been recommended for
capturing clinical significance, including (but not limited to) the reliable change
index (i.e., whether the amount of change displayed by a treated individual is large
enough to be meaningful, the extent to which dysfunctional individuals show
movement to the functional distribution).

All manuscripts should conform to the criteria listed in Table 1 of the 2008 APA
Publications and Communications Board Working Group on Journal Article
Reporting Standards (published in American Psychologist). These reporting
standards apply to all empirical papers. In addition, JCCAP requires that reports of
randomized clinical trials conform to CONSORT reporting standards (
http://www.consort-statement.org/index.aspx?0=2965), including the submission of
a flow diagram and checklist. Nonrandomized clinical trials must conform to
TREND criteria (see
http://www.cdc.gov/trendstatement/docs/AJPH_Mar2004_Trendstatement.pdf) and
meta-analyses should conform to MARS standards (see Table 4 in 2008 American
Psychologist article).

Style Guidelines

Please refer to these quick style guidelines when preparing your paper, rather than any
published articles or a sample copy.

Please use American spelling style consistently throughout your manuscript.

Please use double quotation marks, except where “a quotation is ‘within’ a quotation”.
Please note that long quotations should be indented without quotation marks.

233


http://www.consort-statement.org/index.aspx?o=2965
http://www.cdc.gov/trendstatement/docs/AJPH_Mar2004_Trendstatement.pdf
http://authorservices.taylorandfrancis.com/tf_quick_guide/

Formatting and Templates

Papers may be submitted in Word format. Figures should be saved separately from the text.
To assist you in preparing your paper, we provide formatting template(s).

Word templates are available for this journal. Please save the template to your hard drive,
ready for use.

If you are not able to use the template via the links (or if you have any other template
queries) please contact us here.

References

Please use this reference guide when preparing your paper.

Taylor & Francis Editing Services

To help you improve your manuscript and prepare it for submission, Taylor & Francis
provides a range of editing services. Choose from options such as English Language Editing,

which will ensure that your article is free of spelling and grammar errors, Translation, and
Artwork Preparation. For more information, including pricing, visit this website.

Checklist: What to Include

1. Author details. All authors of a manuscript should include their full name and
affiliation on the cover page of the manuscript. Where available, please also include
ORCiDs and social media handles (Facebook, Twitter or LinkedIn). One author will
need to be identified as the corresponding author, with their email address normally
displayed in the article PDF (depending on the journal) and the online article.
Authors’ affiliations are the affiliations where the research was conducted. If any of
the named co-authors moves affiliation during the peer-review process, the new
affiliation can be given as a footnote. Please note that no changes to affiliation can
be made after your paper is accepted. Read more on authorship.

2. You can opt to include a video abstract with your article. Find out how these can
help your work reach a wider audience, and what to think about when filming.

3. Funding details. Please supply all details required by your funding and grant-
awarding bodies as follows:

For single agency grants

This work was supported by the [Funding Agency] under Grant [number xxxx].
For multiple agency grants

This work was supported by the [Funding Agency #1] under Grant [number xxxx];
[Funding Agency #2] under Grant [number xxxx]; and [Funding Agency #3] under
Grant [number xxxx].

4. Disclosure statement. This is to acknowledge any financial interest or benefit that
has arisen from the direct applications of your research. Further guidance on what is
a conflict of interest and how to disclose it.

5. Data availability statement. If there is a data set associated with the paper, please
provide information about where the data supporting the results or analyses
presented in the paper can be found. Where applicable, this should include the
hyperlink, DOI or other persistent identifier associated with the data set(s).
Templates are also available to support authors.
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6. Data deposition. If you choose to share or make the data underlying the study open,
please deposit your data in a recognized data repository prior to or at the time of
submission. You will be asked to provide the DOI, pre-reserved DOI, or other
persistent identifier for the data set.

7. Supplemental online material. Supplemental material can be a video, dataset,
fileset, sound file or anything which supports (and is pertinent to) your paper. We
publish supplemental material online via Figshare. Find out more about
supplemental material and how to submit it with your article.

8. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for grayscale
and 300 dpi for color, at the correct size). Figures should be supplied in one of our
preferred file formats: EPS, PDF, PS, JPEG, TIFF, or Microsoft Word (DOC or
DOCX) files are acceptable for figures that have been drawn in Word. For
information relating to other file types, please consult our Submission of electronic
artwork document.

9. Tables. Tables should present new information rather than duplicating what is in the
text. Readers should be able to interpret the table without reference to the text.
Please supply editable files.

10. Equations. If you are submitting your manuscript as a Word document, please
ensure that equations are editable. More information about mathematical symbols

and equations.
11. Units. Please use Sl units (non-italicized).

Using Third-Party Material in your Paper

You must obtain the necessary permission to reuse third-party material in your article. The
use of short extracts of text and some other types of material is usually permitted, on a
limited basis, for the purposes of criticism and review without securing formal permission. If
you wish to include any material in your paper for which you do not hold copyright, and
which is not covered by this informal agreement, you will need to obtain written permission
from the copyright owner prior to submission. More information on requesting permission to
reproduce work(s) under copyright.

Submitting Your Paper

This journal uses ScholarOne Manuscripts to manage the peer-review process. If you haven't
submitted a paper to this journal before, you will need to create an account in ScholarOne.
Please read the guidelines above and then submit your paper in the relevant Author Center,
where you will find user guides and a helpdesk.

Please note that Journal of Clinical Child & Adolescent Psychology uses Crossref™ to
screen papers for unoriginal material. By submitting your paper to Journal of Clinical Child
& Adolescent Psychology you are agreeing to originality checks during the peer-review and
production processes.

On acceptance, we recommend that you keep a copy of your Accepted Manuscript. Find out
more about sharing your work.

Data Sharing Policy

This journal applies the Taylor & Francis Basic Data Sharing Policy. Authors are
encouraged to share or make open the data supporting the results or analyses presented in
their paper where this does not violate the protection of human subjects or other valid
privacy or security concerns.
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Authors are encouraged to deposit the dataset(s) in a recognized data repository that can
mint a persistent digital identifier, preferably a digital object identifier (DOI) and recognizes
a long-term preservation plan. If you are uncertain about where to deposit your data, please
see this information regarding repositories.

Authors are further encouraged to cite any data sets referenced in the article and provide a
Data Availability Statement.

At the point of submission, you will be asked if there is a data set associated with the paper.
If you reply yes, you will be asked to provide the DOI, pre-registered DOI, hyperlink, or
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Appendix 7. Evidence of Ethical Approval for Projects

Main Research Project Approval

psychology-ethics <psychology-ethics@bath.ac.uk>

Thu 23/05/2019 09:18

To: Jac Airdrie <ja846@bath.ac.uk>; Catherine Hamilton-Giachritsis <chg26@bath.ac.uk>
Dear Jac Airdrie

Full title of study: The impact of maternal attachment style on the efficacy of an immersive virtual reality environment for increasing
parental empathy
PREC reference number: 19-102

On behalf of the Committee, I am pleased to confirm that you have received full ethical approval for the above proposal from the
Psychology Research Ethics Committee.

If you intend to display recruitment posters/materials, please ensure you obtain the appropriate permission to do so from those who manage
the location(s) you choose.

Please inform PREC about any substantial amendments made to the study if they have ethical implications.

Please make sure you quote your unique PREC code, 19-102, in any future correspondence.

Rebecca Wise
On behalf of Psychology Research Ethics Committee

Service Improvement Project - NHS R&D Approval

FW: Approval for

Mon 21/01/2019 12:27

To: Jac Airdrie <jaB46@bath.ac.uk>

B 7 attachments (672 KB)

Seeking Safety project proposal.xlsx; Interview schedule for SIP v.02.docx; Debrief form v.02.docx; Information sheet for seeking safety study v.02.docx; Consent form
v.02.docx; AWP Use of audio or visual recording invalving service users Consent Form.docx; Re: PREC 18-344 ;

Dear Jac,
I am replying to the earlier thread of emails from yourself so that | could include the documents you sent me etc and cc in a colleague.

Thanks for the email dated 3/01/19 (attached) re the confirmation that this is not research from HRA.

| have reviewed the documents and your proposal and | am happy to approve this Service Evaluation project today. | note that a couple of your
documents (info sheet/consent forms etc) use the term “research study”. As this is not research we need to refrain from use of that wording and
replace with something like “Service Evaluation” or “Evaluation Study” please.

Please could you send through your final mark-up versions of the attached documents once you have them so that we can keep these on file. | have
no further additional questions or amendments to your documents as they are all very thorough and | can see these have been worked on between
yourself and supervisor with many amendments already and all that | would have suggested has already been made!

Please could you update the excel proposal pack with some further details on the timescales of your project please and re-send for our files and
workplan notes, also so that we can be in contact with you for an update at an appropriate point in your project.

Once you have completed your project it will need to be written up in an AWP format to which | will forward to you in the next few weeks as we
are currently updating our templates and makes sense you use the updated version once we have it.

We don't currently have a facilitator actually covering specialised Jess can be

neries that arice durine vanr nroiect and assist in anv of the write 1n asnects

Trust Identifying information blacked out to preserve anonymity of substance
misuse service
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Service Improvement Project — University approval

PREC 18-344 Uiy

0] You forwarded this message on Mon 17/12/2018 16:40

sychology-ethics
o e S oH § >

Mon 17/12/2018 13:27
To: Jac Airdrie
Cc: Emma Griffith

Dear Airdrie

18-344 Airdrie: An investigation of the experiences of individuals attending a Seeking Safety group.

On behalf of the Committee, I am pleased to confirm that you have received full ethical approval for the above proposal
from the Psychology Research Ethics Committee.

It is not a condition of approval, but please note one reviewer commented that the sample size calculations are contradictory and you
may wish to clarify this amongst your team before you begin recruitment.

If you intend to display recruitment posters/materials, please ensure you obtain the appropriate permission to do so from
those who manage the location(s) you choose.

Please inform PREC about any substantial amendments made to the study if they have ethical implications.

Please make sure you quote your unique PREC code, 18-344, in any future correspondence.

Rebecca Wise
On behalf of Psychology Research Ethics Committee
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