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ABSTRACT

:ttraumatic Stress Disorder (PTSD) is a common sequel of traumatic events and among the
St serious of all psychiatric disorders (Davidson, 2000). One of the most frequent forms of
Itna, road traffic accidents (RTAs) often results in PTSD (Mayou et al., 2000). Currently, it can
e a long time until PTSD sufferers receive effective psychological help. Early treatments of

SO, which could be used in routine clinical practice for large numbers of people, may offer a
t-effective and helpful alternative. The present research set out to test the efficacy of a trauma
)rmation booklet, as part of a randomized controlled trial with subjects suffering from PTSD
.owing a RTA. The trauma booklet was given to 25 PTSD sufferers and compared with
)ther group of 25 PTSD sufferers, who were assigned to a waiting list condition. Measures of

SO symptoms, depression and anxiety were taken at baseline, at the time of random
ignment, 3 weeks, 3 months and 9 months later. The results indicated that although clients in
: booklet condition improved over the follow-up period, the booklet was not significantly
)erior to the waiting list control. Qualitative fmdings indicated that the trauma booklet in its
:-rent format may serve some usefulness in enabling people to understand their symptoms of

'SO and in providing advice on how to access therapeutic help, which, if sought out early, may
ve to prevent the occurrence of chronic PTSD and its debilitating effects on people's functioning
life. The clinical implications of these finding are discussed and recommendations for future
'ei\rch are made.

b. e University may publish this abstract in any manner approved by the Senate)
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2.0 INTRODUCTION

2.1 POSTTRAUMATIC STRESS DISORDER (PTSD)

2.1.1 mSTORICAL OVERVIEW

Traumatic incidents have existed as long as mankind has. Although descriptions of the
effects of traumatic events on human beings have occupied the literature for a long time, e.g.
Greek Mythologies, several of Shakespeare's plays etc., the systematic psychological study of
trauma has only received attention in fairly recent years and even then, as Herman (1992)
observed, it has been marked by episodic amnesia, where periods of active investigation have
alternated with periods of oblivion. The earliest, systematic clinical observations and
documentations of the psychological effects of trauma were conducted in 1880 by Jean-Martin
Charcot at the Salpetriere, a Parisian Hospital complex and asylum for the most vulnerable
members of the Parisian lower social classes. He observed that the symptoms of what he referred
to as 'the Great Neurosis' or also 'Hysteria' were psychological because they could be artificially
induced and relieved through the use of hypnosis. Charcot's work was taken up and further
expanded on by his students, Janet, Freud and, later, Freud's collaborator, Joseph Breuer (Freud
& Breuer, 1895). By 1896, Freud believed that he had understood the origins of hysteria and he put
forward in his report entitled 'The Aetiology ofHysteria that occurrences of premature sexual
J

experiences during childhood development could be so profoundly distressing to an individual that
they could lead to repression as an ego defense to remove the unpleasant memories and emotions

Page no: 6

of the traumatic event from awareness, which then could lead to various neurotic symptoms and
behaviours. However, already in 1887, Freud abandoned this post-traumatic 'seduction theory' as
it is referred to in psychoanalytic circles, in favour of a focus on fantasy, imagery and thoughts,
which he subsequently considered more central to analysis rather than actual memories of early
childhood abuse (Freud, 1925). This change in Freud's emphasis brought about another period of
oblivion, during which the dominant view was that, other than solely a traumatic event, an
organic cause or a physical concussion to brain tissue must be at the centre of client's symptoms,
which by then took on labels, such as 'shell-shock' or 'railway spine syndrome'. Nevertheless, as
can be inferred from Freud's 'Introductory Lectures on Psychoanalysis' in 1917, despite his distancing
from his earlier theory, he recognized that traumatic neurosis, such as war neurosis or neurosis
following railway collisions, had a psychological origin that was directly related to the traumatic
event and was not linked to an organic cause (Freud, 1955).

In 1952, the American Psychiatric Association defined criteria for 'Gross Stress Reaction' ,
in their fIrst edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM), but at
that time, there was still insufficient scientillc knowledge and clinical interest in the effects of
trauma. In line with earlier Freudian thinking, this classifIcation presumed that the persistence of
traumatic reactions could only be due to a person's underlying psychopathology, which through
the trauma had become more apparent, because the ego now lacked the capacity to defend itself
against pre-morbid and repressed infantile conflicts.
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Wilson (1995) summarized some of the major events of the 20 th century: two world wars,
the atomic bombing of Hiroshima and Nagasaki, scores of nationalistic and colonial wars,
widespread civil violence, mass genocide, catastrophic disasters of human and natural origin, the
growing awareness of domestic violence and childhood sexual abuse, technological disasters,
famine, widespread diseases, such as AIDS and many more forms of catastrophic stress. He
considered that these could, but not have led to sooner or later scientific inquiry, which would
eventually begin to examine the multifaceted aspects of what major traumatization means and its
potential long-term impact on human lives of such events. It was the recognition of the longstanding psychological problems of many war veterans, especially Vietnam veterans (Ehlers,
2000), and the observation of Holocaust survivors that were re-settled after World War II in
Norway (Rothschild, 2000) that changed this view and convinced clinicians and researchers that
people with sound personalities can develop clinically significant psychological problems if they
are exposed to horrific stressors. This prompted the introduction of Posttraumatic Stress Disorder
(PTSD) as a diagnostic category in the third edition ofDSM (APA, 1980), which specified the
experience of a traumatic event as a necessary condition for this diagnosis. This allowed for the
recognition that traumatic events, such as combat, rape, man-made or natural disasters give rise to
a characteristic pattern of psychological symptoms.

It has therefore only in recent years become evident that PTSD is a major health concern

worldwide, which continues to be poorly recognized and not well treated, resulting in long-lasting
morbidity (Davidson, 2000). Herbert & Wetmore (1999) observed that traumatic events can
shatter lives and the consequences of Post-Traumatic Stress Disorder (PTSD) can be enormously
costly not only to trauma survivors and their families, but also to the health care system and
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society as a whole (Solomon & Davidson, 1997). Indeed, Davidson (2000) suggested that for
those affected, the costs of PTSD are so heavy that PTSD must be viewed as among the most
serious of all psychiatric disorders.

Only in the past two decades has there been an increasing convergence of interest in PTSD,
with disciplines such as the neurosciences, experimental psychology, clinical psychology,
psychiatry and sociology probing new areas of traumatic impact and discovering the complex
psychobiological processes that control reaction patterns, symptom manifestation and other
aspects of coping and adaptation following a traumatic event (Wilson, 1989; Wilson & Raphael,
1993; Wilson, 1995). This has allowed the emergence of an ever better and more comprehensive
understanding of the various processes underlying PTSD and therefore has enabled for
increasingly sophisticated treatment models ofPTSD to be developed. Hence, it is no longer
sufficient to give an overview ofPTSD and to concentrate solely on the knowledge that has been
yielded from the field of Clinical Psychology. In order to give a comprehensive overview, the next
sub-sections of Section 2.1 on Posttraumatic Stress Disorder (PTSD) will, firstly, review the
clinical features ofPTSD and then reflecting this widening of interest, aim to represent the most
important fmdings, that can currently be drawn from the emerging knowledge about PTSD in
these various fields and which have shaped some of the theoretical foundations for the research of
this dissertation to a greater or lesser degree, respectively.
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2.1.2 THE CLINICAL FEATURES OF PTSD

Firstly, it seems important to describe what the clinical features ofPTSD are. The source of
these descriptions is mainly based on DSM-IV classification criteria (APA, 1994) unless otherwise
indicated. One of the main determining features ofPTSD is people's experience of intrusive
reactions to the trauma. These include repeated and unwanted re-experiencing of the traumatic
event (Joseph et al., 1995), during flashbacks (Lindy et al., 1992), where the person acts or feels as
if events were recurring, intrusive images or sensory or emotional re-living, where traumatic
images or pictures are presented again and again, and/or nightmares. These recollections of the
trauma are often highly emotionally and physiologically distressing to individuals and they can
cause severe arousal reactions, which are another central feature of PTSD. These arousal reactions
can include sleep disturbance, with many PTSD sufferers experiencing delayed onset of sleep,
mid-sleep or early morning waking, often resulting in a significant reduction in quality and
duration of sleep experience. Other arousal symptoms include difficulties concentrating; irritability
and anger, often in relation to relatively minor things, which before the trauma would have gone
unnoticed; and hypervigilance, where people scan their environment for danger. Exaggerated
startle responses, to both loud sound and sometimes sudden, unexpected movement are another
feature of the arousal symptom cluster.

A third clinical feature of PTSD is the avoidance of stimuli associated with the traumatic
event. Due to the often very distressing nature of the intrusive symptoms, people often attempt to
avoid further distressing sensations, by trying to push their memories of the trauma out of their
mind and not thinking or talking about it, especially about the worst aspects of their experience.
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As Ehlers (2000) outlined, on the other hand people often ruminate excessively about questions
that prevent them from coming to terms with the event, e.g., about why the event happened to
them, about how it could have been prevented or about how they could take revenge. People also
often avoid people or situations that remind them of the trauma or are connected to the actual
trauma. A subtle part of people's avoidance are often a large variety of safety behaviours, which
they use to prevent further trauma, but which are often a hindrance not allowing people to fully reengage in feared activities again and even putting them sometimes in more danger, rather than
providing a real help (Herbert & Wetmore, 1999). An example, of this would be the safety
behaviours during driving, where a person suffering from PTSD following a road traffic accident,
may brake and slow down long before approaching a junction in order to avoid another accident,
but may, in actual fact, be putting themselves at greater risk through holding up the traffic flow
behind them.

Other features of the avoidance symptom cluster are people's experiences of emotional
numbing and detachment, where they may experience only a very small range, or even no range of
emotions any longer, simply feeling 'cold' and numb inside. People are often distressed by their
inability to no longer experience empathy towards others when witnessing their distress over
difficult life situations. PTSD sufferers often describe that they feel that they have completely
changed in their personality as a result of their experience of the trauma and close others often
concur with this perception of personality change in their loved ones (Matsakis, 1994;
Meichenbaum, 1994).

Page no: 11

Another feature ofPTSD is that people frequently have the feeling that their future is
somehow cut short and sometimes this is so strong that they have stopped all planning for the
future. This may be relating to the enormous shadow that the trauma casts on a person's life,
because their memory and much of their available energy is stuck at the time of the trauma and
therefore they may have little capacity left for perceiving a sense of future (Herbert & Wetmore,
1999). Frequently, people describe that they can't even cope with the present, let alone with the
future.

Other associated features of PTSD are often experiences of shame and guilt (Rothschild,
2000), with trauma survivors commonly blaming themselves for what happened even when it was
not their fault and there was no way of preventing it (Matsakis, 1994). Guilt is usually stronger
when the person suffering from PTSD witnessed other people suffering or even dying during the
trauma (Sinclair, 1993). It can be so strong that the surviving person feels that they don't want to
live any longer. People also often feel guilty or shameful about the way in which they reacted
during a traumatic event (Herbert & Wetmore, 1999). This seems to be especially prominent when
the person responded in a way that is atypical of their normal, non-traumatic response pattern.
Examples of this are, if a person reacted unusually adverse (Riggs et al., 1992), mediated by a
strong fight response; or if a person ran away and saved themselves while they could hear others
screaming for help as they were dying, mediated by a strong flight response; or if they froze into
inaction and were unable to change or influence what happened to them during the trauma (which
is often the case during the trauma of rape), mediated by a strong freeze response (Rothschild,
2000), which is also referred to as tonic immobility (Gallup & Maser, 1977).
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Symptoms of dissociation and related features, such as, so-called 'out-ofbody' experiences
or depersonalization; de-realization, where a familiar environment seems unfamiliar, strange or
unreal; or a general reduction in awareness of surroundings, such as feeling in a daze or out of
touch; can all be present in people suffering from PTSD (Blake et aI, 1995, Herman, 1992).

Traumatic grief (Prigerson et al., 1999) is another feature that can be linked to people's
experience ofPTSD, if they have lost people close to them. People also often suffer from
secondary symptoms of clinical depression and anxiety (Brady et al., 2000), which can both lift
following successful treatment of their PTSD. Van der Kolk et al. (1996a) have suggested that
PTSD and its comorbid conditions should not be seen as separate disorders, but as 'complex
somatic, cognitive, affective and behavioural effects of psychological trauma'.

2.1.3 THE BIOLOGICAL FEATURES OF PTSD

Herman (1992) suggested that psychological trauma is an affliction of the powerless. At the
moment of trauma, the victim is rendered helpless by overwhelming force. In 1946, Hans Selye
defined stress as a demand on the human system - mental, physical or emotional. Herbert &
Wetmore (1999) outline that according to this model, overwhelming traumatic stress can be
perceived as an extreme demand, a threat to existence, to which the body responds by
automatically mobilizing all its coping mechanisms to provide the necessary energy for survival the fight, flight or freeze reactions.
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Rothschild (2000) illuminated the body ' biological reactions to a traumatic event (as
illustrated in diagram l.a, below). Arousal, and therefore traumatic hyperarousal, is mediated by
the limbic system, which is located in the centre of the brain between the brain stem and the
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cerebral cortex. The limbic system reacts to traumatic stress by releasing hormones into the body
to prepare for defensive action. Two ystems are simultaneou ly activated by the hypothalamus ,
following the perception of a threat: 1. the sympathetic nervous system (SNS) and 2. the
corticotropin-releasing hormone (CRR). The activation of the SNS will timulate the adrenal
glands, which , in turn, release epinephrine and norepinephrine to mobilize the body for fight and
flight respon e . At the same time , the CRR is activating the pituitary gland to release
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adrenocortio-tropic hormone (ACTH), which will also activate the adrenal glands, this time to
release a hydrocortisone , cortisol. Once the traumatic incident is over and/ or the fight or flight
reaction has been successful, the cortisol will halt the alarm reaction and the production of the
epinephrine/ noreprinephene, helping to restore the body to homeostasis. Additionally, when
death may be imminent, escape is impossible or the traumatic threat is prolonged, the limbic
system can simultaneously activate the parasympathetic nervous system (PNS), causing a state of
freezing (Rothschild, 2000). The chemical processes that cause the freeze are as yet not
understood.

Diagram l.b
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Yehuda et al. (1990) discovered that in individuals with PTSD the adrenal glands do not
release enough cortisol to halt the activated alarm reaction (as illustrated in diagram l.b, above).
However, it remains unclear whether this also applies to acutely traumatized people, as this
popUlation has as yet not been sufficiently scientifically evaluated. It is also likely that the
continued alarm reaction typical of PTSD is not a purely biological process due to a deficiency in
cortisol production, but that other mechanisms, such as perception in the limbic system
influencing cognitions in a traumatized person also playa crucial role (Dunmore et a1., 1999).

In summary, it can be deduced from a biological perspective that when the limbic system
activates the autonomic nervous system (ANS) to meet the threat of a traumatic event, this is a
normal, healthy and adaptive survival response. However, when the ANS continues to be
chronically aroused even though the threat has passed and has been survived, this is no longer an
adaptive survival response as it seems to lead to the development and maintenance of PTSD.

2.1.4 MEMORY FUNCTION ANDPTSD

Rothschild (2000) noted that PTSD is a 'disorder of memory gone awry'. The interaction
between memory functioning and PTSD and the way in which trauma related material encodes in
memory systems has only been given more attention over the past decade and, since then, the
implications of emerging fmdings are becoming increasingly important for the understanding of
PTSD and its treatment. Nadel and Jacobs (1996) and van der Kolk (1994) found that the
amygdala and the hippocampus are two parts of the brain that are centrally involved in the
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recording, fIling and remembering of events. The amygdala aids the processing of highly charged
emotional material, such as horror, fear, anger, terror, and becomes very active both during and
while remembering a traumatic event. The hippocampus, in comparison, allows for the
organization of material in terms of time and space and puts memories into their proper
perspective in terms of an individual's overall lifeline. It is this function that allows for events to
have a beginning, middle and an end.

One of the features of PTSD is that a trauma often feels to people as if it hasn't ended and
that it is still completely with them, even though the actual traumatic event may have happened
several years ago. Herbert & Jarisch (1998) illustrated how the experience ofa traumatic event
often moves a person's entire memory focus and "available" energy to the time of the trauma and
how it subsequently affects a person's experience of their life (Diagram 2, below). The line in the
middle of the diagram is a person's lifeline. It starts at birth and then moves on through a period of
relative safety. During this time a person would have both positive and negative life experiences,
which on the diagram could take place on either side of the lifeline. Although most people will
have to cope with negative or difficult life experiences at some stage in their life, in most cases they
will have the resources to deal with these and cope relatively well. Their sense of safety, therefore,
would have remained relatively intact. However, at the time of a trauma (illustrated by a hollow
circle in the negative life experience area) it is as if most of the person's energy, including the focus
of their memory system, gets stuck at that one place and continues to stay there from then on. In
other words, from the time of the trauma onwards all of this person's subsequent experiences,
whether positive or negative are overshadowed by the trauma. The diagram illustrates this by the
curvy lines that emanate from the trauma circle, casting an ever-larger influence over this person's
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present and future life. As Herbert and Wetmore (1999) outline , people often describe this
experience in words like: "Everything in my life is clouded by the memory of the trauma" or "I am
stuck at the time of the trauma" . Ehlers & Clark (2000) referred to these experiences as 'frozen in
time'. Additionally, the experience of trauma seems to have blocked all access to this person's
previous sense of safety in their life. This is illustrated by the vertical line that runs through the
trauma circle and cuts off the past.

Diagram 2

Energy Distribution after Trauma (Herbe r t 8< Jarisch , 1998)
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+

1989

+

positive life

experiences

.

r'(
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It has been found that the activity of the hippocampus often becomes suppressed during
tra umatic threat and therefore its usual assistance in processing and storing an event is not
available (Nadel & Jacobs, 1996; van der Kolk, 1994). When this occurs , the traumatic event is
prevented from occupying its proper position in the individual's history and continues to invade
the present, as illustrated in the diagram , above. Rothschild (2000) suggested that this is the likely
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mechanism at the core of the quintessential PTSD symptom of 'flashback' - episodes of reliving
the trauma in mind and body. Van der Kolk et al. (1997) confirmed that it is the brain's failure to
transform and integrate the sensory imprints associated with the trauma that causes people with
PTSD to behave as if they were living in the past, even though they may be aware that their
reactions are out of proportion with a current stimulus.

Another feature of traumatic memory is that its recall in a cohesive narrative is often either
difficult, giving the recall of a traumatic event a very fragmented feeling, or outright impossible
(Ehlers & Clark, 2000). This is because information during a trauma is stored in procedural or,
now more commonly referred to, implicit memory. Implicit memory involves procedures and
internal states that are automatic and it operates unconsciously, unless it is made conscious
through bridging it to explicit memory, that narrates or makes sense of the remembered operation,
emotion or sensation. Rothschild (2000) suggested that traumatic events are more easily recorded
in implicit memory because the amygdala does not succumb to the stress hormones that suppress
the activity of the hippocampus. No matter how high the arousal, it appears that the amygdala
continues to function and upsetting emotions, disturbing body sensations and confusing
behavioural impulses can all exist in implicit memory without access to information about the
context in which they arose. Typically, therefore, individuals with PTSD are missing the explicit
information necessary to make sense of their distressing somatic symptoms, experienced as body
sensations, which are mostly implicit memories of trauma. Van der Kolk (1994) coined the phrase:
"The body keeps the score", referring to PTSD sufferer's experiences of sensory body memories.
Therefore, in order to help people recover from PTSD, they must understand their bodily
sensations.
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A third feature of memory function and PTSD, is that recall of traumatic memory is often
state-dependent, which means that certain internal thoughts, feelings or sensations and external
situations that, consciously or unconsciously, remind of aspects of the trauma, can trigger
spontaneous recall of details, moods, information and other states associated to that event.
Rothschild (2000) described" it is not uncommon for a trauma to be recalled into awareness by an internal
condition (e.g. increased heart beat, a particular mood) that is reminiscent ofthe Original response to the
trauma. This process can be set in motion by a multitude ofclassically conditioned external triggers: a colour,
sight, taste, touch, smell, etc. It can even be initiated by exercise, excitement or sexual arousal. Anything that

is a reminder ofthe trauma response is a possible catalyst". This often makes the experience of PTSD
feel overwhelming and out of control to people, as they often can't determine and understand what
may have triggered their recall of distressing sensations. An important aspect of trauma therapy is
therefore education about this mechanism, so that people can start to monitor and recognize the
links between triggers and their subsequent reactions.

2.1.5 PSYCHOLOGICAL FACTORS UNDERLYING PTSD

The biological processes hypothesized to underlie PTSD seem to also provide valid
explanations for the psychological factors, which are proposed to lead to and maintain PTSD.
Ehlers et al. (1998), for example, showed that negative interpretations of the intrusive trauma
memories (e.g. "I am going mad") after road traffic accidents was one of the most important
predictors of PTSD one year after the index trauma. It might be argued that if sufferers of PTSD
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are plagued by implicit, timeless, fragmented memories, which they can't put into speech and
assign meaning to, they are more likely to assume that they must be going mad. Ehlers & Clark
(2000) also proposed that insufficient elaboration of the event and its meaning leads to the reexperiencing symptoms ofPTSD. They further argue that the re-experiencing in PTSD occurs
because the trauma memory is inadequately linked to its context in time, place and other explicit,
autobiographical memories. Stimuli that resemble those present during the traumatic event can
thus trigger vivid memories and strong emotional responses that are experienced as if the traumatic
event was still happening right now (consistent also with Diagram 2, described above). Foa &
Rothbaum (1998) suggested that PTSD is characterized by a pathological network in memory that
is particularly large and easily triggered. It contains many stimulus propositions that are
erroneously linked to danger, causing fear responses to harmless stimuli to become associated with
the traumatic event in memory. McNally (2000) has found that this attentional bias to stimuli that
are reminiscent of the traumatic event is unintentional and subject to involuntary selective
attention. Through this process, PTSD is not only maintained, but the fear response is
generalized to harmless stimuli in present day life, which leads to an actual growth of 'the shadow
of the trauma' over everyday life activities (Herbert & Wetmore, 1999; Herbert & Jarisch, 1998).

Several studies have found that avoidance, safety behaviours, thought suppression and
rumination predict maintenance ofPTSD (Dunmore et aI., 1999; Ehlers et aI., 1998). Ehlers &
Clark (2000) suggested that these behaviours and cognitive strategies maintain PTSD in three
ways. Firstly, some behaviour directly leads to increases in symptoms, e.g. thought suppression.
Secondly, other behaviour presents changes in the problematic appraisals, e.g. excessively
checking one's mirror after a road traffic accident prevents change in the appraisal that another
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accident will happen if one does not check the mirror. Thirdly, other behaviour prevents the
elaboration of the trauma memory and its link to other experiences, for example, avoiding
thinking about the trauma prevents the person from incorporating the fact that they did, in fact,
not die during the trauma into their trauma memory, and they therefore re-experience the same
fear of dying that they experienced during the index trauma.

2.1.6 THE DIAGNOSIS OF PTSD

Having highlighted the main clinical features ofPTSD, as well as various recent fmdings
from different fields of PTSD research, it is important to now give some thought to the diagnosis
of PTSD, which is an area that has pre-occupied trauma professionals since the first official
diagnosis of 'Gross Stress Reaction or GRS', with the emergence of the first Diagnostic and
Statistical Manual of Menta! Disorders (DSM) in 1952 (refer to paragraph 2.1.1, above). The two
areas that are of particular relevance in connections with a diagnosis of PTSD, are, firstly
differences in the classification criteria used for a diagnosis of PTSD and, secondly, the difference
between a 'single incident' trauma and 'repeated and prolonged' trauma. Both of these areas will
now be discussed, below.

Currently, PTSD can be diagnosed using one of two psychiatric classifications systems.
One is the International Classification of Diseases system, which is published by the W orId Health
Organization and exists currently in its 10th edition, namely, ICD-IO (1993) and the other is the
DSM classification system, which is published by the American psychiatric Association and
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currently exists in its 4th edition, namely, DSM-IV (1994). As Ehlers (2000) highlighted although
both systems agree on the core symptoms of PTSD, re-expen'endng, avoidance, emotional numbing and
hyperarousal, they differ in the weight assigned to these. For example, DSM-IV emphasizes the

avoidance/ numbing cluster of symptoms more strongly, by requiring that a minimum of 3 of these
symptoms must be met to qualify for a diagnosis ofPTSD. ICD-IO research diagnostic criteria
require a client to suffer either from hyperarousal symptoms or psychogenic amnesia. In contrast
to DSM-IV criteria a client could be diagnosed through ICD-IO as suffering from PTSD in the
absence of hyperarousal symptoms as long as amnesia is present. DSM-IV states two additional
criteria, which are not included in the ICD-lO diagnosis. Firstly, that a diagnosis ofPTSD requires
a minimum symptom duration of I month, because any symptoms before this period of time
would be diagnosed as Acute Stress Disorder. Secondly, DSM-IV criteria state that symptoms
must cause significant distress or impairment in either social or occupational functioning.

Andrews et al. (1999) found that the concordance between the two diagnostic systems was
only 35% and that DSM-IV criteria were far stricter, leading to a prevalence of only 3% ofPTSD
compared to 6.9% in the same large sample group if diagnosed using ICD-IO criteria. The latter
has implications for accurately determining the prevalence of PTSD.

As outlined, above, the second area that needs to be discussed as part of the diagnosis of
PTSD in terms of implications for treatment research, is the differentiation between 'singleincident' and 'prolonged and repeated' trauma. Although both can lead to the development of
chronic PTSD, it has been observed that experience of prolonged and/or repeated trauma, for
example, torture or periods of enforced confmement, and also especially, repeated trauma during
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early developmental stages in childhood, such as childhood sexual abuse, frequently leads to
symptoms of 'complex' PTSD (Herman, 1992). This entails that in addition to people frequently
suffering from life-long symptoms of chronic PTSD, they may also, experience symptoms of
dissociation, somatization, poor impulse control and affect regulation, self-destructive behaviour
and unstable and unhealthy patterns of relationships. As yet, no official classification category of
this type exists in the DSM-IV diagnostic system, but it is covered by ICD-IO under the diagnosis
of "enduring personality changes after catastrophic experience". Terr (1994) discussed the
differences in symptomatology between the two types of trauma and she distinguished 'Type I
Trauma' to describe 'single incident traumas' from 'Type II Trauma', which described 'prolonged
and repeated' experience of trauma, often from early childhood. Rothschild (2000) took up Terr's
differentiation and proposed further refinements of this. She described Type I Trauma, as a single
incident trauma and Type lIA Trauma, as characterizing individuals with multiple traumas who
have stable backgrounds that have imbued them with sufficient internal resources to be able to
separate the individual traumatic events from one another. She distinguished these from Type IIB
trauma clients, which are so overwhelmed with multiple traumas that they are unable to separate
one traumatic event from the other. A further sub-categorization recommended by Rothschild
(2000) is that between Type lIB (R) Trauma, which describes people with stable backgrounds, but
with a complexity of traumatic experiences so overwhelming that they could no longer maintain
their previous resilience, such as, for example, Holocaust or torture survivors; and Type lIB (nR)
Trauma, describing people, who were unable to develop resources for resilience in the first place.
Although helpful for clinical practice and research, these distinctions have as yet not been officially
accepted into any of the diagnostic classification systems.
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Experience of prolonged and repeated trauma, Type lIB (nR) and (R), often leads sufferers
to receive clinical diagnoses of one or several of the personality disorders, including borderline or
multiple personality disorder. Therefore, therapeutic treatment for PTSD arising from 'prolonged
and repeated' trauma would usually need to be more long-term and in-depth, focusing on other
aspects than the resolution of the PTSD, only. Hence, when evaluating effective treatment
techniques for PTSD, it should be, but frequently is not, stated whether a person is suffering from a
'single-incident' trauma, such as an assault or a road traffic accident only, or whether, the person
may additionally have experienced repeated and prolonged trauma.

2.1.7 THE PREVALENCE OF PTSD

Estimates about the prevalence of PTSD following a traumatic event vary and studies in
this area suffer from considerable methodological limitations (Hidalgo & Davidson, 2000). Their
accuracy is confounded by the above outlined problematic of differing stringency in classifications
systems, whereby prevalence rates measured with ICD-lO diagnostic criteria would be
significantly higher than those determined by DSM-IV diagnostic criteria. Additionally, many
epidemiological studies have made no distinction between PTSD caused by 'single incident' or
'prolonged and repeated' trauma, making it difficult to estimate health service utilizations and
treatment costs for PTSD clients, as the two trauma groups would have differing needs in terms of
both longevity oftreatrnent, as well as, required skill of therapist, which, in tum, will have
important cost implications. Thirdly, the nature ofPTSD is such, that people avoid and they may
therefore not readily agree to take part in epidemiological studies or they may underreport their
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symptom severity.

Nevertheless, despite the above problems, it can be concluded from various large-scale
studies that women are at about double the risk of men of developing PTSD in response to a
traumatic event (Ehlers, 2000; Breslau et a1., 1998; Kessler et aI., 1995), that the type and severity
of the trauma has an effect on the likelihood of developing PTSD (Hidalgo & Davidson, 2000),
and that a history of previous affective and/or anxiety disorders is a significant predictor of the
development of PTSD, independent of gender (Bromet et aI., 1998). Breslau et al. (1997), for
example, observed that the risk of developing PTSD (using DSM-IV criteria), following exposure
to trauma was 13% for men and 20.4% for women. Kessler et al. (1995) found in an American
based National Comorbidity Survey that the risk of developing PTSD after a traumatic incident
was 8.1 % for men and 20.4% for women. From their 1996 Detroit Area Survey of Trauma,
Breslau et al. (1998) concluded that although recent research had often focused on combat, rape
and other assaultive violence as causes of PTSD, sudden unexpected death of a loved one is a far
more important cause ofPTSD in the community, accounting for nearly one third ofPTSD cases.
Ehlers et al. (1998) found in a prospective longitudinal study that the prevalence of PTSD three
months after a road traffic accident was as high as 18.2% for men and 28.9% for women. They
observed that although about half of the people diagnosed with PTSD relating to the road traffic
accident at 3 months (49.7%) recovered within a year of their trauma, for most of those that did
not, suffering was severe and seriously interfered with people's normal functioning in life. Norris
(1992) argued that road traffic accidents are probably the most deleterious precipitant of PTSD in
terms of frequency and severity.
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Studies have also looked at the co morbidity ofPTSD with other disorders and symptoms.
Kessler et al. (1995) found that, 88.3% of men and 78.1 % of women diagnosed with PTSD were
also suffering from other psychiatric conditions, such as anxiety, depression or drug abuse. They
suggested that in the majority of cases, depression or drug abuse were secondary to the PTSD and
in about half of the cases anxiety disorder was secondary to the PTSD. The high comorbidity with
other psychiatric problems in PTSD and frequent medical consultations (Mayou et aI., 1993)
would seem to add further support to Davidson's (2000) argument that to sufferers ofPTSD the
costs are very heavy.

Considering the above, it would seem, that the development and identification of effective
treatment methods for PTSD are of utmost importance, so that sufficient resources can be
channelled into the appropriate treatment and alleviation ofPTSD. Indeed, Section 2.2, below,
will now examine the implications for treatment of PTSD, arising from the above presented
fmdings and will then link these to the research conducted as part of this Thesis.

2.2 IMPLICATIONS FOR THE TREATMENT OF PTSD

2.2.1 COMPARATIVE EFFICACY OF THE TREATMENTS FOR PTSD

The size and potential severity of the clinical problem of PTSD indicate the need for
effective early treatments ofPTSD, which have to be feasible in routine clinical practice for large
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numbers of people, most of whom are not usually followed-up by hospital emergency departments
and who may never therefore receive appropriate help for their problems ofPTSD. Acute Stress
Disorder (ASD) has been identified as the precursor to the development of chronic PTSD. For
example, Harvey & Bryant (1998) found that 80% of people with ASD after an RTA developed
PTSD. Due to the recognition of the potentially detrimental effects of chronic PTSD, various
methods for early intervention in response to trauma have been suggested over the years, starting
with crisis intervention (Caplan, 1964), commonly used during the 1970s, which was followed by
other models, such as Mitchell's (1983) Critical Incident Stress Debriefing or Dyregrov's (1989)
model of psychological debriefmg. Although slightly varying in format, psychological debriefing
methods normally take place within a few hours or days after a trauma and involve participants
providing a full narrative account of the trauma that encompasses facts, cognitions and emotions
about the trauma, with the emphasis on normalization of the latter. Participants are educated
about the typical reactions in response to trauma and they are prepared for later emotional
responses, how to deal with these and where to fmd further support, if necessary. Until recently,
debriefing was offered as an early intervention, based on the assumption that this was the optimal
choice for the treatment of acute trauma clients. However, recent research has cast doubt on this
assumption, ranging from findings that the debriefing approach might lead to a higher risk of
developing adverse psychological reactions and functional impairments than documented for those
receiving no debriefing (Mayou et al., 2000; Bisson et al., 1997), to fmdings that it was ineffective
(Kenardy et al., 1996; Hobbs & Mayou, 1996) or that there was no difference in outcome between
early psychological debriefmg and the use of an educational control condition (Rose & Bisson,
1998), which both showed similar improvement over time. Some of these studies have been
critized by Mitchell et al. (1998) for a. not clearly defming what the debriefing intervention
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consisted of; b. not adhering to the group format in which debriefmg was originally intended to be
used; and c. for having used poorly trained debriefers. The jury is therefore still out on whether
debriefmg can be effective in preventing the later development of chronic PTSD. A few studies
have also investigated treatments, other than debriefmg, for ASD or acute PTSD. For example,
Foa et al. (1995) provided recent sexual and non-sexual assault victims with four sessions of either
CBT therapy or repeated assessments. They found that two months post trauma 10% of the CBT
group met criteria for PTSD compared with 70% of the repeated-assessments group. Bryant et al.
(1998) found that 5 sessions of CBT treatment with a group of clients suffering from ASD within
two weeks of their civilian trauma led to a significantly greater rate of improvement (92%)
compared to supportive counselling (17%) and to fewer cases ofPTSD in the CBT group (17%)
compared to the supportive counselling group (67%) six months post-trauma. Whilst promising, as
yet little research exists about the effectiveness of early treatments of PTSD.

Scientific evaluation of treatment studies for chronic conditions of PTSD has also not been
without its problems. Following a pattern common to most areas of research, seriously flawed
early studies ofPTSD treatment procedures have been replaced by studies that entail greatly
improved methodology, procedures and experimental design (Foa & Meadows, 1997). To
empirically evaluate the relative efficacy of various treatments for PTSD, Van Etten and Taylor
(1998) conducted a meta-analysis of61 treatment outcome trials. They calculated effect sizes
separately for interviewer-rated and self-rated outcome variables, to eliminate potential bias in
ratings between treatments (e.g. drug therapies) that are typically evaluated with interviewer-rated
measures (which tend to yield consistently larger effect sizes) and those that are typically evaluated
with self-report measures (e.g. psychological therapies). They compared the differences between
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pre- and post treatment scores and measured effect sizes, where a d = 1 indicated that the
treatment led to improvement by 1 standard deviation. Overall, they concluded that Cognitive
Behaviour Therapy was the most effective psychological therapy for PTSD, followed by Eye
Movement Desensitization and Reprocessing (EMDR), a relatively newer technique. They found
that the effect sizes of both these therapies were large, the mean effect size for CBT was d = 1.89
for observer-rated and d = 1.27 for self-rated PTSD and the mean effect size for EMDR was d =
0.69 for observer-rated and d = 1.24 for self-rated PTSD. These results compared favourably to
psychodynamic therapy, where only one controlled study could be identified, with a mean effect
size of d = 0.90 for self-rated PTSD symptoms, which was a more effective result than the waiting
list condition in that study.

There was also only one controlled study of hypnotherapy for PTSD, which yielded a
mean effect size of d =0.94 and was also more effective than the waiting list condition in that
study. However, some concern about the use of hypnotherapy in the treatment ofPTSD has been
raised by Shalev et al. (1996), as it may induce dissociative states. The effect sizes of both CBT and
EMDR also compared favourably to the pharmacological treatment ofPTSD, for which Selective
Serotonin Reuptake Inhibitors (SSRIs) were identified as the most effective drugs for PTSD with a
mean effect size of d = 1.43 for observer-rated and d = 1.38 for self-rated PTSD symptoms. Despite
the demonstrated effectiveness ofSSRIs in their study, Van Etten and Taylor concluded that these
may not be the treatment of choice for PTSD given the higher drop-out rates for all drug therapies.
Further, it was not measured in this study whether treatment effects remain when medication is
withdrawn as all post-treatment measurements took place prior to medication discontinuation.
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Despite the demonstrated overall effectiveness of CBT for PTSD in this meta-analysis and
other studies (e.g. Fecteau & Nicki, 1999), CBT outcome research for PTSD is based on different
therapeutic protocols, utilizing different elements of CBT and, as yet, there is no unified agreement
between clinicians and researchers on the most effective, active components of CBT treatment for
PTSD. This is therefore an area of major current interest and further scientific investigations are
needed in order to advance further understanding in this area. Section 2.2.2, below, will examine
some of the findings in this area so far and then lead onto focusing on several elements of CBT for
PTSD, which formed the basis for the current research dissertation.

2.2.2 EFFECTIVE INGREDIENTS OF CBT TREATMENTS FOR PTSD

Recent attention to behavioural and cognitive conceptualisations ofPTSD (e.g. Ehlers &
Clark, 2000; Foa et aI, 1999; Joseph et a1., 1997; Ehlers & Steil, 1995; Jones & Barlow, 1990) have
increasingly been shaping the development of therapy for PTSD. Based on Mowrer's (1947) twofactor learning theory the behavioural model of PTSD is based on classical conditioning of fear
during trauma and the subsequent learned avoidance of the conditioned stimulus situations. Ehlers
& Clark (2000) have proposed a cognitive model of PTSD, which postulates that PTSD occurs
only if individuals process the trauma in a way that leads to a sense of current serious threat. They
suggest that two key processes account for this type of processing, 1. Imaladaptive' appraisal ofthe

trauma and its sequelae and 2. the particular way in which the trauma is encoded into memory. The latter
produces vivid unintentional retrieval of the trauma, which leads to a person's perception that the
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trauma is still happening in the 'here-and now' (refer also to diagram 2, above), thus inhibiting
distinction between time and space and the linkage of the traumatic event with other
autobiographical memories; as well as, poor intentional retrieval (inability to relate the story).
Examples of 'maladaptive' appraisal of trauma include overgeneralization from the traumatic
event to other non-dangerous events or activities; negative self-appraisal of how a person behaved
during a trauma and negative appraisals of one's PTSD symptoms.

Based on these models, Cognitive Behavioural Therapy (CBT) for PTSD employs
techniques that are aimed at modifying and correcting the underlying mechanisms, which are
understood to maintain PTSD. As Ehlers (2000) outlined CBT for PTSD usually entails various
(or all) elements of the following:

1. Education about people's reactions to trauma and the subsequent effect on their lives.

Although most CBT treatments would contain an element of education, which is assumed to
contribute to positive treatment outcome effects, the efficacy of CBT education in PTSD as a
stand-alone treatment component, has as yet not been a main research focus.

2. Self-monitoring ofsymptoms, which may in itself, carry a therapeutic effect. Tarrier et al.

(1999), for example, observed that 4 weeks of systematic self-monitoring of intrusive PTSD

symptoms led to considerable and stable improvement in about 10% of their clients.

3. Exposure treatments, which lead to fear reduction of intrusive recollections of the event

through either or both of two components (Foa & Rothbaum, 1998), imaginal and/ or in vivo
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exposure techniques. In imaginal exposure clients are asked to relive their experiences of the trauma,
including their feelings and their thoughts, in imagination until the reliving no longer evokes high
levels of negative arousal. In vivo exposure helps the client to confront (safe) situations or
behaviours, which the client had previously avoided due to high levels of distress caused by their
association of these stimuli with the trauma. Exposure is repeated until the client can safely master
the situation or behaviour without experiencing high levels of distress. Exposure treatment of
PTSD has been found to be superior to supportive psychotherapy and relaxation treatment (Foa &
Meadows, 1997; Marks et al., 1998). Ehlers & Clark (2000) propose that there are probably several
mechanisms for the efficacy of exposure treatment. Firstly, clients realise that exposure does not
lead to the feared outcome (e.g. lighting a candle at home will not lead to a fIre or another
explosion, in a person having survived a gas explosion). Secondly, the repeated reliving of the
event helps clients to create an organized memory and facilitates the distinction that intrusive
thoughts and images are memories rather than something happening in the here-and-now.
Although, exposure has been found a very effective component of CBT in many studies, it does
not appear to work so well in clients with traumatic memories resulting from being the perpetrator
of crime (Foa & Meadows, 1997) or survivors of complex and prolonged trauma (Type lIB (R)),
such as torture, war or captivity (Shalev et al., 1996).

4. Cognitive restructuring, which is aimed at helping clients identify and modify excessively
negative appraisals of the trauma and its sequelae (Resick & Schnicke, 1993) through methods,
such as, identification of thinking errors, imagery modification, evaluating the evidence for and
against the appraisal, etc. Cognitive restructuring has been shown to be an effective technique in
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the treatment ofPTSD on its own without the use of imaginal exposure (Tarrier et al., 1999;
Marks et al., 1998).

5. Anxiety Management (stress inoculation), aimed at teaching clients a set of skills that help

them cope with stress, such as relaxation training, training in slow abdominal breathing, stopping
of unwanted thoughts, assertiveness training and training in positive thinking (Meichenbaum,
1994). Although anxiety management is more effective than supportive counselling, in the longterm it appears less effective than exposure treatment (Foa & Meadows, 1997). Relaxation
treatment on its own is less effective than exposure and cognitive restructuring in the short- and
long-term (Marks et al., 1998).

6. Anger Management, helps to reduce the level of anger in clients with severe arousal

problems following PTSD. It has been found that anger, while temporarily relieving fear and
distress, may in the long run impede emotional processing of the trauma and therefore prolong the
suffering (Foa et al., awaiting publication). Therefore it may not be helpful to directly promote the
expression of anger in PTSD clients, but to apply strategies aimed at reducing anger in order to
prepare the ground for later trauma processing work.

In summary, although there are various elements that might all or partially form part of a
CBT treatment protocol for PTSD, it has generally been found that CBT is an effective treatment
modality for the reduction or amelioration of PTSD. While it is positive that clinical treatment
research has sufficiently advanced to identify a therapeutic method that can be helpful in reducing
the suffering from PTSD, current clinical practice within the National Health Service and also
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Private Practice settings face major resource limitations. Lovell & Richards (2000) observed that
due to the overall effectiveness of the CBT approach and the relative shortage of skilled CBT
practitioners or limited accessibility to these, demand for CBT treatment is likely to exceed supply.
This would also apply to resource implications in the case of the use of CBT treatments for PTSD.
They suggested that, in order to provide CBT services that are not only evidence based but also
accessible, innovative and cost effective, the use of alternative treatment delivery models needs to
be examined more closely. Section 2.3, below, will therefore briefly examine the utilization of
CBT materials for self-help as one such strategy and will focus, especially on the development and
qualitative evaluation of an educational CBT trauma booklet, which was especially written for
survivors of PTSD and their families, which will form the basis for the scientific investigation of
this dissertation.

2.3 THE UTILIZATION OF EDUCATIONAL CBT MATERIAL FOR SELF-HELP

2.3.1 CBT SELF-HELP MATERIAL AS A POSSmLE TREATMENT DELIVERY MODEL

Considering the limitations in ready availability of skilled CBT practitioners the use of CBT
self-help reading materials has been examined as one such model of alternative treatment delivery.
CBT focused bibliotherapy has been examined among a range of mental health problems with
promising results, for example, for chronic fatigue (Chalder et al, 1997), agoraphobia (Matthews et
al., 1977), OCD (Fritzler et al., 1997), panic (Gould et al., 1993; Gould & Clum, 1995), binge
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eating (Carter & Fairburn, 1998), anxiety disorders (White, 1998), specific phobia (Hellstrom &
Ost, 1995), depression (Bowman et aI., 1996), recurrent deliberate self-harm (Evans et a1., 1999)
and a postal self-help booklet to improve nightmares (Burgess et al., 1998). Bower et al. (in press)
conducted a systematic review of self-help treatments for anxiety and depressive disorders in
primary care. They examined eight written interventions based mostly on behavioural principles.
Although the majority of trials reported significant advantages associated with self-help treatments,
the quantity of subjects included in studies was small and most suffered from a number of
methodological limitations and included no data concerning the long-term clinical benefits or costeffectiveness. They concluded from this review that self-help treatments may have potential to
improve access to effective treatments in a cost-effective way. However, the available evidence is
limited in quantity and quality and more rigorous trials are required in order to provide accurate
estimates of the clinical effectiveness of these treatments. As yet, the use of a CBT -based
educational trauma booklet as a self-help treatment method for PTSD has not been researched and
this will be the focus of the present dissertation.

2.4

AN EDUCATIONAL CBT TRAUMA INFORMATION BOOKLET

2.4.1 DEVELOPMENT OF THE TRAUMA INFORMATION BOOKLET

In 1995, the present author wrote an educational trauma information booklet for survivors
of trauma and their families, as part of a Regional Research Scheme, funded by the Oxfordshire
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Regional Health Authority (Grant HoN 94/09). The booklet was written in order to enhance
control and understanding in survivors of trauma, based on clinical observations that so few of
PTSD clients seemed to understand the nature of their symptoms and often secretly seemed to
fear that they were going mad. The research employed four different phases.

The aim ofthejirst research phase was to determine the user's needs. Interviews were
carried out with five survivors of different single-incident trauma, who had completed their CBT
treatment for PTSD with another Clinical Psychologist in an NHS Adult Psychology Service and
had successfully recovered from their trauma. Participants took part in a comprehensive, semistructured interview, lasting between 3 to 4 hours. Detailed information was obtained about each
participant's trauma; the history of the help and information they had received; understanding of
their past trauma responses; assessment of helpful coping strategies they had used; preference of
the type of information that would have been helpful to them in a trauma booklet after their
experience of the trauma; and any other information that they would find helpful to be included in
a trauma information booklet. Participants indicated that in terms of booklet content, they would
fmd the following helpful: a. examples and stories of other people to give readers hope and
support; b. an explanation that people are not mad and that they can get better again; c.
knowledge of some of the things that helped others; d. understanding of the common feelings after
trauma and that people are not alone with this; e. something about the effect on partners; f.
something about anger; an explanation of feelings of fear; g. advice on how and where to seek
help. Participants also expressed views about the style andfonnat that such a booklet should have:
a. easy chapters; b. not too difficult to read, but also not treating the reader like a child; c. no
medical or professional jargon; d. should be empowering - not stigmatising or labelling; e. should
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have an image on the cover that draws people's attention to it; f. it needs to make people feel that
they can establish a personal connection to it; g. needs to be written so that people could show it to
their partners; h. should be written so that people can read bits and put it away before picking it up
again, because concentration is a major problem; and i. should be something that can be given to
trauma victims immediately after a trauma as well as later on.

The second research phase concentrated on the writing of a pilot booklet, which drew on the
collected feedback from the first research phase as well as on latest CBT -based research knowledge
ofPTSD at the time and the current author's practice as a Chartered Clinical Psychologist and a
Registered Cognitive Behavioural Therapist working in the area ofPTSD. The booklet explained

Table 1
Part 1: Understanding trauma and your reactions to it
• Introduction
• What is a trauma?
• Who is the booklet written for?
• Why can trauma have such a big psychological effect on you?
• How do people make sense of and adjust to trauma?
• The most common ways of reacting to trauma:

=Re-experiencing the trauma

=Numbing and avoidance reactions
=Reactions of increased arousal

•

Other reactions to trauma:

=Reactions linked to loss of a person close to you
=Physical disfigurement
=Depression
=Guilt/Self Blame

• What is posttraumatic stress disorder (PTSD)?
• Why don't all people react in the same way to trauma?
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and normalized the typical symptoms ofPTSD and discussed ways of coping with the post trauma
reactions. It included a Preface, an Epilogue and two major parts. Part 1: 'Understanding trauma and
your reactions to it' included nine subheadings, addressing the areas, outlined in table 1, above.

Part 2: 'Coping with the trauma 'focussed on seven subheadings, addressing the areas outlined

in table 2, below. The booklet was written in an accessible style and included examples of trauma
clients' experiences (maintaining confidentiality) in order to illustrate the common reactions to
trauma. This was thought to also help people realize that they were not alone with their feelings.

Table 2

Part 2: Coping with the trauma

• The process of re-building your model of life
• Some things that might help you start with your process of
recovery
:> Getting It out - talking about it
:> Ways of talking through the trauma
:> Coping with anxiety
:> Coping with anger and irritability
:> Sleeping problems
:> Alcohol and Drugs
:> Medication
• How to get professional help?
• If you are in therapy, stay with It - don't give up too soon!
• Effect on your family or partner
• Further reading
Contact addresses

*
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The booklet also carried advice on how to read it considering that reading is often not an easy task
for people suffering from PTSD. It stated that people could read short sections at a time rather
than the whole booklet at once, focussing on those parts that were most relevant to them. The pilot
booklet contained 64 pages, written in A5 format and had a Flesch-Kincaid Reading Ease
(Microsoft, 1995) score of 60, indicating a standard level of readability.

The third research phase preliminarily tested the pilot trauma booklet with a small group of
clients (N=6) suffering from chronic PTSD, who were given the booklet at the end of their routine
clinical PTSD assessment at their Adult Psychology Service. The assessment lasted between 2 - 3

Table 3:
Sam pie Description

Trauma booklet (N =6)

Non-trauma booklet (N

= 5)

•

Gender: 5 male, 1 female

• Gender: lmale, 4 female

•
•

Mean age: 43 years
Mean time since Index trauma:
~ 10 months

• Mean age: 32 years
• Mean time since Index trauma:
~ 9.5 months

.Types of trauma:
~ Physical assault (3)
~ War: Witnessing Killings
~ Armed Raid
~ Road traffic accident
.Type of help received:
~ Initial medical help
~ Psychiatric assessment (2)
~ None had Informed knowledge
of their psychological
responses at the time of their
assessment

*Types of trauma:
~ Road traffic accident (3)
~ Stabbing
~ Rape
• Type of help received:
~ Initial medical help
~ Previous psychological help for
non-trauma related problem (2)
~ None had informed knowledge
of their psychological
responses at the time Of their
assessment

hours and clients were encouraged to read the booklet with the explanation that this trauma
booklet was a pilot version that had been written in conjunction with other survivors of trauma
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and that one of the aims of the current study was to test how useful it really was. They were
encouraged to use the pilot trauma booklet in conjunction with their current difficulties and fmd
out how well it related to their problems. They were encouraged to use the book like a manual that
they could write in and use in a way most suited to them, e.g. reading it in chunks, having it read
to them, etc.. They were told that their feedback would be really important, because they had the
possibility to change things that they felt weren't working about the pilot booklet at the moment.
They were compared to a small control group of clients (N =5), who were not given the trauma
booklet as part of their routine clinical PTSD assessment. Allocation to these groups was random,
but as can be seen from table 3, above, the demographics of the two sample groups are quite varied
due to the nature of this research taking place in a clinical, not a research setting. The major
differences between the two sample groups was in their gender, with the experimental group being
almost exclusively male, bar one subject, with the exact reverse being true for the control group.
Another problem lies with the diversity of types of trauma experienced between the 2 groups,
which could potentially have biased the response to the trauma booklet.

Subjects in both groups were assessed using a number of self-scoring questionnaires,
namely the PTSD Symptom Scale (PSS, Foa et aI, 1993), the Impact of Event Scale (Horowitz et
al., 1979), the PENN Inventory (Hammarberg, 1992) and the General Severity Index of the
Symptom Checklist-90R (Derogatis, 1977). It was found, that the booklet group experienced a
greater percentage reduction in their symptoms compared to the non-booklet control group (N=5).
As can be seen from table 4, below, the difference in scores was most pronounced on Criterion C
of the PSS, which measures PTSD avoidance symptoms, but not so strong in relation to the PTSD
re-experiencing symptoms (Crit. B) or the PTSD hyperarousal symptoms (Crit. D). All subjects
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complied with the reading of the trauma booklet.

'fable 4

Results of Quantitative Assessment Measure
Mean

%

reduction in Severity Scores

• Booklet
( N = 6)

. No
PTSD Crit. B Crit . C Crit. DIES

PENN

SCL90R

booklet
(N = 5)

While these results seemed promising, unfortunately, the sample was too small and too
diverse to test the statistical significance of these results. Additionally, the study suffered in that the
author of the booklet was also the person handing out the booklet and encouraging people to make
use of it, therefore potentially biasing motivation. All booklet group clients were also asked to
complete a trauma booklet evaluation questionnaire for qualitative feedback about the trauma
booklet. This assessed subjects' compliance with the reading of the booklet and their perception of
the usefulness the pilot booklet. Subjects were encouraged to make suggestions for improvement of
the pilot booklet.
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The fourth research phase utilized the results from the pilot booklet evaluation trial to make
any necessary editorial or design changes to the booklet before its fmal printing. The overall
response to the pilot trauma booklet was favourable. Based on the feedback, some of the sentences
were shortened; the language was simplified further to avoid any words that could be perceived as
'jargon'. New chapters on 'Understanding sexual difficulties' and 'Coping with sexual difficulties'
were also included in the fmal version of the trauma booklet. The overall length, depth or breadth
of the trauma booklet were not changed.

2.4.2 QUALITATIVE EVALUATION OF THE TRAUMA INFORMATION BOOKLET

Before studying the efficacy of such a CBT -based trauma booklet for PTSD in a
randomised controlled trial, it would be useful to understand the conditions under which such a
booklet might be helpful. Dunmore et al. (1999), for example, found that if people interpret their
initial PTSD symptoms as signs that they are going mad, going to lose control or as signs of
permanent change to the worst (negative appraisal ofPTSD symptoms) they are less likely to
recover. Although CBT treatment involves the challenging of such thoughts, clients who have held
these beliefs for a long time may find it difficult to accept that there are alternative explanations of
their reactions and that indeed these are quite common. The use of the trauma booklet was
therefore evaluated with 42 people, undergoing a course of CBT treatment for their chronic PTSD
at a clinical research setting (Herbert et al., in prep.). This study aimed to, fIrstly, assess people's
compliance with reading and their perceived helpfulness of the booklet and, secondly, examine
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factors relating to people's compliance and the perceived helpfulness of the trauma booklet. The
results from that study indicated a very high compliance rate with the reading of the trauma
information booklet. All but one client (N

=41) read the booklet or parts of it and the majority of

clients (71.4%) reported reading the entire booklet. The one non-compliant client reported that her
failure to read the booklet had to do with personal issues at work and subsequent lack of time and
not with the idea of reading a booklet on trauma or other issues related to the booklet, itself.

The majority of clients (N = 40) perceived the trauma booklet or parts of it as helpful, only
2 clients did not find the booklet helpful. Qualitative feedback from clients suggested that one of
the most helpful aspects of the trauma booklet was that it confirmed to clients that "their reactions
were common and understandable reactions in response to a trauma" and that they 'were not going mad',

which Ehlers et al. (1998) found one of the most important predictors ofPTSD 1 year after the
trauma. Based on these fmdings, it was concluded that the additional reading of the trauma
booklet reinforced one of the active ingredients (the challenging of negative appraisal of the PTSD
as part of cognitive restructuring) of a CBT approach for PTSD.

Another aspect that several clients found helpful was "the recognition that they were not alone
and that other people were suffering in the same way as they were". PTSD often makes sufferers feel that

others don't seem to understand and may even express that the PTSD sufferer ought to "have got
over it by now" , especially if the trauma lies some time in the past and people have healed
completely from their physical injuries. Unfortunately, sometimes these messages are even given
by other healthcare professionals, such as G.P.s, who may not have sufficient knowledge of the
psychological effects of trauma (Herbert & Wetmore, 1999). These messages can not only lead to
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further traumatization, but also serve to reinforce PTSD sufferers' symptoms of detachment from
others, thus making PTSD a very lonely and isolated experience. Therefore, the knowledge that
people's feelings are not uncommon and are also experienced by others, helps people feel that they
are not entirely on their own and thus re-establishes connectedness and normalizes sufferer's
PTSD symptoms. It was concluded that both of these aspects, which are desirable elements of
CBT for PTSD, seemed to be further reinforced by the additional reading of the trauma booklet,
thus potentially aiding the therapeutic process.

The third aspect that several people found helpful about the trauma booklet was that it
provided clients with "an understanding and explanations oftheir reactions to trauma". One of the
features ofPTSD is that it can make people, who had felt much in control over their lives before
the trauma, feel helpless and out of control. These feelings oflack of control over their symptoms,
such as intrusions or flashbacks, often leads people to negatively appraise themselves, as 'being
unable to cope', 'there being something wrong with them' or 'never being able to get over it'. Foa
et al. (1999) found that negative self-appraisal is one of three factors differentiating people who
have experienced a trauma without subsequently developing PTSD from those who develop
PTSD. It was concluded that furnishing clients with greater understanding of their reactions to
trauma through a trauma booklet, would help enhance their feelings of control and may therefore
provide a challenge to their previously negative self-appraisal.

The majority of clients (94.9%) reported that they would recommend the booklet to a
friend, they knew was suffering from the experience of trauma. Considering the extremely low rate
of non-compliance with reading the trauma booklet, it was not possible to indicate factors that
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may be influencing total non-compliance. Factors relating to 'non-compliance' were therefore
measured by examining differences between the clients who had read the entire booklet and those
that had read only parts of it. One almost significant trend that emerged was that clients who were
educated up to GCSE level or less were less likely to read the entire booklet compared to clients
educated to higher levels. However, no significant correlation emerged between helpfulness and
education, suggesting that to most clients the trauma booklet was a helpful therapeutic medium.

A factor that had a significant effect on compliance was clients' experience of previous
episodes of major clinical depression, although their current experience of major clinical
depression was unrelated to compliance. It was thought that clients, who had experienced
depressive episodes in the past, were generally less hopeful about outcome of treatment and less
motivated to read and understand about their symptoms of trauma. Support for this hypothesis
was drawn from the fmding that the correlation (although not statistically significant) between
perceived helpfulness of the booklet and past history of depression followed a negative direction,
whereas the correlation (also statistically non significant) between current depression and
helpfulness and compliance followed a positive direction.

The only factor significantly affecting perceived helpfulness of the booklet was dissociation.
It may be argued that clients suffering from high levels of dissociation would have found it harder
to engage with the content of the booklet and thus to benefit from its potentially therapeutically
helpful elements. PTSD severity, the level of anxiety and factors, such as concentration problems
and cognitive avoidance had no significant influence on compliance or perceived helpfulness of
the booklet. The percentage change in symptom severity three weeks after the distribution of the
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trauma booklet, if calculated as overall percentage change compared to baseline did not prove to
be a significant factor. However, for those clients, who were identified as treatment responders,
indicated by a change of 50% or more in PTSD symptom frequency (as recommended by Foa et
aI, 1991), a significantly positive correlation emerged between treatment response and perceived
helpfulness of the trauma booklet. Unfortunately, the design of that study made it impossible to
determine, whether this is due to the fact that clients who responded positively to their CBT
therapy after 3 weeks were more likely to fmd the booklet helpful as it further reinforced elements
of their therapy, or whether clients who found the trauma booklet helpful were more likely to gain
a direct therapeutic effect, which enhanced their rate of progress in therapy.

In January 2000, the trauma booklet was translated into the Turkish language by Do~
Mehmet Sungur, University of Ankara, Turkey and subsequently distributed to 30,000.00

th

survivors of the Turkish earthquakes between Izmit and Adapazari on 17 August 1999 and south
ofDuzce on 12th November 1999. Qualitative evaluation of a small subgroup of 299 people (more
data is currently being evaluated) who received the trauma booklet and who completed and
returned a Turkish translation of the trauma booklet evaluation questionnaire indicated similarly
positive results to those found in the above described study. 95.3% of people reported complying
with the reading of the trauma booklet (61 % completely and 33% partially) and 6% reported not
reading the trauma booklet. There was a significant effect between clients' educational level and
their compliance with reading the booklet. 88% of people reported that they had found the trauma
booklet helpful (8.3% - The best I've read; 57% - Generally very helpful; 29.7% - Some parts were
helpful) and 5% of people reported that the booklet was not helpful (4.2% - not helpful and 0.8%not at all helpful). 98.1 % of people indicated that they would recommend the trauma booklet to
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others and 1.9% indicated that they would not do so (presented at 31 SI Annual Congress of the
European Association of Behavioural and Cognitive Therapies in Istanbul, Turkey in September
2001). In depth qualitative evaluation of the current and further data is still presently ongoing.
Although the Turkish data indicates good, preliminary results for compliance with reading and
perceived helpfulness of the trauma booklet, due to this study taking place in an earthquake area,
which at the time was very under-resourced in terms of the professional help that was available, it
was not possible to determine the PTSD status of the people who had read the trauma booklet.
The data therefore does not indicate whether all the people reading the trauma booklet had
actually been traumatized by the earthquake that they had experienced.

2.5 OUTLINE OF THE CURRENT STUDY

2.5.1 RATIONALE

Both preliminary testing of the trauma booklet during the pilot research phase and the
qualitative evaluation of the booklet with clients receiving CBT treatment for their chronic PTSD
indicated positive results. Given the high economic and personal costs of suffering from PTSD and
the lack of professional resources currently available for the effective treatment of chronic PTSD
within NHS settings, it seems important to investigate methods of early intervention for PTSD,
which are cost-efficient and easy to deliver, also potentially by staff not trained in the
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administration of psychological therapies. The current research study therefore tested the efficacy
of the trauma information booklet as part of a randomised controlled trial with subjects suffering
from acute PTSD following a road traffic accident. It is proposed that if the trauma information
booklet was found to be effective in reducing PTSD symptoms with RTA victims compared to a
waiting list control group, it would have direct clinical implications for the early treatment ofRTA
survivors:

1. The use of a trauma booklet as an early intervention after a RTA would be a very costefficient method of providing therapeutic information and potentially preventing the
development of chronic PTSD and its secondary consequences.

2. It would have the additional advantage that it could be given early in the development of
PTSD to a large number of clients. Therefore, if the trauma booklet proves to be effective in
reducing PTSD symptoms compared to the waiting list control condition it would be
advisable to incorporate it into routine clinical practice for RTA clients who have
developed PTSD.

3. Additionally, the results of this dissertation could also yield useful information that could
be relevant to victims of other traumas.
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2.5.2 RESEARCH QUESTIONS

The following research questions formed the basis for the current investigation:

1. Is the use ofa trauma booklet effective in reducing symptoms ofPTSD?
It will be assessed whether the trauma information booklet given out during a single session of

advice is more effective in reducing PTSD symptoms of clients suffering from PTSD,
following a road traffic accident (RTA) compared to a no intervention (waiting list control)
condition in the short term (3 weeks and 3 months afterwards) and in the long-term (follow-up
one year after the accident).

2. Is the use of a trauma bookkt effective in reducing symptoms ofanxiety and depression?

Effects of the trauma booklet on anxiety and depression will also be assessed, with measures
being taken at the same time points as outlined under research question 1., above.

3. Is compliance with reading the trauma information bookkt related to outcome?

It will also be assessed what proportion of clients actually read the trauma information booklet
and how helpful they perceive it. The relationship of compliance and outcome will be
investigated.
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~.5.3

1.

HYPOTHESES

Hypotheses relating to the effectiveness of the trauma booklet

1.1 Clients in the trauma booklet condition will show a greater reduction in their symptoms of
PTSD following their RTA at 3 weeks, 3 months, 6 months and 9 months follow-up than
clients in the waiting list control condition.

1.2 Fewer clients in the trauma booklet condition will request CBT treatment at the time of their 9
months' follow-up assessment than clients in the waiting list condition.

1.3 Clients in the trauma booklet condition will show a greater reduction in anxiety and
depression at 3 weeks, 3 months, 6 months and 9 months follow-up than clients in the
waiting list control condition.

2.

Hypothesis concerning relationship ofcompliance with reading the booklet and outcome

2.1 There will be a positive relationship between the perceived helpfulness of the trauma booklet,
compliance and improvement in PTSD symptoms in clients assigned to the trauma booklet
condition.
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3.0 METHOD

3.1 PARTICIPANTS

Participants were drawn from a population of clients who had attended the Accident &
Emergency Department of two large General Hospitals, following their RTA. All potential
participants were fIrst put through a screening procedure which happened within a period of up to
6 months following their RTA, consisting of,jirstly, being sent a version of the PTSD Diagnostic
Scale at 6-weeks after the RTA (PDS, Foa et al., 1997) inviting people to fill this out and send this
back if they would like to be considered for a R TA follow-up programme to help them get back to
normal after their RTA, secondly, a standardized clinical assessment interview with a clinical
psychologist (baseline assessment session) between 2 and 5 months after the RTA, thirdly, a threeweek symptom self-monitoring phase andfourthly, the administration of the Clinician
Administered PTSD Scale (CAPS-DX, Blake et al., 1995) by an independent assessor. Ifpeople
still met full criteria to satisfy a diagnosis ofPTSD and their score on the PDS was of a severity of

14 or more (cut-off based on study by Ehlers et al, 1998), they were considered eligible for
inclusion into the programme. Exclusion criteria from the programme included brain damage or
spinal cord injury as a result of the RTA; unconsciousness for more than 15 minutes; no memory
of the RTA; as well as chronic major psychiatric disorders (e.g. schizophrenia, manic-depressive
illness or psychosis); current drug and alcohol dependence; and borderline personality disorder or
other severe current psychiatric problems, which were considered needing immediate intervention.
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A total of 55 participants met inclusion criteria and 28 of these were randomly assigned to
the trauma booklet group (experimental condition) and 27 of these to the waiting-list group
(control condition). Over the course of the RTA programme, three people dropped out of the

lable 5: Description of the Sample

Demographic Data
Age (years)
Mean
Stafldard Deviatiofl

Gender
Female
Male
Education
Higher Education
A-Levels
GCSE
None
Other
Time from R T A to random allocation
(allocation session)
Mean (weeks)

Booklet
(N 25)

Control
(N 25)

39.11
(10.67)

36.73
(12.66)

=

=

17 [68.0%1
8 [32.0%]

17168.0%]
8132.0%1

16
0
7
1
1

8
5
11

1

17.67

19.40
(5.61)

(4.49)

Standard Deviation

29.60
(8.26)

28.31
(6.73)

BDI
Mean

21.56

20.68

Standard Deviation

(9.37)

(7.78)

22.56
(9.60)

21.68

Standard Deviation

Baseline Severity of Symptom s
PDS Frequency
Mean

BAI
Mean
Standard Deviation

(7.99)
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trauma booklet group for the following reasons: one sought treatment with antidepressants; one
tnoved abroad and one sought other treatment; and two people dropped out of the waiting-list
group, for the following reasons: one was already a poor attendee during assessment interview
procedures and one sought psychological treatment). Therefore, fmal results will be reported on 25
Participants in the trauma booklet group and 25 participants in the waiting list control group.

Table 5, above, presents some of the demographic data of the sample and it can be seen that
the two groups are very evenly distributed in terms of their age and gender. There are some
differences in their educational levels, with the trauma booklet group having more people in higher
education, but none with A-level education only and one person who had received no education at
all. Also presented are participants' scores on the PTSD Diagnostic Scale (PDS), the Beck
Depression Inventory (BDI) and the Beck Anxiety Inventory (BAI) for the trauma booklet and the
Waiting list control groups. Scores fall into the moderate range of severity on all three measures
ofPTSD, depression and anxiety. Statistical analysis confirmed that the distribution between the
two groups on all measures are normally distributed and that there were no group differences on
any of the measures.

3.2 DESIGN

The research design is a randomised controlled trial to evaluate the efficacy of treatment for
acute PTSD following aRTA, based on a single session of individually tailored advice to clients
combined with the handing out of a trauma information booklet. The research was combined with
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a large-scale on-going research trial taking place at a University Department of Psychiatry (names
of the programme directors are included in Appendix I), evaluating the effectiveness of specialist
CBT treatment. For the purpose of this dissertation, efficacy in improving the symptoms of PTSD
will be measured, comparing two conditions: 1. 25 clients receiving a single session of advice and
linked with this a trauma booklet, and 2. 25 clients in a waiting list control condition.

The design is a repeated measures design and outcome measures of PTSD symptom
severity, anxiety and depression were taken at baseline, immediately before the trauma booklet
advice session (allocation session) and 3 weeks, 3 months and 9 months after the handing out of
the trauma booklet (independent variable) during an advice session or an equivalent waiting time.
Compliance with reading of the booklet was assessed by self-report at 3 weeks. The results were
correlated with PTSD symptom severity at subsequent follow-ups.

3.3 MEASURES

3.3.1 STRUCTURED CLINICAL INTERVIEWS
3.3.1.1 Structured Clinical Interview for DSM-IV (SClD. First et 01.. 1995) - The SCID is a

structured clinical interview schedule, containing a clinician-administered screener for all
psychiatric disorders based on DSM-IV (American Psychiatric Association (AP A), 1994)
diagnostic guidelines. The full SCID interview for all Axis I disorders was given (see Appendix
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IV). For Axis II disorders, the SCID-II screener (see Appendix IV) and, if applicable only, the full
borderline personality module was applied.

3.3.1.2 Clinician Administered PTSD Scale (CAPS-DX, Blake et al.. 1995) - The CAPS-DX is an in-

depth, structured clinical interview, assessing for PTSD criteria based on DSM-IV diagnostic
guidelines. It allows for assessment of symptom frequency as well as perceived symptom intensity
over a week on all of its 30 items, using a five-point rating scale (0

=never/none; 4 = most or all of

the time/extreme). It also contains interviewer ratings of global validity, global severity and global
improvement for use over time. Additionally, it contains five items, relating to associated features
of PTSD, such as guilt, survivor guilt, reduced awareness of surroundings, de-realization and
depersonalization. The CAPS-DX was administered by CAPS-DX trained, independent clinical
psychologists. The CAPS-DX was taken before clients were allocated to their respective
experimental conditions and at 3 months' and 9 months' follow-ups.

3.3.2 SELF-REPORT MEASURES

3.3.2.1 Posttraumotic Diatnostic Scale (FDa, et al., 1997) - The PDS (see Appendix V) is a brief, 49-

item, client-scored screening and diagnostic instrument that helps assess the presence and
symptom severity of PTSD. Clients are asked to rate how much they were bothered by each of the
PTSD symptoms specified in the DSM-IV on a scale ranging from 0 (not at all) to 3 (5 or more
times a weeki almost always) over a period of a week. In addition, the presence or absence of
PTSD is determined by assessing whether a client endorsed the minimum number of symptoms
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(with at least a score of 1) required by DSM-IV criteria. The PDS yields both a PTSD diagnosis
according to DSM-IV criteria and a measure ofPTSD severity. In an additional scale, clients were
also asked to rate how much distress they had perceived in connection with each of the PTSD
symptoms specified in DSM-IV ranging from, 0 = 'not at all' to 3 = 'very distressing'. The sum of
these scores yields an overall PTSD distress rating. Clients also indicate whether or not the
symptoms interfere with a variety of areas of their lives. The PDS demonstrated high internal
consistency (r = .92) and good test-retest reliability (r = .74 for the diagnosis ofPTSD and r

= .83

for symptom severity). It showed good diagnostic agreement criteria with the Structured Clinical
Interview for DSM-IV (First et al., 1995) and good sensitivity and specificity (r = .65; agreement =
82%; sensitivity = .89; specificity = .75). Clients completed the PDS as part of their baseline
assessment package, after having monitored their symptoms for 3 weeks and before allocation to
either of the two conditions (allocation session) and 3 weeks, 3 months and 6 months later.

3.3.2.2 Beck De.pression Inventory (BDl. Beck 1978. Beck et 01.. 1988) - The BDI (see Appendix VI)

is a 21-item self-report measure of depression that has been shown to have good reliability and
validity. The BDI's internal consistency ranges from .58 to .93 and test-retest reliability estimates
range from .69 to .90. The BDI correlates highly (R = .96) with clinician ratings of depression
(Beckham & Leber, 1995) and concurrent validity of the BDI with respect to clinical ratings and
the Hamilton Psychiatric Rating Scale for Depression with non-psychiatric populations is .60 and
.74, respectively (Beck et al., 1988). This measure was administered at baseline, allocation session,
3 weeks, 3 months and 9 months later.
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3.3.2.3 Beck Anxiety Inventory (BAI -Beck etal.. 1988) - The BAI (see Appendix VII) is a 2 I-item

self-report measure of common symptoms of anxiety, which are rated on a 4-point scale (0

= never

to 3 = almost all the time), which has been shown to have good reliability and validity. This
measure was administered at baseline, allocation session, 3 weeks, 3 months and 9 months later.

3.3.2.4 The Trait Dissociation Questionnaire (TDQ - Murray. Ehlers & Mayou. submitted) - The

questionnaire contains 38 items, measuring 7 different aspects of dissociation, namely detachment
from others and the world, sense of split self, lability of mood and impulsivity, inattention and
memory lapses, emotional numbing, confusion and altered sense of time, and amnesia for
important life events. The internal consistency of the total score was Cronbach's alpha
the retest reliability over a 2-months period r

=.93, and

=.86. The TDQ (see Appendix VIII) was used to

measure the severity of dissociation in clients at baseline assessment.

3.3.2.5 The Trauma Booklet Evaluation Questionnaire (TBEQ) - This questionnaire was based on

an earlier, longer version used in the trauma booklet pilot study and contains 10 questions aimed
at assessing compliance and clients' subjective ratings of helpfulness of the trauma booklet.
Examples of the questions included are: 'Did you read the trauma booklet? (Answers: 'Yes', 'Parts
of it' and 'No'); 'What parts did you read?'; 'Is there anything about the parts that you didn't read
that could be improved so that you would be more likely to read them?'; 'Is there anything about
the parts that you did read that could be improved?'; 'Please indicate, how helpful you have found
this booklet?' (Answers: 'Not helpful at all', 'Not helpful', 'Some parts were helpful', 'Quite
helpful', 'Very helpful'); 'Would you recommend the use of this booklet for other survivors of
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trauma and their families and carers?' (Answers: 'Yes', 'No'). Clients in the trauma booklet
condition were asked to return a completed TBEQ (see Appendix XII) together with the other
questionnaires, 3 weeks after they had attended their trauma booklet advice session.

3.4 PROCEDURE

3.4.1 INITIAL RECRUITMENT PHASE

Clients who had attended the Accident & Emergency Department of either of the two
General Hospitals as a result of their RTA were sent an information leaflet about the study and the
PDS. Those who returned a reply slip saying that they were interested and had a score of 14 or
more on the PDS were subsequently contacted by an assistant psychologist by telephone within 2
months of their RTA. They were fIrstly given information about the study and then asked if they
had noticed any problems following their RT A, such as difficulties driving, avoidance of any
reminders of the R T A or more than usual upset since the accident. It was explained to them that
they might like to participate in a special RTA programme that was testing ways of helping people
get back to normal more quickly after aRTA. People were told that they would fIrst need to
complete a detailed assessment to make sure that their symptoms were the ones that the
programme was designed for. It was explained to them that if their problems were the ones the
programme could help with, they would then be seen for an appointment by a clinical psychologist
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and asked to fill in a daily record of their symptoms for three weeks. Then they were informed that

if their symptoms were the ones that the programme was designed for they would be allocated to
one of two conditions, they would either receive cognitive-behavioural therapy (CBT) immediately
or 9 months later. If they were assigned to the group receiving delayed CBT treatment, they would
then either: a. meet with a clinical psychologist or research nurse who would give them an information

booklet and explain to them how they could use this to get back to normal by working through this at
home or b. they might be asked to observe their symptoms for a few months before receiving CBT
sessions.

For the purpose of this dissertation, conditions a. and b., only, of the delayed CBT treatment
group will be relevant and reported on, as these formed an integral part of a much larger scale
PTSD treatment research programme (Ehlers et al., in prep.). Potential participants who
registered their interest were then sent a covering sheet briefly explaining the study, together with a
pack of questionnaires, which contained a questionnaire relating to current life circumstances (see
Appendix II) and the questionnaires, which formed part of the baseline measures. They were also
given an appointment to attend the SCID interview.

3.4.2 BASELINE ASSESSMENT PHASE

Potential participants were asked to complete the PDS, BDI, BAI and the TDQ and bring
these along to their baseline assessment appointment. They were then met by one of the assessors
in the trial (refer to Appendix I for names of assessors) and assessed with the full version of the
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l>TSD section of the SCID and screener versions for AXIS I disorders and AXIS II disorders of the
SCID (see Appendix IV). If the screener of any of the AXIS I or II disorders were positive, the
potential participant would then be taken through the full module of the SCID for the respective
section that they scored positively on. Clients who did not meet the required criteria for the study
Were excluded at this stage, and if necessary, guided to another appropriate service that could help
them. This would include clients not meeting PTSD, those meeting criteria for borderline
personality disorder, alcohol or drug dependence, a history of psychosis or any other major
psychiatric problem that needed more urgent attention.

Clients who had a positive clinical diagnosis of PTSD and a PDS score of 14 or higher and
still indicated that they would like to be part of the RTA programme, were given an information
sheet about the programme and 2 consent forms to complete and sign (see Appendix III). They
were also given a diary (see Appendix IX) to monitor their symptoms for the next 3 weeks and an
explanation of how to do this. They were asked for a date at which they could attend another
appointment about 3 weeks later and were given another set of the PDS, BDI and BAI, which they
were asked to complete and bring with them to their next appointment in 3 weeks' time.
Following their baseline assessment, clients were randomly allocated to either immediate CBT
treatment (not relevant for the purpose of this dissertation) or to the trauma booklet or the waiting
list conditions by one of the directors of the programme. Group allocations were not known to any
of the other clinical research psychologists taking part in the RT A programme and would only be
given to the allocated treating clinical psychologist, once a participant had passed their fmal
criteria for inclusion into the RTA programme 3 weeks' later. Final allocation to the experimental
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phase of the RTA programme was dependent on the client having a continued PDS score of 14 or
higher at the allocation session.

3.4.3 EXPERIMENTAL PHASE

3.4.3.1 THE TRAUMA BOOKLET

The trauma information booklet 'Understanding your Reactions to Trauma', described in
section 2.4 of the Introduction of this dissertation, was used as part of the experimental procedure

in this research. As the booklet had been written for survivors of all trauma and not specifically for
people traumatized by RTA, it was decided to include an additional A4 information sheet, which
was folded into the middle of the booklet, highlighting information specific to RTAs and how to
use the booklet. The information sheet was entitled: 'Making the most of 'Understanding your
Reactions to Trauma' (see Appendix X). It included instructions to participants, that because they
would be reading the booklet as part of their RTA programme, during which they would be
regularly monitored throughout, they should ignore the comments made throughout the booklet
about seeking professional help. It included a section on how to use the booklet, in which it was
stressed that people wouldn't have to read the booklet all at once, but could dip into it and read
through some of the passages each time. It explained that it was normal and healing to experience
some emotions while reading through the booklet. It also included a section on how to tackle
problems specific to people involved in an accident, especially explaining avoidance of driving and
safety behaviours and what people need to learn in order to re-gain control over their driving.
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3.4.3.2 EXPERIMENTAL PROCEDURE

a. Trauma booklet condition: Following random allocation to this condition, 28 clients
were seen by a researcher for an individualized advice session, taking between 30 to 40
minutes. All researchers, consisting of six clinical psychologists (including the current
author) and two research nurses followed a standardized protocol, which they had been
trained in (using video feedback) by the author of this dissertation, prior to the
commencement of the trial. All researchers were additionally given a sheet (see Appendix
XI), summarizing the protocol for the trauma booklet advice session. The protocol for the
session consisted of three parts. The first part involved providing an explanation of the
rationale for the advice session to the client. This included explaining to the participant
that the aim of the meeting was to introduce a booklet that had been written in
conjunction with other survivors of trauma and that preliminary research had shown this
to be helpful to clients when they knew how to use it with their particular problems. It
was explained to clients that the purpose of the meeting was to explore some of the
client's own reactions to the RTA, so that they could make best use of the booklet with
their particular problems. Clients were given their copy of the booklet and asked how
they felt about being part of the trauma booklet condition of the trial in order to note any
potentially adverse reactions, which could then be addressed throughout the meeting.
The second part focused on the exploration of the accident and its effect on the client. The
researcher asked the client to describe when, where and what happened during their
RTA. They would then make some notes about the client's descriptions of their reactions
to the accident. Clients were then asked what to them had been the most difficult thing
about the accident and what had been the most distressing for them? The researcher then
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aimed to normalize the symptoms, explaining that it is very common to feel affected by
trauma in that way. The researcher explored with the client how they had coped with
their reactions and whether they had understood what their reactions were about.
Researchers were trained to look out especially for feelings of self-blame, shame or fear of
losing control or going mad. They would elicit from clients whether they had ever talked
to anybody in detail about their RTA and how that had felt and if they had done it again,
since and if not, why not (checking for symptoms of avoidance). Researchers then
normalized the reactions that the client described as very common and understandable.
The third part focused on explaining the use of the booklet to clients. It was explained to
clients that the booklet consisted of two parts, one on understanding reactions to the
trauma and the other on learning to cope with the trauma. Clients were encouraged to
use the booklet in any way they liked, such as writing in it or using sticky labels. The
researcher then aimed to link client's described reactions with parts of the booklet, for
example, by sticking labels in the corresponding parts of the trauma booklet, focusing on
both the understanding and the learning to cope sections. This was done in a very
encouraging and normalizing way. Clients were also made aware that the trauma booklet
contained a supplement that was especially written for problems relating to R T As. The
advice session was completed by asking the client if they had any further questions or
concerns about anything else that was discussed in the session. Clients were told that they
would be monitored throughout and that if their symptoms hadn't improved by the end
of the 9 months' period they would be offered up to 12 sessions ofCBT with a clinical
psychologist. It was also explained that clients would be contacted by post to fill out
some questionnaires in three week's time, including one aimed at fmding out how helpful
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they had found the booklet and how they may have used it to benefit them.

b. Waiting list control condition: 27 clients were allocated to the waiting list
condition, for which they met for a 15-20 minute with a researcher who told them that
they had been assigned to a condition where they would monitor their reactions for a
period of 9 months because often these went away just by themselves. Clients were told
that they would be monitored throughout and asked to give feedback at regular intervals,
such as after 3 weeks by post and after 3 and 9 months for another assessment visit. It
was explained to them that if their reactions were still a problem for them at the 9
months' follow-up they would be offered up to 12 sessions of CBT treatment.

3.5 ETIDCAL ISSUES

The present research was part of an ongoing large scale PTSD research study (refer to
Appendix I for the names of the principal investigators) that started on 1st May 1998 and which the
author of this dissertation had been part of since its beginning. Full Ethical Committee Approval
was obtained (Oxfordshire Psychiatric Research Ethics Committee No: 95/54).

Clients in the waiting list control and the trauma booklet conditions, who had not
recovered from their symptoms of PTSD at the 9 months' assessment point, were offered up to 12
sessions of specialist CBT treatment from the clinical psychologists taking part in the study. Clients
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who were not suitable for inclusion into the study were referred to suitable, alternative sources of
help, wherever possible.

4.0 RESULTS

4.1 DATAANALYSIS
All analyses were performed using the statistical package SPSS (Version 10.0). Homogeneity
of variances was checked by carrying out Bartlett-Box F-tests. None of these variables showed
unequal distributions or variances across the two conditions. The data therefore met the
assumptions of normality necessary for the use of parametric statistics. Repeated measures
analyses of variance (using the SPSS MANOVA programme) were conducted for the statistical
analysis of the efficacy of the trauma booklet in reducing symptoms ofPTSD, anxiety and
depression in the experimental group compared to the waiting list control. Pearson's Correlations
between compliance and continuous measures were calculated with the eta-coefficient (as
recommended by Linton and Gallo, 1975). For correlations between compliance and dichotomous
measures, the phi coefficient was used. Pearson correlations were used to calculate the relationship
between perceived helpfulness and continuous measures. For correlations with dichotomous
measures the phi coefficient was used.
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4.2 EFFICACY OF BOOKLET IN REDUCING SYMPTOMS OF PTSD,
ANXIETY AND DEPRESSION

4.2.1 Hypothesis 1.1 Effects of the trauma booklet on reduction of symptoms of PTSD

Changes in symptoms ofPTSD were examined in the following ways. Firstly, PDS
frequency and distress ratings at each point in time were compared between the two groups. Table
6, below, illustrates the means and the standard deviations for both PDS frequency and distress at
the different assessment points for the trauma booklet and for the waiting list control group. As can
be seen from this table, both PDS frequency and distress in both groups show a reduction over
time. The PDS frequency and distress scores taken in the two conditions at baseline were

Table 6. Means and Standard Deviations (parenthesis) for PDS scores over time for the 2 conditions

....

Condition

Time

PDS

Baseline

Frequency
Distress

29.60
30.68

(8.26)
(8.76)

28.31
28.71

(6.73)
(7.71)

Allocation session

Frequency
Distress

26.24
24.62

(7.28)
(7.07)

23.70
22.76

(8.03)
(8.93)

3 week follow-up

Frequency
Distress

19.753
19.223

(8.87)
(9.27)

19.381
20.20 1

(7.92)
(8.41)

3 months follow-up

Frequency
Distress

16.442
18.052

(9.05)
(9.98)

17.823
17.173

(9.26)
(8.85)

18.251
17.81'

(9.00)
(9.86)

15.472
16.062

(9.14)
(9.34)

9 months follow -up

Frequency
Distress
Note: N - 25 per group, except 1 N - 22; 2 N - 23; IN - 24;

Booklet Condition

Wai!in list control
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compared to those taken at the allocation session to find out whether the self-monitoring of
symptoms had had an effect on the reduction ofPTSD symptoms. Statistical analysis using
repeated measures ANOVA testing the effect of condition (trauma booklet - waiting list control)
and condition x time (baseline - allocation session) on PTSD symptoms (PDS frequency or PDS
distress) was performed. The results showed that the main effect of condition was insignificant as
might be expected before experimental allocation, but that there was a significant main effect of
time, F(1,48)

= 17.95, p < .001.

The same analysis was performed for the PDS distress ratings

and the results also confmned a significant main effect oftime, F(l,48)

=38.40, p < .001, but no

group effect or interaction.

Next, repeated measures ANDVAs were conducted to examine whether there were any
significant differences in PTSD symptomatology between the allocation session and at the 3-week,
3 months and 9 months time intervals. These revealed a very significant overall main effect of time

=20.7l,p < .001; 3 months: F(1,45) =41.53,p
< .001; 9 months: F(l,43) =47.69, p < .001) and PDS distress ratings (3 weeks: F(l,44) =7.78,p
on both PDS frequency ratings (3 weeks: F(l,44)

< .01; 3 months: F(1,45)

= 17.15,p < .001; 9 months: F(l,43) = 30.00,p < .001).

However, there

were no significant interactions of condition by time on any of the PDS frequency ratings (3
weeks: F(I,44):: .18, n.s; 3 months: F(I,45) =3.08, n.S.; 9 months: F(l,43)

=.05, n.s.) nor on any

of the PDS distress ratings (3 weeks: F(1,44) = 1.32, n.s; 3 months: F(1,45) =.20, n.s.; 9 months: F

(1,43) = .01, n.s.).
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Table 7. PTSD diagnosis at 3 and 9 months follow-up

Condition
Time
3 months follow-up

9 months follow-up

Booklet condition

Waiting list control

PTSD
NoPTSD

16
9

64.0%
36.0%

13
12

52.0%
48.0%

PTSD
NoPTSD

13 2
IP

54.2%
45.8%

10'
13'

43.5%
56.5%

Note: N = 25 per group, except IN - 23; 2 N - 24;

Table 7, above, illustrates the PTSD diagnostic status of clients at their 3 and 9 months'

follow~

ups, respectively, as assessed by an independent, 'blind' assessor. It can be seen that at the 3
months' and the 9 month's follow~up, marginally more clients in the waiting list control condition
seemed to show a greater PTSD improvement rate compared to the trauma booklet condition,
However, statistical analysis, using Pearson's Chi-Square, revealed that this difference was too
marginal to show statistical significance (3 months: Xl = .739; df= 1; n.s.; 9 months: Xl = .537; df
= I; n.s.). The CAPS~DX diagnoses established by independent assessors at 3 and 9 months were
also correlated with the PDS diagnoses established by client self~report at 3 and 9 months using
Pearson's Chi-Square and a significant relationship between the two emerged (3 months: Xl =
14.23; df= l;p < .01; 9 months: Xl = 6.97; df= l;p <.05», indicating good agreement between
the two measurements.

The CAPS~ DX severity ratings taken by independent assessors were also examined as indicated in
table 8, below, which outlines the means and standard deviations of the CAPS~DX severity scores
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Table 8. Means and Standard Deviations for CAPS-DX scores across the 2 conditions

Condition
Measure

Time

Booklet Condition

Waiting list control

Mean

SD

Session 1

CAPS-OX

54.50

(17.10)

3 months follow-up

CAPS-OX

35.85

(20.85)

9 months follow-up

CAPS-OX

35.091

(23.56)

Note: N

=25 per group, except

1

Mean

SD
(17.20)

37.753

30.082

(19.21)

(20.91)

N - 22; J N - 23; W - 24;

across time. The CAPS-DX confirmed the reduction in PTSD scores over the 9 months' follow-up
phase in both conditions. There was a significant main effect of time (3 months: F(1,47) = 48.20, p
< .001; 9 months: F(l,40) = 71.68,p < .001), but no difference between the trauma booklet and

the waiting list condition.

Clients' subjective ratings on the PDS of the extent to which they had rated they had 'come
to terms' with the trauma (0-100%), their 'level of upset' (0-100%) and their rated level of overall
disability (0-10) in terms of 'work', 'social and leisure activities' and 'family life and home
responsibilities' as a result of their symptoms ofPTSD were also examined. Table 9, below,
illustrates the means and standard deviations of these ratings across the 2 conditions at session I
and 3 and 9 months' follow-up. Repeated measures ANDVAs were used to explore whether the
improvements in ratings between the allocation session and the 3 and 9 months' follow-up were
statistically significant. A significant main effect of time was found for the coming to terms' ratings
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Table 9. Means and Standard Deviation of ratings of distress, coming to terms and disability

Condition
Time

Subjective Ratings on
thePDS

Allocation session

Coming to terms
Level of upset
Level of disability

59.092
46.953
4.90 a

(17.36)
(22.04)
(2.11)

3 months follow-up

Coming to terms
Level of upset
Level of disability

73.402
31.733
3.573

(20.40)
(25.52)
(2.53)

Booklet Condition
Mean
SD

Coming to terms
(19.96)
72.75°
32.611
Level of upset
(20.41)
Level of disability
3.34°
(2.13)
Note: N = 25 per group, except W - 20; IN- 21; 2N - 22; 3 N - 23; tiN - 24;

9 months follow-up

(3 months: F(l,43)

Waiting list control
Mean
SD
56.523
58.263
4.21
66.083
48.693
3.353
72.722
40.902
2.08 1

(15.55)
(19.22)
(2.04)
(17.77)
(28.33)
(1.89)
(22.92)
(28.60)
(2.08)

= 16.17, p < .001; 9 months: F(I,40) =21.94,p < .001), the level of upset

ratings (3 months: F(1,44) = 13.83,p < .001; 9 months: F(I,41) = 28.67,p < .001) and the
disability ratings (3 months: F(I,44) = 14.64,p < .001; 9 months: F(l,38) = 23.31,p < .001). No
interactions between condition and time were found.

Additionally, the CAPS-DX global severity ratings as established by independent assessors
were evaluated for the allocation session and the 3 and 9 months follow-up assessments. The
CAPS-DX global improvement ratings by independent assessors at the 3 and 9 months'
assessments were also examined. Table 10, below, indicates the means and standard deviations for
these measures for the 2 conditions. Repeated measures ANOVAs for the global severity over time
indicated that there was a significant main effect of time (3 months: F(I,43)

= 18.06, p < .001;
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9 months: F(1,39)

=24.17, p < .001), but no statistically significant difference between the two

conditions over time.

Table 10. Means and Stondo,d Deviation of CAPS-DX ratings of global severity and improvement

Condition
CAPS-DX

Time

Booklet Condition

Mean

SD

Waiting list control
Mean
SD

Session 1

Global severity

2.043

(0.46)

2.05 1

(0.49)

3 months follow-up

Global severity
Global improvement

1.503
2.09 3

(0.78)
(1.13)

1.611
2.39 1

(0.67)
(1.20)

9 months follow-up

Global severity
Global improvement

1.4S1
1.951

(0.70)
(1.17)

1.350
1.681

(0.93)
(1.32)

Note: N - 25 per group, except W - 20; W- 21; W - 22; J N- 24;

Independent samples t-tests were also performed to examine as to whether there would be any
difference between the ratings of the 2 conditions on global improvement at the 3 and 9 months
assessments, but no statistically significant difference emerged.

Variables that may potentially predict outcome were correlated with treatment response (as
defined by F oa et al., (1991) as a 50% change in PDS frequency or more) and in terms of overall
percentage of symptom improvement on the PDS after 9 months for the 2 conditions. In the
trauma booklet condition it was found that dissociation negatively influenced the percentage
improvement in PTSD symptoms (r = -.397; p < .05), as did a diagnosis of current major
depression, as assessed by the SCID DSM-IV diagnostic assessment (r = --.662; p < .01).
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Treatment response was also negatively significantly affected by the experience of current major
depression (r = -.584; p < .001), but clients with a high score on avoidance as measured by the
PDS, responded significantly better in the trauma booklet condition (r == .416; p < .05). For the
waiting list control condition, the only variable that influenced treatment response on the PDS (r ==
-.468; p < .05) and the percentage overall symptom improvement after 9 months (r == -.548; p <

.001) was gender, with women showing a poorer response than men.

In summary, although a number of different variables emerged that affected treatment
response in the trauma booklet and waiting list conditions, the experimental hypothesis, which
stated that there would be a statistically significant difference between the trauma booklet
condition and the waiting list condition in relation to a comparative reduction in PTSD symptoms,
has to be rejected in favour of the null hypothesis, because no such overall difference was found.

4.2.2 Hypothesis 1.2 Effects of the trauma booklet on requests for CBT treatment at their 9
months' follow-up assessment

Pearson's Chi-Square test was used to establish whether there was a difference between
conditions in the request for CBT treatment at 9 months' follow-up. Table 11, below, illustrates
the number of clients requesting CBT treatment after 9 months in each of the conditions. The
statistical results indicated that there was no significant difference (X 2 = 1.33; df = 1; n.s.) between
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the two conditions and the request for CBT treatment at 9 months' time. Therefore the

Table 11. Request for CBT treatment at 9 months' time

Request for Treatment at 9 months

Condition (N

=25)

No

Yes

Trauma booklet

8 (32%)

17 (68%)

'W aiting list control

12 (48%)

13 (52%)

Total

20 (40%)

30 (60%)

experimental hypothesis that fewer clients in the trauma booklet condition will ask for treatment at
the 9 months follow-up a sessment has to be rejected and the null hypothesis accepted.

4.2.3 Hypothesis 1.3 Effects of the trauma booklet on reduction of symptoms of anxiety and
depression

The differences in symptoms of anxiety and depression , as measured by the BAl and BDI ,
respectively, will now be represented across the different times of assessment. Table 12, below,
outlines the means and standard deviation of the two measures over time across the 2 conditions.
Both conditions show a gradual reduction in scores of depression and anxiety over time. In order
to explore the statistical significance of these observations, repeated measures ANOVAs were
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conducted to explore the changes in ratings between the allocation session and the 3 weeks', 3 and
9 months' follow-up. A significant main effect oftime was found for the reporting of depression (3
weeks: F(I,38) = 23.31,p < .001; 3 months: F(l,44) = 7.46,p < .01; 9 months: F(I,40) = 30.22,p
< .001) and the reporting of anxiety (3 weeks: F(l,44) = 4.87,p < .05; 3 months: F(l,44)

=32.01,

p < .001; 9 months: F(l ,40) = 30.37, p < .001). This indicated that clients in both conditions

experienced a significant reduction in their depression and anxiety symptoms over the 9 months'
follow-up period. No significant difference in effect was found between the 2 conditions and
therefore the experimental hypothesis that those clients reading the trauma booklet will experience
a greater reduction in depression and anxiety symptoms must be rejected in favour of the null
hypothesis.

Table 12. Means and Stondard Deviations for depression and anxiety over time for the 2 conditions

Condition
Time

Measures

Allocation session

BDI
BAI

18.68
18.20

(10.36)
(9.76)

17.40
17.60

(8.76)
(7.17)

3 week follow-up

BDI
BAI

15.953
15.043

(8.22)
(9.41)

15.13 1
16.771

(8.24)
(9.21)

3 months follow-up

BDI
BAI

14.172
12.002

(7.80)
(9.10)

14.132
12.173

(8.15)
(8.15)

BDI
14.19"
BAI
12.90°
Note: N - 25 per group, except W - 21; 1 N - 22; 2 N - 23; IN - 24;

(8.00)
(10.22)

9.95°
10.38°

(6.85)
(6.22)

9 months follow-up

Booklet Condition
SD
Mean

Waiting list control
Mean
SD
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4.3 COMPLIANCE WITH READING THE BOOKLE T AND OUTCOME

4.3.1 Hypothesis 2.1 Relationship between Compliance with reading the Booklet and
Outcome

As can be seen , from table 14, below, the majority of participants read the complete booklet, but a
somewhat lower percentage of client (56%) compared to both the previous study (Herbert et. al. ,

in prep .), where the trauma booklet wa used with chronic PTSD clients (compliance

= 71.4%)

Table 14: Results of Trauma Booklet Evaluation Questionnaire (TBE Q)

Compliance with reading

Current study
study
= 25)

<N

Yes
Parts of it
No
Helpfulness
Very
Quite
Some parts
Not
Not at all
Recommendation to friend
Yes
No
Missing data

Previons Oxford
study - [N = 421

Turkish
{N -299}

14
9
2

(56%)
(36%)
( 8%)

[71.4%]
[26.2%1
[ 2.4%]

1 61.0%}
{33.0%}
1 6%}

4
11
6
2
-

(16%)
(44%)
(24%)
( 8%)

[36.6%]
[24.4%]
[34. 1%]
[ 2.4%]
[ 2.4%]

1 8.3%}
{57.0%}
129.7%}
{ 4.2%1
l O.8%}

19

(76%)

-

-

198.1 %}
{ 1.9%1

6

(24%)

[94.9%1
[ 5.1 %1
-

-

-

alongside their CBT trea tment and the T urkish study, where a translation of the booklet was used
with survivors of the Turkish earth quakes ( ompliance

= 61%), read the w hole booklet.

2 clients

reported not reading the booklet, one because she felt that her symptoms had already improved
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and the other beca use the trauma booklet wa given to her just before she was due to go on holiday
and she didn 't have the chance to read it in time for the 3 weeks assessment point. The majority of
participants (60%) found the booklet very or quite helpful and 24% fo und some parts of the booklet
helpful. 2 clients (8%) did not find the trauma booklet helpful and their feedback will be discussed
as part of the qualitative a sessment, below. 76% of participants indicated that they would
recommend the trauma booklet to a friend uffering from tra uma and none of the participants
answered with a direct no , but two clients indicated that their recommendation would depend on
the situation, and 4 clients had not provided an answer to this question. Compared to the previous
study (Herbert et al., in prep.) and the Turkish earthquake study there seems a slightly more
negative trend in term of the overall feedback on the booklet.

As can be een from table 15, below, a significant relationship between compliance and
treatment response (defined by Foa et al. , 1991) emerged (r

= .459; p < .05). A statistically

Table 15: Correlations between compliance and perceived helpfulness and outcome and
influencin variables

PREDICTOR VARIABLE
Treatment Response on PDS
Percentage improvement on PDS
Education
Cognitive Avoidance
Dissociation
Current Major Depression
Past Major Depression
** Probability Coefficient < .05
(*) Probability Coefficient < .10

COMPLIANCE
.459**
.435**
- .032
.480**
- .351(*)
- .452**
- .042

HELPFULNESS
.070
.027
.100
.182
- .338
.318
.117
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significant correlation was also found between compliance with reading of the booklet and
percentage symptom reduction on the PDS (r =.435;p < .05). It was also observed that the
experience of symptoms of avoidance as measured on the PDS predicted better compliance with
reading the booklet (r = .480; p < .05) while the experience of current major depression (as
assessed by the SCID DSM-IV diagnostic assessment) predicted poorer compliance (r =-.452;
p < .05), but there was no significant interaction between diagnosis of past episodes of depression

and compliance [as had been found in the CBT treatment study (Herbert et a1., in prep.)]. A trend
could be observed, suggesting that the experience of dissociation as measured by the Trait
Dissociation Questionnaire affected compliance with reading of the booklet (r =-.351; [p < . 10])
negatively.

No significant interaction was found between compliance with reading the trauma booklet
and clients' level of education. Clients' ratings of perceived helpfulness of the trauma booklet did
not correlate with PTSD symptom improvement or any other variables.

In summary, the hypothesis that clients who comply with the reading of the trauma booklet
show a better outcome in terms of improvement from their PTSD symptoms than those who do
not comply with the reading of the booklet was confirmed by the fIndings of this study.
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4.4 SUMMARY OF QUALIT ATIVE FINDINGS

The qualitati e feedba k data from the TBEQ (Trauma Booklet Eval uation Questionnaire)
was also examined.

lien

were a ked for feedback abo ut what they fo und most helpful about the

booklet and their comment are pre ented in Table 16, below. Not all clients gave answers to this
question and some lient gave more than one ans er. The item that was shared most by clients
was the fact that "my rea tion are ommon/ normal after trauma ". As can be deduced from table
16, below, ther are everal other helpful a pe t abo ut the trauma booklet that were highlighted

Table 16. What clients found most helpful about the trauma booklet

What clients found most helpful
Made me realize that man peo ple h ave the ame symptom s that I am suffering, which made
me realize that my reactions to the accident are quite normal
Had real people ' feeling and action that I could relate to which made me feel I am not
alone
My feelings are part of a process I need to go throudI
An~CT management
Clarity of the statement s
Clearly defined contents
Reactions of increased arousal
Very informative and relevant to my problem s
Information on th e sheet, dealing specifically with RTAs
Outlines actions in a way that made me feel positive
Ex planations of why certain reactions take place
Each time you read it it s ink~_ in a little bit more and makes a lot of sense
Very user-friendl y and easy to follow
Set out so that you can read small sections as time allows
Illustrations of events suffered by others --,-,-ut mine into perspective
Very upsetting to read but really that was a good thing
Guilt and self-blame
Numbing responses
Section on re-experiencing the trauma
Advice about tackling avoidance helped
Advice on depress ion
Helped me differentiate between the past and the present
Acted as a remind er for me to try and do~omething about m y problems

Shared by
7
2
2
2
2
2
2
2
2
2
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by more than one per on. 0 erall the feedba k bear

imilarities to earlier fmdings in the previous

qualitative trauma booklet e aluation tud and the pilot study. Only two clients (4.8 %) did not
find the booklet helpful. One of the e indi ated that there was not enough practical guidance and
that the trauma booklet " was depre ing becau e it gave me no help about what to do and when I started to
relate to things the advice in the booklet was too often to get in contact with a therapist or doctor'. The

feedback was that " too many i ue were covered which made the booklet too broad". The other
participants ' feedback abo ut the booklet wa that it seemed "daft to rely on a booklet to help some
process. At the time ofthe trauma booklet ession it seemed ok, but in everyday life ifI have a query or a
problem or worry I wouldn 't stop and get a book out to put me in the right direction" . Another person fed

back that initially after receiving the tra uma booklet she did not find it very helpful , but when she
went back to it later to read it again it meant much more to her and she indicated that she then
found it of help.

Table 17. What clients found least helpful about the trauma booklet

What clients found least helpfuJ
Facing doing it - having to work through it on m y own - aloneness is difficuJt for me
The fact that it 's a booklet - difficult to read when your concentration is low - which is when
you need the most advice
Not comprehensive enough I would Ilave liked to Ilave gone deeper with some of the forms of
trauma
Too much , did not seem to apply to me
Certain aspects J would like to try and get orted out and I now think that I can only do this by
speaking to someone
Other people 's experience eem to be o traumatic - made me feel guilty that mine was not
anything like that
When one is suffering from PTSD, e pecially in the early days , everything is an effort. I would
rather have read a bookIet dealing only with road traffic accidents.
Found it daunting to read through 60 pages ofbookJet to find the points most relevant to me
A lot of reading
Did not relate to m y trauma

Shared by
2
2
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All clients were in ited to feedba k tho e a pects that they found least helpful about the
trauma booklet.

ot all Ii nt ' mment d, but the comments of those , who did are presented in

Table 17, above. Opinion vary on th u efulness of the length of the booklet. Some clients would
have preferred to read a more detailed booklet about their trauma reactions, while others found a
60-page trauma bookle t quite daunting to read. Two participants felt that being alone with having
to tackle their symptom wa not helpful to them.

Nearly all clients (94.9%) indicated that they would recommend the booklet to a friend.
Several clients felt that everything was covered in the trauma booklet and did not make any

Table 18. Improvements clients wouJd like to be made to the booklet

What clients wooJd like to see improved
More detail - not comprehensive enough
More about partner ' s feelings and how to best to cope with someone in a trauma
Needs to be something for people, aged 13-18years, so that they could also understand the
booklet
Better to have had a number of smaller, relevant leaflets - daunting to read booklet
A 200d dialogue starter, but a booklet won ' t be able to help with the aloneness
Perhaps using less traumatic experiences as examples
Would have been good to have been given booklet strai2ht after the accident

Shared by
3

suggestions for improving the booklet. Table 18, above , outlines those suggestions for
improvement that were made by participant . Three participants would have liked a more detailed
and comprehen ive booklet to work through while one person found the reading involved in the
current booklet invol ed daunting. Two people highlighted that they had difficulties with their
concentration after their RTA and therefore that reading of the booklet was problematic for them.
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5.0

DISCUSSION

The aim of this dissertation was to examine whether a CBT trauma education booklet
could be a useful resource for clients suffering from PTSD, anxiety and depression to help them
achieve a reduction in their symptoms. Firstly, the main fmdings from this study will be
summarized in relation to the hypotheses stated in the Introduction section of this dissertation.
Secondly, the implications of these findings, including clients' qualitative feedback, will be
considered and discussed in relation to the various aspects about PTSD, examined in the
Introduction. Thirdly, limitations of the present study will be highlighted. Fourthly,
recommendations for the treatment of PTSD will be made and possibilities for future research
highlighted.

5.1

SUMMARY OF THE FINDINGS

5.1.1 HYPOTHESIS 1.1 - Effects of the trauma booklet on reduction of symptoms of PTSD

The results from the present study indicated that clients experienced an overall significant
reduction in their symptoms of PTSD over the 9 months' experimental time period, but that clients
who received the trauma booklet experienced no greater reduction in their PTSD symptoms than
clients who were part of a waiting list control condition. There was high conSistency across
fmdings on all different measurements ofPTSD symptomatology, such as PTSD frequency and
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distress as measured by the PDS; PTSD diagnostic status and assessment ofPTSD severity
established by CAPS-DX through independent assessors; clients' subjective ratings of 'having
come to terms', 'level of upset' and 'overall disability'; and independent assessor's ratings of global
improvement and global severity as established through the CAPS-DX. Therefore, it has to be
concluded from these fmdings, contrary to expectations, that the hypothesis that reading of the
trauma booklet will achieve a greater reduction in symptoms ofPTSD following clients' RTA
must be rejected in favour of the conclusion that reading of the trauma booklet leads to no greater
reduction ofPTSD symptoms than clients being part of a waiting list controL However, fmdings
indicated that symptom improvement was influenced by different variables in the trauma booklet
condition compared to the waiting list control condition. For example, it was observed that those
clients who had a current diagnosis of major depression and dissociation responded less well in
terms of a reduction in their PTSD symptoms in the trauma booklet condition, but not in the
waiting list condition. In contrast, clients who scored high on avoidance responded better in terms
of improvement in PTSD symptoms in the trauma booklet condition, but not in the waiting list
controL These findings suggest that although both conditions led to the same overall amount of
improvement in PTSD symptomatology that this might have been influenced by different factors.

5.1.2 HYPOTHESIS 1.2 - Effects of the trauma booklet on requests for CBT treatment at 9
months' follow-up

It was found that there was no significant difference in the number of clients requesting

CBT treatment for their remaining symptoms of PTSD between the trauma booklet condition and
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the waiting list control condition and the trend (not statistically significant) even indicated that a
greater number of clients in the trauma booklet condition (68%) requested further psychological
help at the end of the 9 months' period compared to clients in the waiting list control condition
(52%). Again it has to therefore be concluded that reading of the trauma booklet does not reduce
client's requests for psychological help with their PTSD, following an RTA.

5.1.3 HYPOTHESIS 1.3 - Effects of the trauma booklet on reduction of symptoms of anxiety
and depression

Further, clients in both conditions experienced a greater overall reduction in their
symptoms of anxiety and depression over the 9 months experimental period, but again there was
no significant additional effect in reduction of anxiety or depression for those clients receiving the
trauma booklet. For this hypothesis also there is no evidence that the reading of the trauma
education booklet helps to reduce symptoms of anxiety and depression in clients following their
RTA.

5.1.4 HYPOTHESIS 2.1 - Relationship between compliance with reading the booklet and
outcome

Compliance with reading the booklet was good, although it appeared somewhat lower
compared to both, measures of compliance in the previous CBT study (Herbert et al., in prep.),
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and in the Turkish earthquake study with 299 responders. The majority of clients in the current
study found the trauma booklet helpful. A slight trend emerged in relation to the perceived
helpfulness of the trauma booklet as rated by the clients in both the previous CBT treatment study
(Herbert et aI., in prep.) and the Turkish earthquake study, who gave higher ratings compared to
clients' ratings in the current study. The same trend was maintained also in relation to clients'
indicated willingness to recommend the trauma booklet to a friend. In the previous CBT treatment
study and the Turkish earthquake study, 94.9% and 98.1 % of people, respectively, indicated that
they would recommend the trauma booklet to another person, whereas the percentage rate of
clients who indicated they would do this in the current study was 76%.

A significant interaction emerged between people's compliance with reading of the trauma
booklet and PTSD symptom reduction and positive treatment response. Compliance was observed
to be negatively affected by people's experience of episodes of current depression and symptoms of
dissociation and positively influenced by people's experience of avoidance symptoms.

5.2 DISCUSSION OF THE FINDINGS

The fmdings of this study did not support the experimental hypotheses that the
administration of a trauma booklet would lead to a greater reduction in PTSD symptoms
compared to a waiting list control condition. Firstly, the validity of the waiting list control
condition employed in the current study will be examined and then several aspects will be
discussed in relation to the findings of this study, such as: factors related to the nature of PTSD
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and the ingredients required for its treatment; factors related to the trauma booklet and its content;
factors related to limitations in the design and nature of the current study; and the implications of
this study for clinical practice.

5.2.1 Validity of the waiting list control condition

The results of the current study showed that at the 9 months follow-up assessment 45.8% of
clients in the trauma booklet condition and 56.5% of clients in the waiting list control condition no
longer met a clinical diagnosis ofPTSD. A significant number of people experienced therefore a
reduction in their PTSD symptoms and it needs to be examined whether the size of this percentage
reduction in PTSD is consistent with outcome findings from other PTSD studies examining
spontaneous remission, or if not, which factors in the current study might account for the
differences between the current and other research findings and what are the implications of this
for the current study. Rothbaum et al. (1992), for example, found in a study of rape victims that
although 94% of clients met PTSD criteria within two weeks of their trauma this reduced to 65%,
47% and 42%, respectively, within a period of one, three and six months. Ehlers (2000) asserted
that across different studies, it can be estimated that about 50% of those people with initial PTSD
symptoms will recover spontaneously during the first year of their trauma. The results of the
current study therefore indicate consistency with the rate of PTSD symptom reduction as part of
spontaneous remission also observed in previous PTSD research studies and they therefore
validate the waiting list group as an acceptable control condition. They also provide further
evidence for the conclusion that the reading of the trauma booklet was not a significant factor
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leading to enhanced outcome over and above that already expected as part of spontaneous
improvement from PTSD. Considering the latter fmding it must now be explored what the reasons
might be for the lack of effectiveness of the trauma booklet in enhancing recovery from PTSD.

5.2.2

Factors related to the nature of PTSD and the ingredients required for its treatment

While it seems of utmost clinical importance to develop cost-effective and easily accessible
treatments for PTSD, which can be utilized early on in the course of PTSD in order to avoid the
suffering and potentially huge impact on people's lives associated with chronic PTSD, it may be
that educational self-help materials are not effective in treating PTSD because they do not contain
the necessary clinical ingredients required for the effective treatment of PTSD.

Although Lovell & Richards (2000) and Bower et al. (in press) tentatively suggested that
CBT self-help treatments might be effective both clinically and in terms of providing an easily
accessible low cost treatment option, their research concentrated on depressive and anxiety
disorders, but not on PTSD. PTSD is ultimately interlinked with a person's most basic survival
functions and therefore possibly more than with other psychological problems, a traumatized
person can feel completely controlled by their psychobiological reactions to the trauma, such as,
for example, the traumatic hyperarousal mediated by the limbic system (Rothschild, 2000). As
already described in detail in the introductory section of this dissertation, people often feel very
much out of control over their problems with anger, irritability, restlessness, sleeplessness, lack of
concentration and the constant perception that they are still currently in danger. Most of these
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reactions are experienced in a very physical way and it is likely that because of the very nature of
the experience ofPTSD, certain therapeutic interventions are not effective. For example, as
highlighted in the introductory section, research so far has shown that certain types of therapy,
such as supportive counselling (Bryant et al., 1998) or psychoanalytic psychotherapy (Van Etten &
Taylor, 1998) did not seem to have much effectiveness in the treatment ofPTSD. Bryant et al.
(1998), although initially treating clients suffering from ASD following either RTA or industrial

accidents, for example, found that 67% ofc1ients treated with 5 sessions of supportive counselling,
which consisted of education about the trauma, general problem-solving skills and unconditional
therapeutic support, still met full diagnostic criteria for PTSD six months after their treatment.
This was in comparison to a matched group of clients who received 5 sessions of CBT treatment,
consisting of education about trauma reactions, progressive muscle relaxation training, imaginal
exposure to traumatic memories, cognitive re-structuring of fear-related beliefs and graded in vivo
exposure to avoided situations. In the latter group of clients only 17% continued to meet full
diagnostic criteria for PTSD six months after treatment.

Ehlers & Clark (2000) postulated that trauma only leads to PTSD if a person continues to
process the trauma in a way that leads to current serious threat and that this is mediated by
mechanisms of both maladaptive appraisal ofthe trauma and its sequelae and the particular way in which

trauma is encoded into memory. Clinically, therefore, trauma therapy needs to employ techniques
aimed at modifying and correcting the mechanisms, which maintain the PTSD. One of the
clinical tasks of a trauma therapist working with people with PTSD in a cognitive behavioural
way, is to establish a therapeutic environment of trust and safety in which the current perceptions
of continued danger can be directly challenged, tested and eventually replaced with more helpful
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thoughts regarding people's present situations. Although, the trauma booklet provided education
on all the PTSD symptoms and gave basic advice on how to cope with these, based on CBT
principles, in clinical practice this is a process that takes time and requires repeated, systematic
exploration of the themes that may be maintaining the PTSD and ways to challenge these, e.g.
through in-vivo exposure or behavioural experiments, guided by the therapist often over several
treatment sessions.

Although people could have read the trauma booklet several times over, there would have
been several differences for them compared to the treatment they would have received from a
Clinical Psychologist, skilled in CBT trauma therapy. The fIrst of these is that their treatment
might not have been sufficiently individualized according to the specifIc nature of their experience
and subsequent problems, which is one of the factors very much embedded in skilled CBT trauma
therapy. Although the initial booklet session attempted some individualization, in therapy this
would be a continuous process that would adapt to clients' changing needs over time, which could
not have been achieved through the use of the trauma booklet. Indeed, feedback from one of the
clients who did not fmd the trauma booklet helpful was that it 'seemed daft to rely on a booklet to
help some process, because in everyday life when I have a query or a problem or worry a booklet
couldn't put me in the right direction'. Another client expressed that they felt that the booklet did
not relate to their trauma and a third client gave feedback that the booklet did not seem
comprehensive enough and that they would have liked to have gone deeper, and yet another client
indicated that 'it was too much and did not seem to apply to me'. All clients were potentially
indicating that the trauma booklet did not meet their individual needs, which an actual CBT
therapist might have been able to do in a more appropriate way.
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Secondly, another difference is that clients reading the trauma booklet would not have had
the continuous feedback from their therapist that would have helped them to track their progress
over time, including the identification of aspects which they might have been stuck with and the
subsequent joint exploration and resolution of these. One of the problems with PTSD, especially,

is that due to the frightening nature of the symptoms, people often completely avoid talking or
thinking about their problems in their daily lives in order not to have to face their uncomfortable
feelings. Although the trauma booklet provided some explanation of this and encouraged people
to confront situations and thoughts in a systematic way that they might be avoiding, it would not
have been able to help people recognize where they might have been stuck in their progress and
have motivated them enough to carry on challenging their feelings, despite their potentially very
distressing feelings. Of considerable importance here is also the fragmented nature of the trauma
memories, and although the booklet encouraged clients to 'get it out and talk about the trauma',
people might not have had conscious access to certain parts of their traumatic experience.
Therefore, unless they had continued to write and re-write their story several times in a systematic
manner, they may not have gained conscious access to certain trauma memories, which would
therefore not have been processed and continued to serve as traumatic triggers in people's daily
lives. This is an aspect of trauma treatment that might be very difficult to meet through means
other than working with an actual CBT trauma therapist skilled in imaginal exposure techniques.
Indeed one feedback from a client about what they found least helpful about the trauma booklet
was: 'Facing doing it - having to work through it on my own'. Another client gave feedback that
they thought that they could only now get certain aspects of their trauma sorted out by actually
speaking to somebody about them.

Page no: 90

Thirdly, one of the features ofPTSD is that the fear response is often generalized to
harmless stimuli in people's present day life (Herbert & Wetmore, 1999). Clients receiving the
trauma booklet would have done the reading in their daily environment and different to clients
receiving CBT based trauma therapy, would have therefore not have had the experience of visiting
a 'safe' environment, from which they might have had the necessary distance to re-evaluate the
actual safety of stimuli in their daily environment, which might have made it easier for them to
therefore challenge their safety behaviour, for example. The possibility that some people may have
felt 'unsafe' in their home environment while reading the trauma booklet could be connected to
some people's reported difficulties with the reading of the booklet, as education did not seem to
have a significant effect on people's compliance. Feelings of 'lack of safety' would have triggered
symptoms of hyperarousal, including people's ability to concentrate. One person indicated that
they 'found it daunting to read through 60 pages of booklet to find the points most relevant to
them', another expressed that it was 'a lot of reading' and yet another client gave the feedback that
'the booklet was difficult to read because my concentration was low' even though they knew that
this was when they 'would have needed the most advice' .

Lastly, a Clinical Psychologist trained in CBT trauma therapy would be able to draw on
anyone or several of a number of different techniques, such as education, self-monitoring of
symptoms, exposure treatment, cognitive re-structuring, anxiety or anger management, all of
which form part of the CBT approach to the treatment of PTSD, at any given time during the
therapeutic process. These techniques work on different levels and depending on the nature of the
technique chosen it could lead to changes in the cognitive, emotional or physiological systems of a
client. One of the skills of a trained therapist is to recognize which technique might most benefit a
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client at any given time, based on the therapist's own clinical experience and knowledge of
empirical research. Although, working through some of the recommendations on coping with the
trauma in the booklet would have tapped into some of these different CBT techniques, clients
would have not had the knowledge when to use which technique and how often and how long to
use this. The possibility that the trauma booklet played an educational role, only, rather than also
providing its readers with other therapeutically effective CBT techniques for the treatment of their
PTSD can therefore not be dismissed. As the study by Bryant et al. (1998) indicated supportive
counselling, which seemed to predominantly contain such an educational aspect unfortunately did
not prove to be effective in preventing PTSD. This possibility will now be further discussed, below,
when examining the factors related to the trauma booklet and its content.

5.2.2 Factors related to the trauma booklet and its content

There are several potential factors related to the trauma booklet and its content that may
have contributed to the lack of its therapeutic effectiveness as demonstrated in this study. These
will now be highlighted, below.

One of the potential reasons that the trauma booklet did not show a therapeutic
effect is that it was not originally written with the intention to replace the process of trauma
therapy. When it was first written in 1995, it was the first self-help trauma booklet, based on CBT
techniques in the United Kingdom, and possibly in the world. As outlined in the introductory
section of this dissertation, the trauma booklet had been written in collaboration with survivors of
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trauma, who had recovered from their PTSD as a result of receiving CBT trauma therapy. The
booklet had been written as a direct result of the author's clinical observations that many of the
trauma clients that she encountered seemed to secretly fear that 'they were going mad' and 'that
their reactions were completely abnormal', both aspects which, were found by Ehlers et a1. (1998)
to be important predictors of PTSD one year after the experience of a trauma. The trauma booklet
had been written as an educational guide wanting to enable sufferers from PTSD greater
understanding of their reactions to trauma in order to help them re-gain control and lose their
feelings of stigmatisation, which it was hoped by the author, would lead survivors of trauma to
come forward and ask for therapeutic help sooner rather than suffer in silence for a long time or
remain mis- or undiagnosed for years. It seems, according to the qualitative feedback received
from clients in the present study and also in the previous CBT treatment study (Herbert et aI., in
prep.), that the booklet seems to help clients understand their reactions to trauma better and leaves
them feeling less alone with these and therefore is fulfilling the aims that it had originally been
written for. The results of the current study seem to suggest that, this educational effect, however,

is not sufficient to achieve a significant therapeutic effect in terms of helping people heal from their
PTSD.

Another problem may have been that, because the trauma booklet was not originally
written with the intention of replacing therapy, the recommendation to see a G P or another
professional, who will be able to help clients further with their difficulties, appears rather
frequently in the booklet. Although clients were informed in the supplementary sheet that they
should ignore this recommendation as they were already monitored as part of the research trial,
this could nevertheless have affected clients' confidence in terms of using the booklet as their only
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source of help for their PTSD. It is also interesting to note in this context that when the trauma
booklet was used in conjunction with CBT therapy in the previous study (Herbert et aI., in prep.),
clients' compliance with reading the booklet seemed to be somewhat higher.

Yet, another factor that seems important to consider is the trauma booklet's relative breadth

in terms of the topic areas covered. The booklet was written in fairly simple language covering all
of the common reactions to trauma and it gives simple advice of how to cope with these in order to
be able to reach as many people as possible and to make the booklet accessible despite clients'
potential difficulties with concentration. For some people the booklet may not have provided
enough depth in terms of guidance on how to try out some of the coping strategies suggested in the
booklet, and therefore some clients may not actually been able to put any of the suggestions into
practice. Evidence for this seems to come from some of the qualitative feedback where some
clients indicated that the booklet was not comprehensive enough for them. This feedback is
contrasted by feedback from some other clients that even such a relatively 'simple' to read booklet
was 'a lot of reading' and some people might have preferred 'a number of smaller, relevant
leaflets', because it was 'daunting to read the booklet'.

A further factor could have been the trauma booklet's lack of specificity in terms of RTAs.
The trauma booklet was written for single-incident traumas in general and although some of the
examples in the booklet relate directly to traumatic experiences linked to RTAs and an extra
information sheet specific to RTAs was included in this study, most of the booklet content
describes traumas other than RTAs. While the same mechanisms apply to PTSD as a result of a
RTA or other single-incident trauma, readers of the booklet may not have been able to relate very
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easily to examples, which were not directly linked to RTAs. This may have affected their
motivation in terms of acting on some of the advice given in the booklet or they may not have
recognized the relevance of the booklet to them. Both of these observations seem conftrmed by
some of the qualitative feedback that was given, for example, 'too much, did not seem to apply to
me', 'found it daunting to read through 60 pages of booklet to find the points most relevant to me',
'did not relate to my trauma' or 'when one is suffering from PTSD, especially in the early days,
everything is an effort. I would have rather read a booklet dealing only with road traffic accidents'.

5.2.3 Factors related to limitations in the design and nature of the current study

There are also some limitations in the design of the current study that need to be addressed
for future research. One factor is that the trauma booklet was tested only with a population of
RTA clients suffering from PTSD. From this study alone it is therefore difficult to conclude that
the trauma booklet may not indeed be more effective with people suffering from PTSD following
other types of trauma, although the above limitations of the booklet itself would still remain
relevant also with other client groups.

Another limitation might have been related to the fact that the trauma booklet was
introduced to clients as a therapeutic source of help on its own. In the past, the trauma booklet had
only ever been given to clients who were either waiting for their immediate CBT treatment for
PTSD, as in the original pilot study, or as part of already receiving CBT treatment for PTSD. In
the previous CBT treatment study (Herbert et al., in prep.) a positive relationship was found
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between clients' perceived helpfulness of the trauma booklet and their response to CBT therapy
after 3 weeks. However, it was not possible to ascertain as to whether clients who responded
positively to their CBT therapy after 3 weeks were more likely to fmd the booklet helpful as it
further reinforced elements of their therapy, or whether clients who found the trauma booklet
helpful were more likely to gain a direct therapeutic effect, which enhanced their rate of progress
in therapy. Despite managing clients' expectations in terms of not knowing which of the
conditions would be the most effective treatment for PTSD in the current study, it could be that
clients who were allocated to the trauma booklet or waiting list condition felt disappointed not to
have received CBT therapy for their PTSD immediately and this may have affected their
motivation with reading the booklet. Clients received the information about which condition they
Were allocated to as part of the research trial a few minutes before their introductory booklet
session. Although, clients may have initially indicated that they were happy to be part of the
trauma booklet condition and, indeed, some of them expressed relief at not having to attend the 12
sessions of CBT treatment, they may have only really realized that they would receive no further
direct input or help for the next 9 months, apart from the monitoring sessions, once they went
home and started reading the trauma booklet. Clients' disappointment, may have affected their
motivation and might have affected compliance with reading the trauma booklet, which seemed
indeed somewhat lower in this study compared to any of the previous studies and one of the
clients who did not fmd the trauma booklet helpful indicated, that: 'at the time of the trauma
booklet session it seemed ok, but in everyday life if! have a query or a problem or worry, I
wouldn't stop and get a book out to put me in the right direction'. Satisfaction ratings with
allocation to the booklet condition at a later stage in the trial may have been providing further
useful information regarding this possibility.
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Another consideration, related to the previous point is that, given the original intention of
the trauma booklet to be used as a supplement and not a replacement for CBT therapy, the trauma
booklet may have been more effective if clients would have had more access to a specialist CBT
therapist throughout their 9 months booklet trial period. For example, clients may have responded
to the booklet better in terms of its therapeutic effectiveness, if they had had one or two more
trauma booklet follow-up sessions. These might have included problem-solving of those areas in
which clients may have felt stuck with or which they hadn't been able to put into practice in the
duration of the 9 months. Another possibility would have been to have allowed clients to have
direct additional telephone access to a CBT therapist in this study, to discuss particular points in
the booklet that they may not have been able to relate to their trauma or to help them with their
motivation regarding trying out some of the recommended coping strategies. It may be that the
knowledge that clients would not be on their own with the reading of and working through the
booklet may have enhanced its direct therapeutic value. Indeed, some clients' qualitative feedback
related to the fact that working through the booklet on their own was difficult for them. It would
have been helpful to have asked clients for further feedback at their 9 months' follow-up, which
factors they might have felt would have made it easier for them to gain more direct therapeutic
value from the booklet.

5.2.4 Implications of the findings of this study for clinical practice and for future research

Several implications for clinical practice and future research arise from the findings of this study,
which will now be further discussed.
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The fmdings of this study indicate that the trauma booklet does not have a direct
therapeutic effect as a eBT treatment for clients suffering from PTSD following a RTA. It can
therefore not be clinically recommended as a cost-effective or therapeutically efficient replacement
for therapy with this client group. However, overall clients seemed to highlight various aspects
about the trauma booklet that they had found helpful, such as recognizing that their symptoms
were understandable and normal and that they were not alone with their feelings and actions and,
although these did not directly enhance their recovery from PTSD when the trauma booklet was
used a therapeutic medium on its own, these may be useful in terms of helping clients recognize
that they have a condition that they can receive help for. Future research may therefore be called
for to evaluate whether clients receiving the trauma booklet following their admission to A&E
departments after a RT A would be more willing to come forward to request help for their trauma
symptoms compared to people not receiving the booklet. Therefore the booklet could be useful in
preventing chronic PTSD and the severe human and societal costs of this by enabling clients to
request help promptly following their trauma.

Considering the overall current shortage of specialist CBT trained trauma therapists within
the NHS and private treatment settings, the question of how people suffering from PTSD might
best be helped in a fairly immediate and cost-effective way unfortunately remains unanswered by
the current research. A resource such as a booklet or other long-distance treatment programmes as
an alternative to CBT treatment would still seem to be of considerable clinical utility if it was
found to have a good therapeutic effect. It may therefore be helpful to direct future research
towards evaluating whether a trauma booklet that is more specifically relating to a particular
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trauma only, such as RTA, would be a more clinically effective tool than a booklet describing the
effects of trauma generically, as the current booklet does.

The current study also seems to indicate that a trauma booklet, which is based
predominantly on educational information, may have little direct therapeutic effectiveness in
treating PTSD. Therefore, further research is needed to evaluate which elements of a CBT
treatment approach are the most effective for the treatment ofPTSD and which of these might
lend themselves to incorporation into a self-help booklet or a long-distance learning programme.
Further, the current trauma booklet may have better therapeutic effectiveness for the treatment of
PTSD, if used in conjunction with additional client access to a CBT trained trauma specialist, such
as, for example, through telephone contact when the client felt the need for this. It would be
useful to evaluate whether this might be a helpful treatment possibility for clients not being able to
readily access specialist trauma services in their local area. The appropriate depth of a trauma selfhelp booklet would also need to be further investigated. It may be that clients could make use of a
more comprehensive and in-depth trauma self-help book, such as 'Overcoming Traumatic Stress'
(Herbert & Wetmore, 1999), for example, if they could have access to additional specialist
telephone support. This might be especially helpful for clients experiencing concentration
problems and for those for whom reading a 60-page booklet presented a problem. It could also be
helpful for clients suffering from symptoms of major depression, for whom compliance with
reading of the booklet proved more difficult.
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6.0

CONCLUSION

To conclude, the current booklet did not show significant therapeutic effectiveness for the
treatment ofPTSD for clients who had experienced a RTA. Therefore the booklet in its current
form cannot be recommended as a cost-effective part of routine clinical practice for RTA clients
who have developed PTSD. Further research is needed to investigate the elements that such a
trauma booklet or equivalent tool, would need to contain and how and under which conditions it
would most appropriately be administered in order to be an effective therapeutic method for the
early treatment ofPTSD and the subsequent prevention of chronic PTSD. However, the
qualitative fmdings from this research seem to indicate that the trauma booklet in its current form
may serve some usefulness in enabling people understanding of their symptoms ofPTSD and in
providing advice on how and where to seek additional therapeutic help, which, ifsought out early,
may serve to prevent the occurrence of chronic PTSD and its devastating effects.
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7.0

REFERENCES

Andrews G., Slade T. & Peters L. (1999) - Classification in psychiatry: ICD-IO versus DSM-IV. British
Journal o/Consulting and Clinical Psychology, 56, 893-897
American Psychiatric Association (1994) - Diagnostic and statistical manual 0/mental disorders (,fh edition).
APA. Washington, D.C.
Beck AT., Epstein N., Brown G. & Steer R.A. (1988) - An inventory for measuring clinical anxiety:
Psychometric properties. Journal a/Consulting and Clinical Psychology, 56, 893-897
Beck AT., Steer R.A & Garbin M.e. (1988) - Psychometric properties of the Beck Depression Inventory:
twenty-five years of evolution. Clinical Psychology Review, 8, 77-100
Beck AT. (1978) - Depression Inventory. Centre for Cognitive Therapy, Philadelphia
Bisson, J., Jenkins, P., Alexander, J. & Bannister, C. (1997) - Randomized controlled trial of
psychological debriefmg for victims of acute bum trauma. British Journalo/Psychiatry, 171, 78-81.
Blake D.D., Weathers F.W., Nagy L.M., Kaloupek D., Klauminzer G., Charney D. & Keane T. (1995)The development of a Clinician-Administered PTSD Scale. Journal o/Traumatic Stress, 8, 75-90
Blanchard E., Hickling E., Barton K., Taylor A, Loos W. & Jones-Alexander J. (1996) - One year
prospective follow-up of motor vehicle accident victims. Behaviour, Research and Therapy, 34, 775-786.
Bordow, S. & Porritt, D. (1979) - An experimental evaluation of crisis intervention. Social Science and
Medicine, 13a,251-256.
Bower, P., Richards, D. & Lovell, K. (in press) - The clinical and cost-effectiveness of self-help treatments
for anxiety and depressive disorders in primary care: a systematic review. British Journal a/General Practice
Bowman, D., Scogin, F. & Brenda, L. (1996) - The efficacy of self-examination and cognitive bibliography

in the treatment of moderate depression. Psychotherapy Research, 5, 131-140.
Brady, K.T., Killeen, T.K., Brewerton, T. & Lucerini (2000) - Comorbidity of Psychiatric Disorders and
Posttraumatic Stress Disorder, Journal a/Clinical Psychiatry, 61, (7), 22-31.
Breslau N., Kessler R.C., Chilcoat H.D., Schultz L.R., Davis G.c. & Andreski P. (1998) - Trauma and
posttraumatic stress disorder in the community. Archives a/General Psychiatry, 55, 626
Breslau N., Davis G.C., Peterson E., Schultz, L. (1997) - Psychiatric sequelae of posttraumatic stress
disorder in women. Archives a/General Psychiatry, 54, 81-87
Bromet E., Sonnega A. & Kessler R.C. (1998) - Risk factors for DSM-III-R PTSD: findings from the
National Comorbidity Survey, American Journalo/Epidemiology, 147,343-361.

Page no: 101

Bryant, R. A, Harvey, AG., Dang, S.T. & Sackville, T. (1998) - Treatment of Acute Stress Disorder: A
comparison of behavioural therapy and supportive counselling. Journal of Consulting and Clinical Psychology,
66, 5, 862-866.
Bunn, T. & Clarke, A (1979) - Crisis Intervention: An experimental study of the effects ofa brief period of
Counselling on the anxiety ofrelatives seriously injured or ill hospital patients. British Journal ofMedical
Psychology, 52, 191-195.
BUrgess, M., Gill, M. & Marks, I. (1998) - Postal self-exposure treatment of recurrent nightmares. British
Journalo/Psychiatry, 172,257-262.
Caplan, (1964) - Principles ofpreventive psychiatry (pp.26-55). Tavistock, London.
Carter, J.e. & Fairburn, e.G. (1998) - Cognitive-behavioural self-help for binge eating disorder: A
Controlled effectiveness study. Journal of Consulting and Clinical Psychology, 66,616-623.
Chalder, T., Wallace, P. & Wessely, S. (1997) - Self-help treatment of chronic fatigue in the community:
A randomised controlled trial. British Journal ofHealth Psychology, 2, 189-197.
Davidson J.R.T. (2000) - Introduction to New Strategies for the Treatment of Posttraumatic Stress
Disorder. Journal of Clinical Psychiatry, 61, 7, 3-4
Derogatis, L. R. (1977) - Symptom Checklist-90-R: Administration, Scoring and Procedure Manual I,
Clinical Psychometrics Research, Baltimore.
Dunmore E., Clark D.M. & Ehlers A (1999) - Cognitive factors involved in the onset and maintenance of
posttraumatic stress disorder (PTSD) after physical or sexual assault. Behaviour Research and Therapy, 37,
809-829
Dunmore, E.C., Clark, D.M. & Ehlers, A. (1997) - Cognitive factors in persistent versus recovered posttraumatic stress disorder after physical or sexual assault: a pilot study. Behavioural and Cognitive
Psychotherapy, 25, 147-159.
Dyregrov, A. (1989) - Caring for helpers in disaster situations: psychological debriefing. Disaster
Management, 2, 25-30.
Ehlers, A. (2000) - Posttraumatic Stress Disorder. In: Gelder, M.G., Lopez-Thor & Andreasen, N.e. (Eds),
New Oxford Textbook ofPsychiatry. Oxford University Press, Oxford.
Ehlers, A & Clark, D.M. (2000) - A cognitive model of Posttraumatic Stress Disorder, Behaviour Research
and Therapy, 38,319-345.
Ehlers, A, Mayou, R.A & Bryant, B. (1998) - Psychological predictors of chronic posttraumatic stress
disorder after motor vehicle accidents. Journal 0/Abnormal Psychology, 107, 508-519.
Ehlers, A & Steil, R. (1995) - Maintenance of intrusive memories in posttraumatic stress disorder: a
cognitive approach. Behavioural and Cognitive Psychotherapy, 23, 217-249.

Page no: 102

Evans, K., Tyrer, P., Catalan, J., Schmidt, U., Davidson, K., Dent, J. Tata, P., Thornton, S., Barber, J. &
Thompson, S. (1999) - Manual-assisted cognitive behaviour therapy (MACT): A randomised controlled
trial of a brief intervention with bibliotherapy in the treatment of self-harm. Psychological Medicine, 29, 1925.
Fairbank, J.A., Schlenger, W.E., Saigh, P.A. et al. (1995) - An epidemiologic profile ofPTSD: prevalence,
comorbidity and risk factors. In: Friedman M.J., Charney D.S., Deutsch A.Y. (eds), Neurobiological and
Clinical Consequences 0/ Stress: From Normal Adaptation to PTSD. Lippincott-Raven Publishers, Philadelphia,
Pa.
Fecteau, G. & Nicki, R. (1999) - Cognitive Behavioural Treatment of Post Traumatic Stress Disorder
After Motor Vehicle Accident. Behavioural and Cognitive Psychotherapy, 27, (3), 201-214.
First, M.B., Spitzer, R.L., Gibbon, M. & Williams, J.B.W. (1995) - Structured Clinical Interview for DSM-IV
Axis I Disorders - Patient version (SCID-I1P, Version 2.0). Biometrics Research Department of the New
York State Psychiatric Institute, New York
Foa, E.B., Riggs, S.D., Massie, D.E. & Yarczower, M.(awaiting publication) - The Impact of Fear
Activation and Anger on the Efficacy of Exposure Treatment for PTSD - personal copy of submitted
paper.
Foa, E.B., Ehlers, A., Clark, D.M., Tolin, D.F. & Orsillo, S.M. (1999) - The Post-Traumatic Cognitions
Inventory (PTeI): Development and validation. Psychological Assessment, 11, 303-314
Foa, E.B. & Rothbaum, B.D. (1998) - Treating the trauma o/rape. Cognitive-behaviour therapy for PTSD.
Guilford, New York.
Foa, E.B. & Meadows, E.A. (1997) - Psychosocial treatments for post-traumatic stress disorder: A critical
review. In J. Spence (Ed.), Annual Review o/Psychology, 48, 449-480. Palo Alto, CA: Annual Reviews, Inc.
Foa, E.B., Cashman, L., Jaycox, L. & Perry, K. (1997) - The validation of a self-report measure of
posttraumatic stress disorder: the posttraumatic diagnostic scale. Psychological Assessment, 9, 445-451
Foa, E.B. & Meadows, E.A.(1997) - Psychosocial treatments for posttraumatic stress disorder: a critical
review. In Spence J., Darley J.M. & Foss D.J. (eds), Annual Review o/Psychology, 48, 449-480.
Foa, E.B., Hearst-Ikeda, D. & Perry, K.J. (1995) - Evaluation of a brief cognitive-behavioural program for
the prevention of chronic PTSD in recent assault victims. Journal o/Consulting and Clinical Psychology, 63,
948-955.
Foa, E.B., Riggs, D.S., Dancu, C.V. & Rothbaum, B.O. (1993) - Reliability and validity of a brief
instrument for assessing posttraumatic stress disorder. Journal o/Traumatic Stress, 6, 459-473.
Foa, E.B., Rothbaum, B.O., Riggs, D.S. & Murdock, T.B. (1991) - Treatment of Posttraumatic Stress
Disorder in rape victims: A comparison between cognitive-behavioural procedures and counseling. Journal
a/Consulting and Clinical Psychology, 59, (5), 715-723.
Freud, S. (1925) - Beyond the pleasure pn·nciple. Liveright, New York (1956).

Page no: 103

Freud, S. (1955) - Introduction to psychoanalysis and the war neuroses. In J.Strachey (Ed. and Trans.),
The Standard edition ofthe complete psychological works ofSigmund Freud (vol.ll, pp. 266-211). Hogarth,
London. (Original work published in 1918).
Freud, S. & Breuer, J. (1895) - Studies in hysteria. Hogarth Press, London.
Fritzler, B.K., Hecker, J.E. & Loose, M.e. (1997) - Self-directed treatment with minimal therapist contact:
Preliminary fmdings for obsessive-compulsive disorder. Behaviour Research and Therapy, 35, 627-631.
Gallup, G.G. & Maser, J.D. (1977) - Tonic immobility: Evolutionary underpinnings of human catalepsy
and catatonia. In M.E.P. Seligman & J.D. Maser (Eds.), Psychopathology: Experimental models (p.p. 334357). W.H. Freeman, San Francisco.
Gould, R.A. & Clum, G.A. (1995) - Self-help plus minimal therapist contact in the treatment of panic: A
preliminary investigation. Behaviour Therapy, 26,533-546.
Gould, R.A., Clum, G.A. & Shapiro, D. (1993) - The use of bibliotherapy in the treatment of panic: A
preliminary investigation. Behaviour Therapy, 24, 241-252.
Hammarberg, M. (1992) - Penn Inventory for Post-Traumatic Stress Disorder:Psychometric Properties.
Psychological Assessment: A Journal of Consulting and Clinical Psychology, 4, 67-76.
Harvey, A. G. & Bryant, R.A. (1998) - The relationship between acute stress disorder and posttraumatic
stress disorder: A prospective evaluation of motor vehicle accident survivors. Journal ofConsulting and
Clinical Psychology, 66,507-512.
Hellstrom, K. & Ost, L.G. (1995) - One-session therapist-directed expOsure versus two forms of manual
directed self-exposure in the treatment of spider phobia. Behaviour Research and Therapy, 33, 959-965.
Hembree, E.A. & Foa, E.B. (2000) - Posttraumatic Stress Disorder: Psychological Factors and
Psychosocial Interventions. Journal ofClinical Psychiatry, 61, (7),33-40.
Herbert, C., Ehlers, A. Clark, D.M., Hackmann, A., McManus, F. & Fennell, M. (in preparation)Compliance with and perceived helpfulness of a trauma booklet administered alongside CBT treatment for
chronic PTSD.
Herbert, C. (2001) - Re-establishing Control· Evaluation ofthe use ofa Self-help Booklet for Survivors of Trauma
and their Families in the 1999 Turkish Earthquake - scientific presentation as part of the symposium 'Shedding
light - Positioning of structured CBT self-help material as a therapeutic tool' at the 31 SI EABCT Congress
in Istanbul, Turkey, 11th_15th September 2001
Herbert, e. & Wetmore, A. (1999) - Overcoming Traumatic Stress: A self-help guide using Cognitive Behavioural
Techniques. Constable & Robinson Ltd, London.
Herbert, C. & Jarisch, U. (1998) - 'The use of Energy Distribution MonitOring to affect schema-shifts in
trauma', Presentation at the Annual Conference ofthe European Association for Behavioural and Cognitive Therapies
(BABCT), September 1998, Cork, Ireland - also published in: Herbert & Wetmore (1999) - refer to above.

Page no: 104

Herbert, e. (1996) - Understanding your reactions to trauma - a booklet for survivors 0/trauma and their families.
The Oxford Stress and Trauma Centre, Witney, aXON.
Herman, J.L. (1992) - Complex PTSD: a syndrome in survivors of prolonged and repeated trauma.
Journal o/Traumatic Stress, 6,377-391.
Hildago, R.B. & Davidson, J.R.T. (2000) - Posttraumatic Stress Disorder: Epidemiology and healthrelated considerations. The Journal o/Clinical Psychiatry, 61, (7),5-13.
Hobbs, M., Mayou, R., Harrison, B. & Warlock, P. (1996) - Randomized controlled trial of psychological
debriefing for victims of road traffic accidents. British Medical Journal, 313, 1438-1439.
Horowitz, M., Wilner, N., Alvarez, W. (1979) - Impact of Events Scale: A Measure of Subjective
Stress, Psychosomatic Medicine, 41, 209-218.
Jones, J.e. & Barlow, D.H. (1990) - The etiology of posttraumatic stress disorder. Clinical Psychology
Review, 10, 299-328.
Joseph, S., Dalgleish, T., Williams, R., Yule, W., Thrasher, S. & Hodgkinson, P. (1997) - Attitudes
towards emotional expression and posttraumatic stress in survivors of the Herald of Free Enterprise
disaster. British Journal o/Clinical Psychology, 36, 133-138.
Joseph, S., Yule, W. & Williams, R. (1995) - Emotional processing in survivors of the Jupiter cruise ship
disaster. Behaviour Research and Therapy, 33, 187-192.
Kenardy J. A., Webster R., Lewin T., Carr V., Hazzell P., & Cater G. (1996) - Stress debriefing and
patterns of recovery following a natural disaster. Journal o/Traumatic Stress, 9,37-49.
Kessler R.C., Sonnega A., Bromet E., et al. (1995) - Posttraumatic stress disorder in the National
Comorbidity Survey, Archives o/General Psychiatry, 52, 1048-1060.
Lindy, J.D., Green, B.l. & Grace, M. (1992) - Somatic re-enactment in the treatment of posttraumatic
stress disorder. Psychotherapy and Psychosomatics, 57, 180-186.
Linton, M. & Gallo, P.S. (1975) - The practical statistician. Brooks/Cole: Monterey, e.A.
Lovell, K., Marks, 1.M., Noshirvani, H., Thrasher, S. & Livanou, M. (2001) - Do cognitive and exposure
treatments improve various PTSD symptoms differently? A randomized controlled trial. Behavioural and
Cognitive Psychotherapy, 29, 107-112.
Lovell, K. & Richards, D. (2000) - Multiple access points and level of entry (MAPLE): Ensuring choice,
accessibility and equity for CBT services. Cognitive Behavioural Psychotherapy, 28,379-391.
Marks, 1., Lovell, K., Noshirvani, H., Livanou, M. & Thrasher, S. (1998) - Exposure and cognitive
restructuring alone and combined in PTSD: a controlled study. Archives o/General Psychichiatry, 55, 317325.
Matthews, A.M., Teasdale, J., Munby, M., Johnston, D. & Shaw, P. (1977) - A home-based treatment for
agoraphobia. Behaviour Therapy, 8, 915-924.

Page no: 105

Mayou, R., Ehlers, A, & Hobbs, M. (2000) - Psychological debriefing for road traffic accident victims,
three-year follow-up of a randomized controlled trial. Bn"tish Journalo/Psychiatry, 176,589-593.
Mayou R.A, Bryant B. & Duthie R. (1993) - Psychiatric consequences of road traffic accidents. British
Medical Journal, 307,647-651.
Matsakis, A (1994) - Post- Traumatic Stress Disorder - A Complete Treatment Guide. New Harbinger
Publications, Oakland, California.
McNally, R.J. (2000) - Posttraumatic stress disorder. In T. Millon, P.H. Blaney, R.D. Davis (Eds), Oxford
textbook ofpsychopathology. Oxford University Press, Oxford.
Meichenbaum, D. (1994) - Treating Post-Traumatic Stress Disorder, A handbook and Practice Manualfor
Therapy. Wiley & Sons, Chichester.
Microsoft (1995) - Flesch-Kincaid Reading Ease Score, part of the Microsoft Bookshelf range of tools.
Based on a 100-point scale ofreadability with 60 -70 indicating a standard level of readability.
Mitchell, J. T. & Everly Jr. (1998) - Critical Incident Stress Management: A New Era in Crisis
Intervention. Traumatic Stress Points, 12,4,6-10.
Mitchell, J.T. (1983) - When disaster strikes: the critical incident stress debriefing process. Journal 0/
Emergency Medical Services, 8, 36-39.
Mowrer, O.H. (1947) - On the dual nature oflearning: A reinterpretation of "conditioning and problemsolving". Harvard Educational Review, 17, 102-148.
Murray, J., Ehlers, A & Mayou, R.A. (submitted) - Dissociation and Posttraumatic Stress Disorder: Two
prospective studies of motor vehicle accident survivors.
Nadel, L. & Jacobs, W.J. (1996) - The role of the hippocampus in PTSD, panic, and phobia. In N. Kato
(Ed.), Hippocampus: Functions and clinical relevance (pp. 455-463). Elsevier: Amsterdam.
Norris, F .H. (1992) - Epidemiology of trauma: Frequency and impact of different potentially traumatic
events on different demographic groups. Journal o/Consulting and Clinical Psychology, 60, 408-418.
Prigerson, H.G., Shear, M.K., Jacobs, S.C., Reynolds, C.F., Maciejewski, P.K., Davidson, J.R.T. et al.
(1999) - Consensus criteria for traumatic grief. A preliminary empirical test. British Journalo/Psychiatry,
174,67-73.
Resick, P.A. & Schnicke, M.K. (1993) - Cognitive processing therapy for rape victims. Sage, Newbury Park,
CA.

Riggs, D.S., Dancu, C.V., Gershuny, B.S., Greenberg, D. & Foa, E.B. (1992) - Anger and posttraumatic
stress disorder in female crime victims. Journal o/Traumatic Stress,S, 613-625.
Roemer L., Orsillo S.M., Borkovec T.D. & Litz B.T. (1998) - Emotional response at the time of a
potentially traumatizing event and PTSD symptomatology: A preliminary retrospective analysis of the
DSM-IV criterion A-2. Journalo/Behavioural Therapy and Experimental Psychiatry, 29, 123-130.

Page no: 106

Rose S. & Bisson J. (1998) - Brief Early Psychological Interventions Following Trauma: A Systematic
Review of the Literature, Journal o/Traumatic Stress, 11, (4), 697-710.
Rothbaum B.O. (1997) - A controlled study of eye movement desensitisation and reprocessing in the
treatment of posttraumatic stress disorder. Comparative Psychiatry, 37,419-429.
Rothschild, B. (2000) - The Body remembers - The Psychophysiology 0/ Trauma and Trauma Treatment. W. W.
Norton & Company, London.
Se1ye H. (1976) - The Stress o/Life. McGraw-Hill, New York.
Shalev A, Freedman S.A, Peri T., et al. (1998) - Prospective study of posttraumatic stress disorder and
depression following trauma. American Journal o/Psychiatry, 155,630-637.
Shalev, A Y., Bonne, o. & Eth, S. (1996) - Treatment of posttraumatic stress disorder: A review.
Psychosomatic Medicine, 58, 165-182.
Sinclair, N.D. (1993) - Homfic traumata: A pastoral response to post-traumatic stress disorder. Haworth, New
York.
Solomon S.D. & Davidson J.R.T. (1997) - Trauma: prevalence, impairment, service use, and cost. Journal
of Clinical Psychiatry, 58, 9, 5-11.
Spitzer, R.L., Williams, J.B.W., Gibbon, M. & First, M.B. (1990) - Structured Clinical Interview for DSM-IIIR. American Psychiatric Press, Washington, DC.
Tarrier, N., Pilgrim, H., Sommerfield, C., Farragher, B., Reynolds, M., Graham, E. & Barrowclough, C.
(1999) - A randomised trial of cognitive therapy and imaginal exposure in the treatment of chronic
posttraumatic stress disorder. Journal o/Consulting and Clinical Psychology, 67, 13-18.
Terr, L. (1994) - Unchained Memories. Basic Books, New York.
Van der Kolk, B.A., Burbridge, J., & Suzuki, J. (1997) - The psychobiology of traumatic memory: Clinical
implications ofneuroimaging studies. Iannals of the New York Academy of Sciences, 821, 99-113.
Van der Kolk, B.A., Pe1covitz, D., Roth, S.(1996a) - Dissociation, somatization, and affect dysregulation:
the complexity of adaptation of trauma. American Journal o/Psychiatry, 153, (7), 83-93.
Van der Kolk, B.A., Mc Farlane A.C. & Weisaeth L. (Eds.) (l996b) - Traumatic Stress. Guilford, New
York.
Van der Kolk, B.A. & Fisle, R. (1995) - Dissociation and the fragmentary nature of traumatic memories:
Overview and exploratory study. Journal o/Traumatic Stress, 8, (4), 505-525.
Van der Kolk, B.A. (1994) - The Body keeps the score: Memory and the eVOlving psychobiology of
posttraumatic stress. Harvard Review o/Psychiatry, 1, 253-265.
Van Etten M.L. & Taylor S. (1998) - Comparative efficacy of treatments for posttraumatic stress disorder:
A meta-analysis. Clinical Psychology and Psychotherapy, 5, 126-144.

Page no: 107
Wessely, S., Rose, S. & Bisson, J. (1998) - A systematic review of brief psychological interventions
("debriefing") for the treatment of immediate trauma-related symptoms and the prevention of post
traumatic stress disorder. Cochrane Library, 4, Oxford: Update Software.
White, J. (1998) - "Stresspac": Three-year follow-up of a controlled trial of a self-help package for anxiety
disorders. Behavioural and Cognitive Psychotherapy, 26, 133-141.
Wilson, J.P. (1995) - The Historical Evolution ofPTSD Diagnostic Criteria. In G.S. Everly, Jr and J.M.
Lating (Eds) Psychotraumatology. Plenum Publishing Corporation, New York.
Wilson, J.P. (1989) - Trauma, transformation and healing. Brunner/Mazel, New York.
Wilson, J.P. & Raphael, B. (1993) - International handbook o/traumatic stress syndromes. Plenum, New York.
Wolpe J. (1973) - Thepracticeo/behaviourtherapy. Pergamon Press: New York.
World Health Organization (1993) - The lCD-tO classification of mental and behavioural disorders.
Diagnostic criteria for research. World Health Organization: Geneva.
Yehuda R. (2000) - Biology of Posttraumatic Stress Disorder, Journal o/Clinical Psychiatry, 61, (7), 14-21.
Yehuda R., McFarlane A.C., & Sha1ev A.Y. (1998) - Predicting the development of posttraumatic stress
disorder from the acute response to a traumatic event. Biological Psychiatry, 44, 1305-1313.

Page no: 108

8.0

APPENDICES

APPENDIX I:

Names of Principal Investigators of the Research Programme and
Assessors participating in the present Study

APPENDIX II:

Brief Information Sheet and Demographics Questionnaire

APPENDIX ill:

Information Sheet and Consent Form

APPENDIX IV:

scm I Screening Module, scm II Questionnaire

APPENDIX V:

Posttraumatic Diagnostic Scale - (PDS)

APPENDIX VI:

BECK Depression Inventory - (BDI)

APPENDIX VII:

Beck Anxiety Inventory - (BAI)

APPENDIX vm:

Trait Dissociation Questionnaire - (TDQ)

APPENDIX IX:

Diary for recording PTSD symptoms

APPENDIX X:

Supplemental Sheet to Trauma Booklet

APPENDIX XI:

Protocol for Trauma Booklet Session

APPENDIX XII:

Trauma Booklet Evaluation Questionnaire - (TBEQ)

,
Any maps, pages, tables, figures
graphs,or photographs, missing
from this digital copy, have been
excluded at the request of the
university.

