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Abstracts 

Literature Review 

 

It is important to understand the natural trajectory of PTSD after trauma to help identify when 

spontaneous recovery is least likely, and when individuals may be at risk of developing a 

more chronic course of PTSD that requires intervention. We conducted a systematic review 

and meta-analysis of all longitudinal studies of adult PTSD (excluding treatment trials), with 

at least two time points within the first twelve months following trauma exposure. Our search 

identified 3071 articles, of which 78 were eligible to be included in the review. The pooled 

prevalence of PTSD was 26.96% at 1-month, 17.62 % at 3-months, 19.51% at 6-months, 

21.35% at 9-months, 16.87% at 12-months and 20.73% at 24-months. Regarding prevalence 

change, the most significant reductions were observed between 1- and 3-months, with a 9% 

decrease in absolute PTSD prevalence. While initial PTSD symptoms naturally remitted for a 

significant proportion of individuals within the initial three months, there was little evidence 

of spontaneous recovery beyond this point. At 1-month significantly higher levels of PTSD 

were seen following exposure to intentional trauma (42.2%) compared to unintentional 

trauma (23.40%), however no differences in prevalence were observed at later time points. 

Following both trauma exposures most natural remission occurred within the first 3-months. 

The results indicate that screening measures at 3-months post trauma will be more able to 

detect persistent symptoms than those conducted prior to this point, with interventions a 

priority at this time to prevent a more chronic course of PTSD. 
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Service Related Project 

 

There is growing awareness that the transition from relapsing remitting to secondary 

progressive multiple sclerosis can be one of particular difficulty for patients with multiple 

sclerosis. This transition can result in significant distress as patients adjust to this change, 

with worsening symptoms increasingly impacting on functioning. Despite this, there is 

limited research on how best to support patients around this time of transition. This article 

describes a service evaluation of a pilot group intervention specifically for these individuals. 

The intervention focussed on self-management strategies and aimed to increase patient’s self-

efficacy and positive illness beliefs, known to be related to wellbeing and adjustment to other 

long-term health conditions. Nine people with multiple sclerosis and three carers attended 

this group and took part in the service evaluation. The intervention was well received by both 

the patients with MS and the carers who attended, with all participants rating the group as 

very good. Preliminary data on self-efficacy and positive illness beliefs also showed 

improvements following the intervention. Recommendations based on the feedback from 

participants were made regarding the future development and evaluation of this intervention. 

 

Key Words: Multiple Sclerosis; Relapsing remitting; Secondary Progressive; Transition; 

Self-Management; Intervention; Group. 
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Main Research Project 

 

Objectives: This research aimed to explore the prevalence of health anxiety in stroke 

survivors and its relative impact on quality of life.  

Design:  A cross-sectional design was used including between group comparisons of high 

and low health anxious stroke survivors. 

Methods: One hundred and five stroke survivors took part in the study. Measures of interest 

were health anxiety, general anxiety, depression, disability and quality of life. Information on 

participant’s demographics and medical histories were also assessed. 

Results:  Thirty percent of the sample scored above the clinical cut off for health anxiety. 

Stroke survivors with high health anxiety were found to have significantly lower levels of 

quality of life and higher rates of depression. Regression analysis found health anxiety to be a 

significant predictor of quality of life in addition to levels of depression and disability.  

Conclusions: The prevalence of health anxiety in stroke survivors was significantly higher 

than the general population. Those with high health anxiety were found to have both poorer 

quality of life and higher levels of depression. Given the high prevalence and potential impact 

on quality of life clinicians may benefit from routinely screening for health anxiety in stroke 

survivors. Future research should explore the use of existing evidence based psychological 

interventions for health anxiety in this population. 

 

Key words: Health anxiety; Stroke; Quality of Life; Prevalence; SHAI.  

 

 

 

 

 

 

 

 

 

 

 

 

 



 10 

Literature Review 

 

 

 

Change in prevalence of post-traumatic stress disorder in the two years following trauma: a  

meta-analytic study 

 

 

 

Peter Diamond 

Doctorate in Clinical Psychology 

 Department of Psychology, University of Bath, Claverton Down, Bath, BA2 7AY  

Email: p.diamond@bath.ac.uk 

 

 

 

Internal Supervisors:  

Professor Catherine Hamilton-Giachritsis 

Professor Sarah Halligan 

Dr Rachel Hiller 

 

 

 

Word Count: 5390 

May 2020 

 

 

 

Proposed Journal for Submission: Clinical Psychology Review  

 

 

 

 

 



 11 

Introduction 

It is estimated that the worldwide lifetime exposure to a traumatic event is around 70%, 

ranging from 29% to 85% across countries (Benjet et al., 2016). Exposure to traumatic events 

has the potential to result in post-traumatic stress disorder (PTSD), with a life-time 

prevalence of around 10% (Breslau, 2009). PTSD is known to cause significant levels of 

distress in individuals and can result in marked impairments in overall quality of life 

(Olatunji, Cisler, & Tolin, 2007; Schonfeld et al., 1997). Based on version five of the 

diagnostic and statistical manual of mental disorders (DSM-5), the symptoms of PTSD 

include re-experiencing of the traumatic event, avoidance of stimuli associated with the 

trauma, changes in arousal and reactivity, and negative changes to an individual’s cognitions 

or mood (APA, 2013). While for some individuals PTSD can take a chronic course, lasting 

many years if left untreated, there is also an expected degree of naturally occurring recovery 

over time. For example, one systematic review found that half of individuals diagnosed with 

PTSD had remitted without treatment within three years after the trauma (Morina et al., 

2015). In one of the first large scale cross-sectional studies of PTSD prevalence in a 

community-based sample, Breslau et al. (1998) found that 20% of individuals with PTSD had 

remitted within 6-months without treatment, increasing to 40% at 12-months. Understanding 

the differing time courses of recovery is important to inform decisions around the timing of 

therapeutic interventions.  Research has indicated that intervening too early following trauma 

has the potential to disrupt natural coping and may lead to poorer long-term outcomes (Rose, 

Bisson, Churchill, & Wessely, 2004), but knowing when natural remission may be less likely 

is also crucial, to allow targeted treatment of more chronic presentations.  

To explore the time course of PTSD after trauma, Santiago et al. (2013) conducted a 

review of longitudinal studies between 1998 up to 2010. The median prevalence of PTSD in 

adults exposed to trauma was found to be 28.8% at 1-month, 17.8% at 3-months, 14.9% at 6- 

months and 17% at 12-months, indicating a possible tailing off of natural recovery by 3- 

months. This provides an indication of the time course of PTSD after trauma, however no 

meta-analyses were conducted to more accurately assess these prevalences and allow for the 

pooling of data across studies. A recent meta-analysis by Hiller et al. (2017) investigated 

PTSD trajectories in children, including the pooling of prevalence change in PTSD within 

studies. The results indicated that there was a period of spontaneous recovery in the initial 3- 

to 6-months post trauma, with only small improvements seen after this point. These findings 

suggest that a screening of trauma at 3- to 6-months is significantly more likely to identify 

individuals who are more likely to require intervention, compared with screening assessments 
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at 1-month post trauma. It is not known whether this course of PTSD recovery is the same or 

different in adults and at what point naturally occurring remission is least likely without 

treatment.  

Within individual studies of PTSD prevalence, research has shown that exposure to 

different types of trauma can impact on the risk of developing PTSD. The results of the US-

based National Comorbidity Survey found that exposure to traumas such as natural disasters 

and accidents resulted in around 10% PTSD prevalence, but prevalence was much higher 

following interpersonal traumas (i.e. 21% for physical assaults and 46% following sexual 

assaults) (Kessler et al., 1995). Since this survey, a number of research studies have further 

demonstrated this increased rate of PTSD following interpersonal trauma compared with 

other trauma exposures (Frans et al., 2005; Kessler et al., 1996; Kessler et al., 2014; Shalev & 

Freedman, 2005). Several reasons have been proposed to explain this increase in PTSD 

following intentional trauma, including higher levels of distress during the trauma (Ozer et 

al., 2003), increased perception of threat to life (Frans et al., 2005), and lower levels of social 

support (Brewin et al., 2000). There is some preliminary evidence that the course of PTSD 

symptoms may differ following interpersonal/intentional versus non-

interpersonal/unintentional trauma exposure, with natural recovery most evident following 

non-interpersonal trauma exposure, but worsening symptoms observed following 

interpersonal trauma exposure (rising from 12% at 1-month to 23% at 12-months post-

trauma) (Santiago et al., 2012). Potential differences in recovery trajectories have significant 

implications for predicting the time course of PTSD following trauma and the timing of 

screening and interventions. 

In addition to the nature of the trauma experienced, the way in which PTSD is 

assessed has also been shown to impact on prevalence estimates. Richardson et al. (2010) 

found that self-report measures led to an overestimation of PTSD prevalence in combat 

veterans. Similar findings were observed by Ruggiero, Rheingold, Resnick, Kilpatrick and 

Galea (2006) in a sample of adults exposed to the 9/11 terrorist attacks, with 4.1% reaching 

criteria for PTSD on self-report measures compared to only 1.7% on structured psychiatric 

interviews. This is thought in part to be related to self-report measures not fully accounting 

for functional impairment from PTSD, a necessary component of meeting PTSD criteria in 

diagnostic assessments (Richardson et al., 2010). Additionally, using cut-off of scores in self-

report may also lead to an over-estimation of prevalence, compared to the categorical criteria 

for diagnosis used in most clinician-led assessments (Forbes, Creamer, & Biddle, 2001). 

Given these potential differences, it is important to consider how assessment measures may 
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lead to differing PTSD prevalence over time and to help better understand at which point 

diagnostic interviews and self-report assessments may will be able to identify those most at 

risk of developing a more chronic course of PTSD.  

 

Aims and rationale 

This paper describes a systematic review and meta-analysis of prospective studies of 

PTSD in adults, excluding treatment trials. The primary aim was to investigate the prevalence 

of PTSD following trauma and the change in prevalence over time to determine the point 

when natural recovery is least likely. We used meta-analytic analyses to determine pooled 

estimates of the prevalence of PTSD at specific post-trauma time points over the two years 

following trauma exposure, as well as changes in prevalence over this time. The second aim 

was to explore potential moderators of both prevalence rates and change. Here we focused on 

trauma type (intentional versus unintentional) and assessment type (self-report versus 

diagnostic interviews).  This meta-analysis was conducted in collaboration with another 

DClinPsy student, Jac Airdrie (JA). Within his thesis he has explored the role of different 

moderators (age and gender) on PTSD prevalence and change in prevalence over time 

(Airdrie, unpublished DClinPsy thesis). 

 

Method 

Pre-registration 

This review was preregistered on PROSPERO (CRD42018105334). 

 

Search criteria 

PsychINFO, PubMed, and the Published International Literature on Traumatic Stress 

(PILOTS) database were searched for publications between 1980 (when PTSD was first 

introduced to the DSM) and November 2019. Search terms were “posttraumatic stress” OR 

“post-traumatic stress” OR “post traumatic stress” OR “PTSD” AND “longitudinal” OR 

“trajector*” OR “prospective”. No specific search terms were used to identify papers relating 

to the moderators trauma type and assessment type, with these articles captured within the 

overall search strategy and then coded accordingly. Age filters were applied to search for 

samples from 18 upwards. Searches were restricted to title and abstract. Search terms were 

developed in collaboration with the University Librarian.  
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Inclusion criteria 

Studies were included if: they included individuals over 18 who had experienced 

trauma, as defined by DSM 4 or 5 (APA, 2013); utilised a longitudinal design; had used a 

standardised measurement of PTSD (self-report or diagnostic interview); measured PTSD 

symptoms on at least two of the following time points: 1-month, 3-months (+/- 1 month), 6- 

months (+/- 1 month), 9-months (+/- 1 month) and 12-months (+/- 1 month). Additional 

follow up time points after 12-months were extracted if available. 

 

Exclusion criteria 

Samples from studies were excluded if they included any individuals aged below 18; 

the time between the assessment and trauma was unclear; they were treatment trials or had 

documented that the majority of the sample had received treatment for PTSD during the 

follow up period. Samples including individuals with moderate to severe brain injury were 

excluded due to possible confounds with the natural course of recovery (Bryant, 2011). Due 

to the disparity between DSM III and later revisions to the DSM (Van, Mancini, & Patterson, 

2011), studies that had categorised PTSD based on the DSM III were also excluded. The 

percentage of studies excluded based on these exclusion criteria are presented within Figure 

1. 

 

Procedure 

Articles were identified following PRISMA guidelines (Moher, Liberati, Tetzlaff, & 

Altman, 2009; see Figure 1). The initial search identified 3071 abstracts for screening (once 

duplicates were removed). Hand searching of studies within relevant reviews identified eight 

articles not identified within the electronic search. The abstracts were then screened against 

the inclusion exclusion criteria by PD and JA, with good agreement (kappa=.87). Where 

there was disagreement, this was resolved via a consensus meeting. If a decision was not 

reached the abstract was left in for the next round of screening, to be conservative. This 

process left 548 articles for the second-round of screening. Next, the full texts of the 

remaining 548 articles were reviewed against the inclusion/exclusion criteria. Interrater 

reliability was conducted on 10% of the articles with strong agreement (kappa=.96). Any 

disagreements in the screening of full texts were resolved through discussion with the 

supervisory team to reach a consensus agreement, with any decisions impacting on the 

selection of articles retrospectively applied to papers not included in the IRR. Following full 

text screening, 105 articles were identified for inclusion. The main reasons for exclusion of 
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studies at this stage was due to an unclear time between trauma exposure and assessment 

(33%). Of the 105 included articles, 37 provided no information on PTSD prevalence. In 

these cases, authors were emailed for further information, with 10 authors providing the 

necessary information, requiring 27 articles to be excluded. Thus, the final review includes 

78 articles.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. PRISMA flow diagram outlining the process of screening studies for inclusion 

within the review. 
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Additional records 

identified within relevant 

reviews (N = 8) 

(n = 8) 

Records after duplicates removed 

(n = 3071) 

Titles/abstracts screened 

(n = 3071) 
Records excluded 

(n = 2523) 

Full-text articles assessed 

for eligibility 

(n = 550) 

Studies included in 

quantitative synthesis 

(meta-analysis) 

(n = 78) 

Full-text articles excluded, with reasons 

(n = 472) 
33.3% The time between trauma exposure and 

assessment of PTSD was unclear 

22.3% PTSD not assessed at least twice 

between 1 month and 12 months since trauma 

12.2% Individuals under 18 years of age 

10.3% Data not available 

6.7% Duplicate article or sample 

5.2% Unclear that all participants were exposed 

to a traumatic event unclear 

4.3% Treatment trial 

2.1% Only PTSD patients followed up 

1.5% DSM III 

1.3% Index trauma before 18 years 

1.1% Moderate to severe brain injury 

0.9% Not in English 

0.2% Case study 

0.2% Methodology only 
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Data extraction was conducted by PD and JA (39 studies each), using standardised 

data extraction forms. Accuracy of data extraction was assessed for 10% of studies, with 

strong agreement (98% accuracy). The prevalence of PTSD was extracted at each time point 

of interest, with the number of individuals with PTSD and sample size at each time point 

recorded. Information on key study characteristics including publication year, country, 

sample size, average age, percentage male, trauma type and PTSD measure were also 

extracted. Additional demographic information was collected where available, including 

years of education and social support. It was initially planned to explore the impact these 

factors may have on PTSD prevalence. However, due to inconsistent reporting of this data 

this was not possible.  For moderator analysis, PTSD measure and trauma type were further 

categorised into self-report or diagnostic interviews and intentional or unintentional trauma. 

Where samples included both intentional and unintentional trauma the coding was defined by 

the most prevalent type of trauma within the sample. In studies that used both diagnostic 

interviews and self-report measures we extracted the data from the assessment measure with 

the most time points available. A summary of studies and their key characteristics, including 

details of trauma type and assessment measures for each study is included in Table 1.  

 

Analyses 

Meta analyses were conducted using R version 3.6.2 (R Core Team, 2018). The 

“metaprop” command was used to derive pooled prevalence of PTSD at each timepoint using 

a random effects model with the DerSimonin and Laird method (Borenstein, Hedge, Higgins, 

& Rothstein, 2010). Prevalence data was transformed using the double arcsine transformation 

(Freeman & Tukey, 1950). This is recommended where proportions are near to zero, with 

disproportionate weight given to values at the extremes (i.e. close to 0 or 1) (Barendregt et 

al., 2013). Moderators of interest defined a priori included a) trauma type (intentional vs 

unintentional) and b) rater (diagnostic interview vs self-report), with between group 

differences assessed using the Q statistic. Intentional trauma exposures were categorised as 

those due to trauma caused intentionally by another individual (e.g. sexual and physical 

assault) with unintentional trauma relating to accidents and non-interpersonal trauma 

exposure (e.g. natural disasters and motor vehicle accidents). Due to differences observed 

within intentional trauma exposure in the context of active military (Fear et al. 2010) and 

occupational settings (i.e. police; Skogstad et al. 2013) differences between intentional and 

unintentional trauma were also explored excluding these trauma samples from the analysis. 

Subgroup analyses were conducted when a minimum of four studies in each subgroup were 
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available (Fu et al., 2011). Moderator analysis on the impact of age and gender on rates of 

PTSD is presented separately (Airdrie, unpublished DClinPsy thesis, 2020).   

In addition to the overall prevalence of PTSD at each time point we examined 

changes in rates of PTSD between time points within studies, defined as prevalence change. 

The “metabin” function was used to calculate risk difference between time points of interest, 

with the binary outcome data of either PTSD cases or non-cases at each time point. For ease 

of interpretation the risk differences were converted from proportions to absolute percentage 

change in PTSD prevalence. Assessing the pooled risk difference across studies allows for 

the more accurate assessment of change in PTSD over time, addressing the potential 

confounds in comparing overall prevalence at each time point across studies due to differing 

baseline levels of PTSD and time points available within each study. The impact of the 

moderators (rater and trauma type) were also explored in relation to prevalence change over 

time. Heterogeneity was assessed for each of the analyses using the inconsistency index I2 

and the Q test (Huedo-Medina, Sánchez-Meca, Marín-Martínez, & Botella, 2006). An alpha 

level of .05 was used for all statistical tests. Publication bias was assessed by visual 

inspection of funnel plots (Egger et al., 1997); these did not reveal any evidence of 

publication bias. 

Results 

Results summary 

In total, 78 studies were included in the meta-analysis, representing 79 independent 

samples. The details of the 79 samples included in the meta-analysis are shown in Table 1. 

Sample sizes ranged from 21 to 989 participants, with mean ages of samples ranging from 

24.3 to 83.4 years old. The majority of studies were from the USA (n=31), Australia (n=12) 

and the UK (n=10). The most common trauma exposure was motor vehicle accidents (n=22). 

Sixty-five of the included studies were categorised as having been exposed to unintentional 

trauma and 12 to intentional trauma. The most common intentional trauma exposure was 

physical assault (n=6). Sixty-six samples used self-report measures to assess for PTSD 

prevalence, with 21 studies using diagnostic interview. For the overall prevalence estimates 

at each time point the number of samples (k) included in analyses were 43 (1-month), 56 (3-

months), 39 (6-months), 7 (9-months), 37 (12-months) and 6 (24-months).  Sufficient studies 

(k≥4) were available for subgroup analysis comparing intentional and unintentional trauma  
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Table 1. 

Details of all studies included in the review with key characteristics (78 studies showing 79 samples)  

Author Country Trauma 

Trauma 

type 

Gender 

(% male) 

Age 

(mean) 

Sample 

size 

PTSD 

measure Rater Time points   

Aitken et al. (2014) Australia ICU U 82.9 37 93 PCL-C S T1(1m), T3 (6m) 

Alfhiem et al. (2019) Norway ICU U 32 50† 157 IES-R S T1(1m), T2(3m); T3 (6m); T5(12m) 

Arnberg et al. (2015) Sweden Air crash U 69 34 88 IES S T1(1m), T2(4m), T6 (14m); T9 (25m) 

Bachar et al. (2005) Israel MVA U NR NR 115 CAPS I T1(1m), T2 (4m) 

Bell et al. (2018) USA Trauma centre U 64.8 NR 465 PCL-C S T1(1m), T2 (4m), T5(12m) 

Bevilacqua et al. (2018) Italy 

Child health 

(parent trauma) U 50 NR 68 IES-R  S T3(6m), T5(12m) 

Bienvenu et al. (2013) USA ICU  U 55 NR 151 IES-R S T2 (3m), T3 (6m); T5 (12m); T9 (24m) 

Bosmans et al. (2015) Holland Burns U 66.3 41 143 IES  S T2 (3m), T3 (6m), T5 (12m), T7(18m). 

Byrant et al. (2010) Australia Trauma centre U 73 38.3 932 CAPS I T2 (3m), T5(12m) 

Capuzzo et al. (2010) Italy ICU  U 68.8 74† 93 PTSS-14 S T2(3m), T3 (6m) 

Carty et al. (2006) Australia MVA U 75.4 37.3 301 CAPS I T2(3m); T3 (6m) 

Castilla et al. (2011) Spain MI U 71.1 60† 48 PCL 5 S T3(5m); T5 (13m) 

Castillo et al. (2016) Australia ICU U 70 54 101 PTSS-10 S T2(3m); T3 (6m) 

Chang et al. (2016) USA Trauma centre U 62 45.5 268 PC-PTSD  S T2(3m); T3 (6m); T5 (12m) 

Chung et al. (2009) UK Falls U 14.8 83.4 90 PDS S T3 (19wk); T4 (8m) 

Colville et al. (2012) UK 

Child health 

(parent trauma) U 12 39† 102 SPAN S T2 (3m); T5 (12m) 

Conejo-Galindo et al.  

(2007) Spain Terrorism I 54 36 56 MINI I T1(1m); T3(6m); T5(12m) 

Coronas et al. (2011) Spain MVA U 48.7 38.8 119 DTS & SCID  S T1 (1m); T2 (4m) 
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Creamer et al. (2004) Australia MVA U 75 36 337 CAPS I T2 (3m); T5 (12m) 

Daniels et al. (2012) Canada MVA U 30.6 38.2 102 CAPS I T1 (5-6wks); T2 (3m) 

Davydow et al. (2013) USA ICU U 59.3 48.2 131 PCL-C S T2 (3m); T5 (12m) 

DeYoung et al. (2014) Australia 

Child burns 

(parent trauma) U 7.5 32.9 116 PDS S T1(1m); T3(6m) 

Egberts et al. (2017) Holland 

Child burns 

(parent trauma) U 50 43.3 192 IES S T1(1m); T2(3m); T5(12m); T7(18m) 

Englehard et al. (2001) Holland Pregnancy loss U 0 30.7 113 PSS-SR S T1(1m); T2(4m) 

Farren et al. (2016) UK Pregnancy loss U 0 33.8 69 PDS S T1(1m); T2(3m) 

Feinberg et al. (2017) USA MVA U 39.3 NR 856 IES-R S T1(6wks); T3(6m); T5 (12m) 

Fidel-Kinori et al. (2016) Spain Burns U 71 41.1 180 DTS S T1 (1m), T2 (3m), T3 (6m)  

Fredman et al. (2017) USA MVA U 26.3 38.1 114 PCL-C S T1(1m); T2(3m) 

Freeman et al. (2013) UK Physical assault I 74.5 34.4 106 SCID I T1(4-6wks); T3(6m) 

Frewen et al. (2015) Canada MVA U 40 36.6 159 CAPS I T1(6wks); T2(3m) 

Fumis et al. (2015) Brazil 

Family member 

ICU U NR 51.8 119 IES S T1 (1m); T2 (3m) 

Fumis et al. (2015) Brazil ICU U 63.6 59.3 119 IES S T1 (1m); T2 (3m) 

Gandubert et al. (2016) France Physical assault I 58.2 36.47† 89 PTSD-I I T1(1m); T2(4m); T5(12m) 

Garralda et al. (2009) UK Child health U 40.7 38.7 86 IES S T2(3m); T5 (12m) 

Grieger et al. (2006) USA 

Military (bomb 

blast) I 95.9 26.9 613 PCL S T1(1m); T2(4m); T3 (7m) 

Halligan et al. (2003) UK Assault I 56.15 40.2 62 PDS S T2(3m); T3(6m) 

Horsch et al. (2015) UK Stillbirth U 0 31.9 65 SCID I T2(3m); T3(6m) 

Hruska et al. (2016) USA MVA U 51.2 35.1 68 SF-PTSD S T1 (6wks); T2 (3m) 

Huang et al. (2016) USA ICU U 48 49 605 IES-R S T3(6m); T5(12m) 

Jackson et al. (2014) USA ICU U 51 61† 415 PCL-S  S T2 (3m), T5 (12m) 
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Jones et al. (2007) UK MVA U 39.7 36.8 115 PSS S T1 (6wk); T2 (3m) 

Kenardy et al. (2018) Australia MVA U 37.7 49.3 284 CIDI-PTSD I T3(6m); T5 (12m); T9 (24m) 

Kentish-Barnes et al. 

(2015) France 

Family death 

(ICU) U NR NR 386 

 

S T2 (3m); T3 (6m); T5 (12m) 

Kobayashi et al. (2019) USA MVA U 50 38.5 280 CAPS I T1 (6wk); T3 (6m); T5 (12m) 

Koreomp et al. (2009) Holland Pregnancy loss U NR 35 217 IES  S T2 (4m); T4 (8m); T6 (16m) 

Kuhn et al. (2006) USA MVA U 40 38.6 40 PCL S T1 (1m); T2 (3m); T3 (6m) 

Langerud et al. (2017) Norway Traumatic Injury U 63.6 55.1 118 PTSS-10  S T2 (3m); T5 (12m) 

LeBlanc et al. (2016) USA MVA U 25.7 38.3 111  S T1 (4wk); T2 (16wk) 

Lies et al. (2014) Indonesia Earthquake U NR 36 505 IES-R S T3 (5m); T4 (8m) 

Limosin et al. (2006) France Witness suicide  U 100 39 190 MINI I T2 (3m); T5 (12m) 

Marchand et al (2015) Canada 

Police 

(Occupational 

Trauma). I 75.9 32.6 83 SCID-I I T1 (1m); T2 (3m); T5 (12m) 

Marshall et al. (2006) USA Physical Assault I 90 34.4 264 PDS  S T1 (1m); T3 (6m) 

Marshall et al. (2010a) USA Physical Assault I 94 25.1 294 PCL  S T2 (3m); T5 (12m) 

Marshall et al. (2010b) USA MVA U NR 33.3 476 PCL - C S T3 (6m); T5 (12m) 

Martin-Herz et al. (2012) USA 

Child MVA 

(Parent trauma) U 22 43.8 92 PCL-C  S T2 (2m); T3 (5m); T5 (12m) 

McFarlane et al. (2011) Australia MVA U 75 34 37 CAPS  I T1 (1m); T3 (6m) 

McKibben et al. (2008) USA 

 

Burns U 73.6 38.9 151 DTS S T1 (1m); T3 (6m); T5 (12m); T9 (24m) 

Moulaert et al. (2017) Holland MI U 84 60 120 IES  S T2 (3m); T5 (12m) 

Mouthaan et al. (2014) Holland MVA U 64.7 42.6 291 CAPS I T1 (6wks); T3 (6m) 

Murray et al. (2002) UK MVA U 77.8 33.9 21 PDS S T1 (1m); T3 (6m) 

Nickerson et al. (2013) Australia Sexual assault I NR 33 126 PCL S T1 (1m); T2 (4m) 
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Nickerson et al. (2014) Australia MVA  U 75 37.87 989 CAPS I T2 (3m); T5 (12m); T9 (24m) 

O'Donnell et al. (2007) Australia MVA  U 75.6 37.27 301 CAPS-IV I T2 (3m); T5 (12m) 

 

Petrinec et al. (2018) USA 

ICU (Family 

trauma) U 20.8 56.3 38 PCL-5  S T1 (1m), T2 (2m) 

Roden-Foreman et al. 

(2017)  MVA U 60 48.5 190 PC-PTSD  S T2 (3m); T3 (6m); T5 (12m) 

Roy-Byrne et al. (2004) USA Sexual Assault I 18 30.5 23 CAPS I T1 (1m); T2 (3m) 

Schell et al (2004) USA Physical Assault I 94 24.3 293 PCL  S T2 (3m); T5 (12m) 

Sheldrick et al (2006) UK MI U NR NR 21 DTS  S T1 (6wk); T2 (3m)  

Steenkamp et al. (2012) USA Sexual assault I 0 33 119 PCL-C S T1 (1m), T2 (4m) 

Sterling et al. (2010) Australia MVA U 37 36.9 154 PDS S T1 (1m); T2 (3m); T3 (6m); T5 (12m) 

Thordardottir et al. 

(2019) Iceland Earthquake U 44.2 NR 38 PSS-SR  S T2 (4m); T4 (8m); T5(12m) 

Vranceanu et al. (2014) USA 

 

Physical trauma  U 46 47.5 152 PCL-C  S T1(1-2 m); T3 (5-8m) 

Wadsworth et al. (2009) USA Hurricane  U 39.8 NR 93 

UCLA PTSD 

RI  S T2 (3-6m), T4(9-12m) 

Wang et al. (2000) China Earthquake U 46.4 39.6 181 

Clinical 

interview 

based on 

DSM I T2 (3m); T4(9m) 

Warren et al. (2015) USA 

Fall, MVA, 

assault U 62.6 46.3 311 

PCL-C/PC-

PTSD S T2 (3m); T3 (6m) 

Weinert et al. (2008) USA ICU  U 52 54 149  PSS  S T1 (2m); T3 (6m) 

Winterman et al. (2015) Germany Critical illness  U 67 58.6 110 SCID I T2 (3m); T3 (6m) 

Youngblut et al. (2013) USA Child Death U NR 33.5 175 IES-R S T1 (1m); T2 (3m); T3 (6m); T5 (13m) 
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Zatzick et al. (2001) USA MVA  U 65 NR 86 PCL-C S T1 (1m); T5 (12m) 

 

NR=Not reported. Age: †=median reported. Trauma: ICU=Intensive care unit, MVA=Motor vehicle accident, MI=Myocardial infarction. Trauma type: U=Unintentional, 

I=Intentional. Measure: PTSD=Post Traumatic Stress Disorder, PCL-C=PTSD Checklist – Civilian Version, IES-R=Impact of Events Scale-Revised, CAPS=Clinically 

Administered PTSD Scale, PTSS=Post Traumatic Stress Scale; PC-PTSD=Primary Care-PTSD Screen; PDS=Posttraumatic Diagnostic Scale; SPAN=Startle, Physiological 

Arousal, Anxiety, and Numbness; MINI=Mini International Neuropsychiatric Interview; DTS=Davidson Trauma Scale, SCID=Structured Clinical Interview for DSM-IV; PSS-

SR=PTSD Symptom Scale – Self report; PTSD I=PTSD-Interview; CIDI-PTSD=Composite International Diagnostic Interview (CIDI)-PTSD; UCLA PTSD RI=University of 

California at Los Angeles Posttraumatic Stress Disorder Reaction Index. Rater: I=Diagnostic interview, S=Self-report measure. 
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exposure for 1- (k=10 vs k=33), 3- (k=8 vs k=48), 6- (k=5 vs k=34) and 12-month (k=5 vs 

k=32) time points. Moderator analysis of intentional vs unintentional trauma excluding 

intentional trauma that occurred within the context of military (k=1) and police (k=1) was 

possible at 1- (k=8 vs k=33), 3-, (k=5 vs k=48) and 6-month (k=4 vs k=34) time points. 

Subgroup analysis of self-report vs diagnostic interviews rating of PTSD prevalence was 

possible at 1- (k=32 vs k=11), 3- (k=15 vs k=41), 6- (k=9 vs k=40) and 12-months (k=10 vs 

k=26).   

For analysis of change in PTSD prevalence, analysis was conducted for 1- to 3- 

(k=28), 1- to 6- (k=20), 1- to 12- (k=12), 3- to 6- (k=18), 3- to 12- (k=26), 6- to 12- (k=18) 

and 12- to 24-months (k=5). Subgroup analysis of intentional and unintentional trauma was 

possible for prevalence change between 1- to 3- (k=6 vs k=21), 1- to 6- (k=5 vs k=15) and 1- 

to 12-months (k=4 vs k=23). When excluding police and military samples from the 

intentional trauma category analysis of prevalence change was possible at 1- to 3- (k=4 vs 

k=21) and 1- to 6-months (k=4 vs k=15). Subgroup analysis of self-report measures vs 

diagnostic interviews vs for change in prevalence was possible between 1- to 3- (k=22 vs 

k=6), 1- to 6-months (k=15 vs k=5), 1- to 12-months (k=8 vs k=4) and 3- to 12-months (k=19 

vs k=7). Forest plots for both single point prevalence and change in PTSD between time 

points are presented in Appendices A and B, with studies divided by trauma type and 

assessment measure where subgroup analysis was possible.  

 

Proportion of PTSD at each time point 

The overall pooled PTSD prevalence at 1, 3, 6, 9, 12- and 24-months post trauma is 

shown in Table 2. The highest level of PTSD prevalence was seen at 1-month post trauma, 

with a pooled prevalence of 26.96%. At 3-months this figure was had fallen to 17.62%. 

Prevalence of PTSD remained relatively stable over the subsequent time points, with a 

pooled PTSD prevalence of 16.87% at 12-months. At the 24-month time point, 20.73% of 

individuals were still experiencing PTSD. Significant heterogeneity was observed at each of 

the different time points (all I2 >85 %).  Pooled prevalence for each time points are shown in 

Figure 2.   

 

 

 

 

 



 24 

Table 2. 

Results from the meta-analyses conducted at each time point after trauma exposure, showing 

pooled prevalence of PTSD up to 24-months. 

 PTSD prevalence   

Time since trauma % 95% CI k N 

1-month 26.96 21.7-32.56 43 6606 

3-months 17.62 14.27-21.23 56 10831 

6-months  19.51 15.82-23.47 39 7323 

9-months 21.35 8.41-28.09 7 1557 

12-months 16.87 13.62-20.39 36 8812 

24-months 20.73 12.33-30.61 36 8812 

Note. CI = Confidence Interval. k = Number of studies included in each meta-analysis. n = Total number of 

participants included in each of the meta-analyses. 

 

 

Figure 2.  Results from the meta-analyses showing pooled PTSD prevalence (%) at 1-, 3-, 6-, 9- 12- and 24-

months after trauma exposure. Error bars represent 95% confidence intervals. m=month. 

 

Proportion of PTSD at each time point for diagnostic interviews vs self-report measures 

When comparing self-report measures versus diagnostic interviews, there were 

significant differences in prevalence rates at 3-months (Q=10.45, df=1, p<.01). and 12-
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months (Q=10.83, df=1, p<.05), with higher prevalence of PTSD observed across all time 

points for studies using self-report measures (see Table 3.). In both assessment measures the 

highest levels of PTSD were seen at 1-month post trauma, with 22.18% in self report 

measures and 28.45% with diagnostic interviews, and the lowest rates of PTSD at 12-months 

post trauma, 9.72% with diagnostic interviews and 20.02% with self-report measures. Both 

diagnostic interviews and self-report measures showed similar rates of PTSD at 3- months 

and 12-months, with 11.04% and 9.72% using diagnostic interviews, and 20.13% and 

20.02% with self-report measures respectively. There was significant heterogeneity within 

subgroups at all time points (all I2>85%).  

 

Table 3.  

Results from the meta-analyses conducted at each time point after trauma exposure 

comparing PTSD prevalence following self-report measures and diagnostic interviews. 

  Diagnostic Interview  Self-Report 

 PTSD prevalence    PTSD prevalence    

Time since trauma  % 95% CI k n  % 95% CI k n 

1-month 22.18 15.3-29.9 11 1341  28.45 22.0-35.4 32 5265 

3-months 11.04* 8.1-14.4 15 3952  20.13 15.7-25.0 41 6879 

6-months 15.62 9.9-22.3 9 1343  20.64 16.4-25.2 30 5980 

12-months 9.72* 6.0-14.2 10 3125  20.02 16.0-24.4 26 5687 

Note. CI = Confidence Intervals. k = Number of samples included in each meta-analysis. n=Total number of 

participants included in each meta-analysis. *=Significant difference between diagnostic interview and self-

report PTSD prevalence rates (p < .05). 

 

Proportion of PTSD at each time point for intentional vs unintentional trauma 

Pooled prevalence of PTSD across studies for each of the time points following 

exposure to either intentional or unintentional trauma is shown in Table 4. No significant 

differences in PTSD prevalence were seen at 1-, 3-, 6- or 12-months following exposure to 

either intentional or unintentional trauma exposure (ps>.05). When police (k=1) and military 

(k=1) samples were excluded from the intentional trauma subgroup significant differences 

were seen in PTSD prevalence at 1-month (Q=5.68, df=1, p<.01), with 42.42% PTSD 

prevalence following intentional trauma vs 23.80% following unintentional trauma (see 

Figure 2). No significant differences were seen at 3- or 6-months (p>.05). It was not possible 

to compare prevalence rates of unintentional trauma and intentional trauma excluding police 

and military samples at 12-month due to a lack of available studies. The highest prevalence 

of PTSD prevalence was at 1-month post trauma following both intentional and unintentional 
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trauma exposures, with similar prevalence rates observed at 3- and 12-months after trauma. 

Heterogeneity remained significant within subgroups at each time point (all I2 > 80%).  

 

Table 4. 

Results from the meta-analyses conducted at each time point after trauma exposure 

comparing PTSD prevalence following either intentional or unintentional trauma exposure 

 Intentional Intentional†   Unintentional 

 PTSD prevalence   PTSD prevalence     PTSD prevalence   

Time since 

trauma 

% 95% CI k n % 95% CI k N % 95% CI k N 

1-month 32.11 15.6-51.2 10 1541 42.42* 29.4-55.6 8 846 25.6 20.6-30.8 33 6606 

3-months 16.40 7.6-11.1 7 1068 23.50 12.7-36.3 5 592 17.8 14.2-21.7   

6-months 21.18 14.0-29.4 5 773 23.99 17.4-31.3 4 472 19.3 15.4-23.6 35 6550 

12-months 13.34 2.3-17.3   - - - - 17.3 13.9-21.0 32 8369 

Note. †Intentional trauma exposure excluding police (k=1) and military (k=1) samples. PTSD prevalence 

represents pooled prevalence across studies. CI = Confidence Intervals. k=Number of samples included in each 

meta-analysis. N=Total number of participants included in each meta-analysis. *=Significant differences in 

prevalence between Intentional and Unintentional trauma exposure. 
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Figure 3. Pooled PTSD prevalence (%) at 1-, 3- and 6-months following exposure to either unintentional or 

intentional trauma (excluding military (k=1) and police (k=1) samples). Error bars represent 95% confidence 

intervals. 

 

Prevalence change between time points  

Between 1- and 3-months post-trauma there was a statistically significant reduction of 

9% in overall PTSD prevalence (95% CI -4.42 to -13.58%, p<.001) (k=28). Prevalence in 

PTSD was also seen to significantly reduce by 5.81% (95% CI -10.07% to -1.56%; p < .01) 

between 1- and 6-months (k=20) and by 8.91% (95% CI -15.01% to -2.82%; p<0.01) 

between 1- to 12-months (k=12). Between 3- to 6-months (k=18) there were non-significant 

reductions of 0.55% (95% CI -2.69% to 1.59%; p=.615). There were small but non-

significant reductions observed between 3- and 12-months (2.42% (95% CI -4.05 to -0.07%); 

k=26; p<.01) and 6- to 12-months (2.06% (95% CI -3.7% to -0.04%); k=18, p<.05). Over the 

longer term between 12- to 24-months (k=5) there was no significant change in levels of 

PTSD (95% CI, -3.2% to 3.19%; p=.989).  

 

Prevalence change between time points for intentional vs unintentional trauma 

No significant between group effects were found in subgroup analysis between 

intentional and unintentional trauma exposure for prevalence change in PTSD between 1- to 

3-months, 1- to 6-months or 1- to 12-months (ps>.05). When military and police trauma were 

removed from the intentional trauma category there were significant differences in 

prevalence change from 1- to 3-months (Q=5.68  df=1, p<.05) with an absolute PTSD 

prevalence reduction following intentional trauma exposure of 27.42% (95% CI 11.43 to 

43.41) compared to 7.33% (95% CI 3.17 to 11.49) following unintentional trauma. All other 

differences in prevalence change remained non-significant (ps>.05) 

 

Prevalence change between diagnostic interview vs self-report 

There were significant differences between diagnostic interview and self-report in 

prevalence change between 3- to 12-months (Q=8.95, df=1, p<.05) with a 0.2% (95% CI -

1.36% to 0.09%) reduction in absolute PTSD prevalence for diagnostic interviews compared 

with a 4.67% (95% CI -7.38% to -1.99%) reduction with self-report measures. No significant 

differences in prevalence change between diagnostic interview and self-report measurement 

of PTSD were found between 1- to 3-months (Q=.40, df=1, p=.53), 1- to 6-months (Q=0, 
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df=1, p=.97), 1- to 12-months (Q=2.13, df=1, p=.14) and 6- to 12-months (Q=1.36, df=1, 

p=.243)  

Discussion 

Given the wide variation in prevalence rates of PTSD in individual studies, the 

primary aim of the study was to use a meta-analytic approach to understand the pooled 

prevalence rates of PTSD at different time points post-trauma and changes in rates of PTSD. 

Results showed that in the month following trauma approximately 1-in-4 individuals were 

experiencing PTSD. While there was a significant reduction in prevalence from 1- to 3-

months, after this time rates of PTSD remained relatively stable. At the 2-year follow up, 1-

in-5 individuals exposed to trauma were still experiencing PTSD. 

The overall pooled prevalence rates of PTSD in the year following trauma were 27%, 

at 1-month, 18% at 3-months, 20% at 6-months, 21% at 9-months, and 17% at 12-months. At 

24-months the pooled prevalence was 21%.  This is the first meta-analysis of the prevalence 

of adult PTSD up to 2 years after trauma. Although slightly higher prevalence of PTSD was 

observed at 24-months compared to 12-months, change in prevalence between these time 

points was not significant. Overall the results of the meta-analysis of prevalence for each time 

point support previous rates observed by Santiago et al. (2013) in their review of longitudinal 

studies of PTSD prevalence. Their review did not include a meta-analysis, but reported a 

median PTSD prevalence across studies of 29% at 1-month post-trauma, 18% at 3-months, 

15% at 6-months and 17% at 12-months. While we have replicated similar prevalence rates in 

the first 12-months, we have also shown that pooled prevalence rates remain similarly 

elevated even two years post-trauma (21%). This highlights the persistence of these 

symptoms over time if left untreated and the need for evidence-based interventions to reduce 

the potentially chronic course of PTSD following trauma. Regarding change in prevalence 

over time, our meta-analysis found that the only significant reductions occurred when later 

prevalence rates were compared to the 1-month prevalence. From 3-months post-trauma, 

there was no further evidence of significant change in prevalence rates.  This further 

demonstrate that for a significant proportion of individuals with PTSD there is a natural 

period of remission in the initial 1- to 3-months following trauma; however, beyond this there 

appears to be limited spontaneous recovery.  

In line with previous research we found significantly higher rates of PTSD following 

intentional trauma at 1-month (Frans et al., 2005; Kessler et al., 1996; Kessler et al., 2014; 

Shalev & Freedman, 2005). For both intentional and unintentional trauma, it was this initial 

period where the most spontaneous remission was observed. Interestingly, beyond this initial 
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point there were no differences in prevalence across the time points, with similar rates of 

prevalence seen over time. This suggests that despite initially higher rates observed following 

interpersonal trauma, more natural remission is observed in this initial 3-month period 

following interpersonal trauma, resulting in similar rates of PTSD over longer time periods. It 

is noteworthy that this increased prevalence in PTSD at 1-month following intentional trauma 

was only evident when excluding two samples with intentional trauma exposures that 

occurred in the context of policing and military combat. Due to the lack of available studies it 

was not possible to directly compare different types of intentional trauma however this 

indicates that interpersonal trauma exposure within these contexts may not result in this 

initial increased risk of PTSD compared to unintentional trauma exposure. It is possible that 

factors such as the screening of individuals for protective traits within these occupational and 

military settings and also the preparedness for traumatic experiences may mitigate against 

this risk factor for higher rates of PTSD initially (Harms & Perrewe, 2018; Janoff-Bulman, 

2010). 

The similarities observed between intentional and unintentional trauma exposure 

trajectories found within this meta-analysis are in contrast to a previous review by Santiago et 

al. (2013), where prevalence rates of PTSD following unintentional trauma were found to be 

higher than intentional trauma initially and reduce over time, while prevalence rates 

following exposure to intentional trauma were found to be lower than unintentional trauma 

initially but increased over the year following trauma. The trends within Santiago et al. 

(2013) were derived from median prevalence, with no meta-analysis conducted to allow for 

the pooling of prevalence across studies and more accurate assessment of prevalence change 

across studies as was possible within this review, potentially leading to this discrepancy. 

Additionally, there were a number of studies within Santiago et al. (2013) that were excluded 

from our analysis, which may have impacted on the finding, including two papers of 

intentional trauma samples with unclear times from the trauma exposure to PTSD 

measurements. Studies where there is an unclear time between trauma exposure and follow 

up were excluded in our review as initial recovery trajectories are potentially misleading 

when follow ups are not indexed to a specific time point. It is also potentially relevant that 

both these samples were refugee populations who had been exposed to war, with likely 

multiple trauma exposures and ongoing instability and lack of social support (Roth et al., 

2006; Vojvodo et al., 2008). For example, in Roth et al. (2006) the PTSD was indexed from 

the time of resettlement, with a prevalence of 42% at 1-month, rising to 80% at 14-months. 

The confinement of our review to studies where there was a clear time between trauma 
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exposure and measurement of PTSD led to the exclusion of a number of studies, such as war 

and domestic abuse, limiting this meta-analysis predominantly to single incident trauma 

samples. It is possible that studies with more complex trauma presentations have different 

recovery trajectories and prevalence rates over time due to this potential for exposure to 

multiple traumas and ongoing instability (Herman, 1992; Courtois, 2004). It will be important 

for future research to further explore the recovery trajectories following more complex 

trauma presentations. However, the results from this meta-analysis indicate that following 

exposure to predominately single incident traumas there is little difference in recovery 

trajectories following intentional or unintentional trauma exposure. 

In terms of the impact of the assessment measure on PTSD prevalence over time, 

significant differences were observed when PTSD was assessed using either self-report 

measures or diagnostic interviews. At all time points higher levels of PTSD were observed in 

studies employing self-report measures, with these differences reaching significance at 3- and 

12-months. The results of this study highlight the potential for self-report measures to lead to 

higher rates of PTSD reporting, in line with previous a review of cross-sectional studies of 

PTSD prevalence (Richardson et al., 2010). Despite these differences in prevalence at 

individual time points, the relative change in PTSD prevalence over time was similar for both 

diagnostic interview and self-report measures. In both self-report and diagnostic interviews, 

the most significant decreases in PTSD were seen in the initial 1- to 3-months. 

 

Clinical Implications 

These findings have a number of important clinical implications for both the 

screening and delivery of interventions aimed to treat PTSD following trauma. Based on the 

results of this meta-analysis, screening at three months may increase the likelihood of 

identifying individuals who will develop more chronic PTSD. Beyond this point limited 

natural remission was observed with prevalence of PTSD remaining relatively stable for the 

two years following trauma. When considering intervening following trauma it is important 

to provide treatment at the time most likely to outperform natural rates of recovery to ensure 

cost effective provision of care.  Furthermore, research has also indicated that immediate 

interventions following trauma can sometime be detrimental to recovery and disrupt natural 

coping (Rose et al., 2004; McNally et al., 2003). From this review it is clear that there is 

evidence of natural remission within this initial three-month period, however beyond this a 

strong case should be made for the provision of interventions, such as evidenced based 

psychological therapies (Bisson et al., 2013) to address the chronic course of PTSD seen in 
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this substantial proportion of individuals exposed to trauma. It is also important to consider 

the impact of delaying treatment for individuals experiencing high levels of distress due to 

PTSD in this initial period. Within strategies of ‘watchful waiting’ it will be important to 

consider the functional impairment due to symptoms of PTSD that may warrant more 

immediate support.  

The measurement of PTSD using diagnostic interviews resulted in a lower prevalence 

of PTSD than that of self-report. While it is not possible within this study to assess the 

relative accuracy of these two forms of assessment, it is possible based on previous research 

that self-rating measurements resulted in an overestimation of prevalence within research 

studies (Richardson et al., 2010). Within clinical settings this may be helpful to minimise risk 

of missing potential cases of PTSD, with follow up interviews to confirm diagnosis and more 

fully assess levels of distress and functional impairment. This can then allow for a clinical 

judgement around the provision of care or symptom monitoring if it is deemed more 

appropriate. Regarding the prevalence change in PTSD over time both self-report measures 

and diagnostic interviews resulted in similar time courses of PTSD recovery. This indicates 

that while self-report may have the potential for overestimations of prevalence rates 

compared with diagnostic interviews, both assessments have the potential to identify those 

most at risk of developing more chronic PTSD symptoms. 

 

Limitations 

There was a high level of heterogeneity observed across studies included within the 

meta-analyses. The moderators of intentional or unintentional trauma exposure and type of 

rater were not able to account for this heterogeneity, with significant variance remaining 

unaccounted for. This raises the potential for different types of trauma exposure to result in 

different trajectories of PTSD than those presented within our study. It was also not possible 

to assess the impact that severity of trauma may have on PTSD prevalence over time, with 

this not reported consistently across studies, and it remains unknown whether similar 

recovery trajectories are observed following differing severities of trauma. Additionally, we 

had intended to explore other variables that may impact on PTSD trajectories, such as social 

support or socio-economic status, however this was not possible due to the lack of 

consistently reported information. Future studies of PTSD prevalence should aim to 

consistently report these variables to allow for the identification of potential moderators of 

PTSD trajectories to help better identify those who may be at risk of more long-term 

symptoms of PTSD. 
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When conducting the meta-analysis of changes in PTSD prevalence between time 

points a number of assumptions were made, which may impact on our findings. This included 

the assumption that those individuals who were diagnosed with PTSD at the later time point 

were the same sample of individuals diagnosed with PTSD at the previous time point and 

does not account for possibility of new onset of PTSD at later time points.  Despite this, 

existing literature suggests that only small proportion appear to develop delayed onset PTSD, 

with only 3.5% of PTSD cases occurring after the 3-month period (Santiago et al., 2013). 

Additionally, it was assumed that the rates of dropouts were the same for PTSD cases and 

non-cases. This may potentially impact on reported rates of PTSD with potential for higher 

rates of drop out from those experiencing PTSD leading to an underestimation of PTSD 

prevalence over time. 

 

Conclusions 

This study reports the first meta-analysis of PTSD prevalence in the first two years 

following trauma. The results support evidence that there is a period of spontaneous 

remission expected within the initial period post trauma. However, after three months post 

trauma there was little evidence of further reduction in prevalence of PTSD. At the two-year 

follow up 1-in-5 individuals exposed to trauma were still experiencing PTSD. We found 

significantly higher rates of PTSD in the first month following exposure to intentional trauma 

compared to unintentional trauma, however there were no differences in prevalence found at 

later time points. Future research should prioritise the identification of moderators that may 

explain differences in recovery to help in the provision of interventions for populations 

potentially at risk of developing a more chronic course of PTSD. 

 

 

 

 

 

 

 

 

 

 

 



 33 

References 

References marked with an asterisk indicate studies included in the meta-analysis 

 

Airdrie, J. (2020). Research Portfolio (DClinPsy thesis). University of Bath, Bath, UK. 

*Aitken, L. M., Chaboyer, W., Schuetz, M., Joyce, C., & Macfarlane, B. (2014). Health 

status of critically ill trauma patients. Journal of Clinical Nursing, 23(5-6), 704-715. 

*Alfheim, H. B., Hofsø, K., Småstuen, M. C., Tøien, K., Rosseland, L. A., & Rustøen, T. 

(2019). Post-traumatic stress symptoms in family caregivers of intensive care unit 

patients: a longitudinal study. Intensive and Critical Care Nursing, 50, 5-10. 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

disorders (5th ed.). Washington, DC: Author. 

*Arnberg, F. K., Michel, P. O., & Lundin, T. (2015). Posttraumatic stress in survivors 1 

month to 19 years after an airliner emergency landing. PloS one, 10(3). 

*Bachar, E., Hadar, H., & Shalev, A. Y. (2005). Narcissistic vulnerability and the 

development of PTSD: a prospective study. The Journal of nervous and mental 

disease, 193(11), 762-765. 

*Bell, T. M., Vetor, A. N., & Zarzaur, B. L. (2018). Prevalence and treatment of depression 

and posttraumatic stress disorder among trauma patients with non-neurological 

injuries. The journal of trauma and acute care surgery, 85(5), 999. 

Benjet, C., Bromet, E., Karam, E. G., Kessler, R. C., McLaughlin, K. A., Ruscio, A. M., ... & 

Alonso, J. (2016). The epidemiology of traumatic event exposure worldwide: results 

from the World Mental Health Survey Consortium. Psychological medicine, 46(2), 

327-343. 

*Bevilacqua, F., Morini, F., Zaccara, A., De Marchis, C., Braguglia, A., Gentile, S., ... & 

Aite, L. (2018). Couples Facing the Birth of a Newborn with a Congenital Anomaly: 

PTSD Symptoms in the First Year. American journal of perinatology, 35(12), 1168-

1172. 

*Bienvenu, O. J., Gellar, J., Althouse, B. M., Colantuoni, E., Sricharoenchai, T., Mendez-

Tellez, P. A., ... & Needham, D. M. (2013). Post-traumatic stress disorder symptoms 

after acute lung injury: a 2-year prospective longitudinal study. Psychological 

medicine, 43(12), 2657-2671. 

Bisson, J. I., Roberts, N. P., Andrew, M., Cooper, R., & Lewis, C. (2013). Psychological 

therapies for chronic post‐traumatic stress disorder (PTSD) in adults. Cochrane 

Database of Systematic Reviews, (12). 



 34 

Borenstein, M., Hedges, L. V., Higgins, J. P., & Rothstein, H. R. (2010). A basic introduction 

to fixed‐effect and random‐effects models for meta‐analysis. Research synthesis 

methods, 1(2), 97-111. 

*Bosmans, M. W., Hofland, H. W., De Jong, A. E., & Van Loey, N. E. (2015). Coping with 

burns: the role of coping self-efficacy in the recovery from traumatic stress following 

burn injuries. Journal of behavioral medicine, 38(4), 642-651. 

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: the 1996 Detroit 

Area Survey of Trauma. Arch Gen Psychiatry, 55(7), 626-632.  

Breslau, N. (2009). The epidemiology of trauma, PTSD, and other posttrauma 

disorders. Trauma, Violence, & Abuse, 10(3), 198-210. 

Brewin, C. R., Andrews, B., & Valentine, J. D. (2000). Meta-analysis of risk factors for 

posttraumatic stress disorder in trauma-exposed adults. Journal of consulting and 

clinical psychology, 68(5), 748. 

*Bryant, R. A., O'donnell, M. L., Creamer, M., McFarlane, A. C., Clark, C. R., & Silove, D. 

(2010). The psychiatric sequelae of traumatic injury. American Journal of 

Psychiatry, 167(3), 312-320. 

Bryant, R. (2011). Post-traumatic stress disorder vs traumatic brain injury. Dialogues in 

clinical neuroscience, 13(3), 251. 

 *Capuzzo, M., Bertacchini, S., Davanzo, E., Felisatti, G., Paparella, L., Tadini, L., & Alvisi, 

R. (2010). Health-related quality of life before planned admission to intensive care: 

memory over three and six months. Health and Quality of Life Outcomes, 8(1), 103. 

*Carty, J., O'donnell, M. L., & Creamer, M. (2006). Delayed-onset PTSD: a prospective 

study of injury survivors. Journal of affective disorders, 90(2-3), 257-261. 

*Castilla, C., & Vázquez, C. (2011). Stress-related symptoms and positive emotions after a 

myocardial infarction: A longitudinal analysis. European Journal of 

Psychotraumatology, 2(1), 8082. 

*Castillo, M. I., Cooke, M. L., Macfarlane, B., & Aitken, L. M. (2016). Trait anxiety but not 

state anxiety during critical illness was associated with anxiety and depression over 6 

months after ICU. Critical care medicine, 44(1), 100-110. 

*Chang, J. (2016). Predicting Trajectories of Post Traumatic Stress Disorder Following 

Discharge from A Level 1 Trauma Center (Doctoral dissertation). Texas A&M 

University, Texas, US).  



 35 

*Chung, M. C., McKee, K. J., Austin, C., Barkby, H., Brown, H., Cash, S., ... & Pais, T. 

(2009). Posttraumatic stress disorder in older people after a fall. International 

Journal of Geriatric Psychiatry: A journal of the psychiatry of late life and allied 

sciences, 24(9), 955-964. 

*Colville, G., & Pierce, C. (2012). Patterns of post-traumatic stress symptoms in families 

after paediatric intensive care. Intensive care medicine, 38(9), 1523-1531. 

*Coronas, R., Gallardo, O., Moreno, M. J., Suarez, D., García-Parés, G., & Menchón, J. M. 

(2011). Heart rate measured in the acute aftermath of trauma can predict post-

traumatic stress disorder: A prospective study in motor vehicle accident 

survivors. European Psychiatry, 26(8), 508-512. 

Courtois, C. A. (2004). Complex trauma, complex reactions: Assessment and 

treatment. Psychotherapy: Theory, research, practice, training, 41(4), 412. 

*Creamer, M., O’Donnell, M. L., & Pattison, P. (2004). The relationship between acute 

stress disorder and posttraumatic stress disorder in severely injured trauma 

survivors. Behaviour research and therapy, 42(3), 315-328. 

*Daniels, J. K., Coupland, N. J., Hegadoren, K. M., Rowe, B. H., Densmore, M., Neufeld, R. 

W., & Lanius, R. A. (2012). Neural and behavioral correlates of peritraumatic 

dissociation in an acutely traumatized sample. The Journal of clinical 

psychiatry, 73(4), 420-426. 

*Davydow, D. S., Zatzick, D., Hough, C. L., & Katon, W. J. (2013). A longitudinal 

investigation of posttraumatic stress and depressive symptoms over the course of the 

year following medical–surgical intensive care unit admission. General hospital 

psychiatry, 35(3), 226-232. 

*De Young, A. C., Hendrikz, J., Kenardy, J. A., Cobham, V. E., & Kimble, R. M. (2014). 

Prospective evaluation of parent distress following pediatric burns and identification 

of risk factors for young child and parent posttraumatic stress disorder. Journal of 

Child and Adolescent Psychopharmacology, 24(1), 9-17. 

*Egberts, M. R., Van de Schoot, R., Geenen, R., & Van Loey, N. E. (2017). Parents’ 

posttraumatic stress after burns in their school-aged child: A prospective 

study. Health psychology, 36(5), 419. 

*Engelhard, I. M., van den Hout, M. A., & Arntz, A. (2001). Posttraumatic stress disorder 

after pregnancy loss. General hospital psychiatry, 23(2), 62-66. 



 36 

*Farren, J., Jalmbrant, M., Ameye, L., Joash, K., Mitchell-Jones, N., Tapp, S., ... & Bourne, 

T. (2016). Post-traumatic stress, anxiety and depression following miscarriage or 

ectopic pregnancy: a prospective cohort study. BMJ open, 6(11), e011864. 

Fear, N. T., Jones, M., Murphy, D., Hull, L., Iversen, A. C., Coker, B., ... & Greenberg, N. 

(2010). What are the consequences of deployment to Iraq and Afghanistan on the 

mental health of the UK armed forces? A cohort study. The Lancet, 375(9728), 1783-

1797. 

*Feinberg, R. K., Hu, J., Weaver, M. A., Fillingim, R. B., Swor, R. A., Peak, D. A., ... & 

Hendry, P. L. (2017). Stress-related psychological symptoms contribute to axial pain 

persistence after motor vehicle collision: path analysis results from a prospective 

longitudinal study. Pain, 158(4), 682. 

*Fidel-Kinori, S. G., Eiroa-Orosa, F. J., Giannoni-Pastor, A., Tasqué-Cebrián, R., Arguello, 

J. M., & Casas, M. (2016). The Fenix II study: A longitudinal study of 

psychopathology among burn patients. Burns, 42(6), 1201-1211. 

Forbes, D., Creamer, M., & Biddle, D. (2001). The validity of the PTSD checklist as a 

measure of symptomatic change in combat-related PTSD. Behaviour research and 

therapy, 39(8), 977-986. 

Frans, Ö., Rimmö, P. A., Åberg, L., & Fredrikson, M. (2005). Trauma exposure and post‐

traumatic stress disorder in the general population. Acta Psychiatrica 

Scandinavica, 111(4), 291-290. 

*Fredman, S. J., Beck, J. G., Shnaider, P., Le, Y., Pukay-Martin, N. D., Pentel, K. Z., ... & 

Marques, L. (2017). Longitudinal associations between PTSD symptoms and dyadic 

conflict communication following a severe motor vehicle accident. Behavior 

therapy, 48(2), 235-246. 

Freeman, M. F., & Tukey, J. W. (1950). Transformations related to the angular and the 

square root. The Annals of Mathematical Statistics, 607-611. 

*Freeman, D., Thompson, C., Vorontsova, N., Dunn, G., Carter, L. A., Garety, P., ... & 

Ehlers, A. (2013). Paranoia and post-traumatic stress disorder in the months after a 

physical assault: a longitudinal study examining shared and differential 

predictors. Psychological medicine, 43(12), 2673-2684. 

*Frewen, P., Hegadoren, K., Coupland, N. J., Rowe, B. H., Neufeld, R. W., & Lanius, R. 

(2015). Trauma-related altered states of consciousness (TRASC) and functional 

impairment I: Prospective study in acutely traumatized persons. Journal of Trauma & 

Dissociation, 16(5), 500-519. 



 37 

Fu, R., Gartlehner, G., Grant, M., Shamliyan, T., Sedrakyan, A., Wilt, T. J., … Trikalinos, T. 

A. (2011). Conducting quantitative synthesis when comparing medical interventions: 

AHRQ and the Effective Health Care Program. Journal of Clinical Epidemiology, 

64(11), 1187–1197. 

*Fumis, R. R. L., Ranzani, O. T., Martins, P. S., & Schettino, G. (2015). Emotional disorders 

in pairs of patients and their family members during and after ICU stay. PLoS 

One, 10(1). 

*Gandubert, C., Scali, J., Ancelin, M. L., Carriere, I., Dupuy, A. M., Bagnolini, G., ... & 

Hermes, A. (2016). Biological and psychological predictors of posttraumatic stress 

disorder onset and chronicity. A one-year prospective study. Neurobiology of 

stress, 3, 61-67. 

*Garralda, M. E., Gledhill, J., Nadel, S., Neasham, D., O'Connor, M., & Shears, D. (2009). 

Longer-term psychiatric adjustment of children and parents after meningococcal 

disease. Pediatric Critical Care Medicine, 10(6), 675-680. 

*Grieger, T. A., Cozza, S. J., Ursano, R. J., Hoge, C., Martinez, P. E., Engel, C. C., & Wain, 

H. J. (2006). Posttraumatic stress disorder and depression in battle-injured 

soldiers. American Journal of Psychiatry, 163(10), 1777-1783. 

*Halligan, S. L., Michael, T., Clark, D. M., & Ehlers, A. (2003). Posttraumatic stress 

disorder following assault: the role of cognitive processing, trauma memory, and 

appraisals. Journal of consulting and clinical psychology, 71(3), 419. 

Harms, P. D., & Perrewe, P. L. (Eds.). (2018). Occupational Stress and Well-Being in 

Military Contexts. Emerald Publishing Limited. 

Herman, J. L. (1992). Complex PTSD: A syndrome in survivors of prolonged and repeated 

trauma. Journal of traumatic stress, 5(3), 377-391. 

Higgins, J. P., Thompson, S. G., Deeks, J. J., & Altman, D. G. (2003). Measuring 

inconsistency in meta-analyses. Bmj, 327(7414), 557-560. 

Hiller, R. M., Meiser-Stedman, R., Fearon, P., Lobo, S., McKinnon, A., Fraser, A., & 

Halligan, S. L. (2016). Research Review: Changes in the prevalence and symptom 

severity of child post-traumatic stress disorder in the year following trauma - a meta-

analytic study. J Child Psychol Psychiatry, 57(8), 884-898.  

Huedo-Medina, T. B., Sánchez-Meca, J., Marín-Martínez, F., & Botella, J. (2006). Assessing 

heterogeneity in meta-analysis: Q statistic or I² index?. Psychological methods, 11(2), 

193. 



 38 

*Horsch, A., Jacobs, I., & McKenzie‐McHarg, K. (2015). Cognitive predictors and risk 

factors of PTSD following stillbirth: A short‐term longitudinal study. Journal of 

traumatic stress, 28(2), 110-117. 

*Hruska, B., Pacella, M. L., George, R. L., & Delahanty, D. L. (2016). Trajectories of daily 

PTSD symptoms in recent traumatic injury victims. Psychological Trauma: Theory, 

Research, Practice, and Policy, 8(6), 676. 

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

& Needham, D. M. (2016). Psychiatric symptoms in acute respiratory distress 

syndrome survivors: a one-year national multi-center study. Critical care 

medicine, 44(5), 954. 

*Jackson, J. C., Pandharipande, P. P., Girard, T. D., Brummel, N. E., Thompson, J. L., 

Hughes, C. G., ... & Hopkins, R. O. (2014). Depression, post-traumatic stress 

disorder, and functional disability in survivors of critical illness in the BRAIN-ICU 

study: a longitudinal cohort study. The Lancet Respiratory Medicine, 2(5), 369-379. 

Janoff-Bulman, R. (2010). Shattered assumptions. Simon and Schuster: New York, US. 

*Jones, C., Bäckman, C., Capuzzo, M., Flaatten, H., Rylander, C., & Griffiths, R. D. (2007). 

Precipitants of post-traumatic stress disorder following intensive care: a hypothesis 

generating study of diversity in care. Intensive care medicine, 33(6), 978-985. 

*Kenardy, J., Edmed, S. L., Shourie, S., Warren, J., Crothers, A., Brown, E. A., ... & Heron-

Delaney, M. (2018). Changing patterns in the prevalence of posttraumatic stress 

disorder, major depressive episode and generalized anxiety disorder over 24 months 

following a road traffic crash: Results from the UQ SuPPORT study. Journal of 

affective disorders, 236, 172-179. 

*Kentish-Barnes, N., Chaize, M., Seegers, V., Legriel, S., Cariou, A., Jaber, S., ... & 

Mathonnet, A. (2015). Complicated grief after death of a relative in the intensive care 

unit. European Respiratory Journal, 45(5), 1341-1352. 

Kessler, R. C., Sonnega, A., Bromet, E., Hughes, M., & Nelson, C. B. (1995). Posttraumatic 

stress disorder in the National Comorbidity Survey. Archives of general 

psychiatry, 52(12), 1048-1060. 

Kessler, R. C., Rose, S., Koenen, K. C., Karam, E. G., Stang, P. E., Stein, D. J., ... & 

McLean, S. A. (2014). How well can post‐traumatic stress disorder be predicted from 

pre‐trauma risk factors? An exploratory study in the WHO World Mental Health 

Surveys. World Psychiatry, 13(3), 265-274. 



 39 

*Kobayashi, I., Sledjeski, E. M., & Delahanty, D. L. (2019). Gender and age interact to 

predict the development of posttraumatic stress disorder symptoms following a motor 

vehicle accident. Psychological trauma: theory, research, practice, and policy, 11(3), 

328. 

*Korenromp, M. J., Page-Christiaens, G. C., van den Bout, J., Mulder, E. J., & Visser, G. H. 

(2009). Adjustment to termination of pregnancy for fetal anomaly: a longitudinal 

study in women at 4, 8, and 16 months. American journal of obstetrics and 

gynecology, 201(2), 160. 

*Kuhn, E., Blanchard, E. B., Fuse, T., Hickling, E. J., & Broderick, J. (2006). Heart rate of 

motor vehicle accident survivors in the emergency department, peritraumatic 

psychological reactions, ASD, and PTSD severity: A 6‐month prospective 

study. Journal of Traumatic Stress: Official Publication of The International Society 

for Traumatic Stress Studies, 19(5), 735-740. 

*Langerud, A. K., Rustøen, T., Småstuen, M. C., Kongsgaard, U., & Stubhaug, A. (2018). 

Intensive care survivor‐reported symptoms: a longitudinal study of survivors' 

symptoms. Nursing in critical care, 23(1), 48-54. 

*LeBlanc, N. J., Dixon, L., Robinaugh, D. J., Valentine, S. E., Bosley, H. G., Gerber, M. W., 

& Marques, L. (2016). PTSD and romantic relationship satisfaction: Cluster‐and 

symptom‐level analyses. Journal of traumatic stress, 29(3), 259-267. 

*Lies, J., Mellor, D., & Hong, R. Y. (2014). Gratitude and personal functioning among 

earthquake survivors in Indonesia. The Journal of Positive Psychology, 9(4), 295-

305. 

*Limosin, F., Loze, J. Y., Cothereau, C., De Beaurepaire, C., Payan, C., Conso, F., ... & 

Rouillon, F. (2006). A prospective study of the psychological effects of “person 

under train” incidents on drivers. Journal of psychiatric research, 40(8), 755-761. 

*Marchand, A., Nadeau, C., Beaulieu-Prévost, D., Boyer, R., & Martin, M. (2015). 

Predictors of posttraumatic stress disorder among police officers: A prospective 

study. Psychological Trauma: Theory, Research, Practice, and Policy, 7(3), 212. 

*Marshall, G. N., Schell, T. L., Glynn, S. M., & Shetty, V. (2006). The role of hyperarousal 

in the manifestation of posttraumatic psychological distress following injury. Journal 

of Abnormal Psychology, 115(3), 624. 



 40 

*Marshall, G. N., Schell, T. L., & Miles, J. N. (2010a). All PTSD symptoms are highly 

associated with general distress: Ramifications for the dysphoria symptom 

cluster. Journal of Abnormal Psychology, 119(1), 126. 

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

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

physical trauma survivors. Journal of abnormal psychology, 119(1), 143. 

*Martin-Herz, S. P., Rivara, F. P., Wang, J., Russo, J., & Zatzick, D. F. (2012). Predictors of 

parental posttraumatic stress disorder symptoms in the year after adolescent traumatic 

injury. Academic pediatrics, 12(3), 198-204. 

*McFarlane, A. C., Barton, C. A., Yehuda, R., & Wittert, G. (2011). Cortisol response to 

acute trauma and risk of posttraumatic stress 

disorder. Psychoneuroendocrinology, 36(5), 720-727. 

*McGowan, I. W. (2019). The Economic Burden of PTSD. A brief review of salient 

literature. International Journal of Psychiatry and Mental Health, 1, 20-26. 

*McKibben, J. B., Bresnick, M. G., Wiechman Askay, S. A., & Fauerbach, J. A. (2008). 

Acute stress disorder and posttraumatic stress disorder: a prospective study of 

prevalence, course, and predictors in a sample with major burn injuries. Journal of 

burn care & research, 29(1), 22-35. 

McNally, R. J., Bryant, R. A., & Ehlers, A. (2003). Does early psychological intervention 

promote recovery from posttraumatic stress? Psychological science in the public 

interest, 4(2), 45-79. 

Morina, N., Wicherts, J. M., Lobbrecht, J., & Priebe, S. (2014). Remission from post-

traumatic stress disorder in adults: a systematic review and meta-analysis of long term 

outcome studies. Clinical psychology review, 34(3), 249-255.  

*Moulaert, V. R., van Heugten, C. M., Gorgels, T. P., Wade, D. T., & Verbunt, J. A. (2017). 

Long-term outcome after survival of a cardiac arrest: a prospective longitudinal 

cohort study. Neurorehabilitation and neural repair, 31(6), 530-539. 

*Mouthaan, J., Sijbrandij, M., Luitse, J. S., Goslings, J. C., Gersons, B. P., & Olff, M. 

(2014). The role of acute cortisol and DHEAS in predicting acute and chronic PTSD 

symptoms. Psychoneuroendocrinology, 45, 179-186. 

*Murray, J., Ehlers, A., & Mayou, R. A. (2002). Dissociation and post-traumatic stress 

disorder: Two prospective studies of road traffic accident survivors. The British 

Journal of Psychiatry, 180(4), 363-368. 



 41 

*Nickerson, A., Steenkamp, M., Aerka, I. M., Salters‐Pedneault, K., Carper, T. L., Barnes, J. 

B., & Litz, B. T. (2013). Prospective investigation of mental health following sexual 

assault. Depression and Anxiety, 30(5), 444-450. 

*Nickerson, A., Barnes, J. B., Creamer, M., Forbes, D., McFarlane, A. C., O'Donnell, M., ... 

& Bryant, R. A. (2014). The temporal relationship between posttraumatic stress 

disorder and problem alcohol use following traumatic injury. Journal of abnormal 

psychology, 123(4), 821. 

*O’Donnell, M. L., Elliott, P., Lau, W., & Creamer, M. (2007). PTSD symptom trajectories: 

From early to chronic response. Behaviour research and therapy, 45(3), 601-606. 

Olatunji, B. O., Cisler, J. M., & Tolin, D. F. (2007). Quality of life in the anxiety disorders: a 

meta-analytic review. Clinical psychology review, 27(5), 572-581. 

Ozer, E. J., Best, S. R., Lipsey, T. L., & Weiss, D. S. (2003). Predictors of posttraumatic 

stress disorder and symptoms in adults: a meta-analysis. Psychological 

bulletin, 129(1), 52. 

*Petrinec, A. B., & Martin, B. R. (2018). Post-intensive care syndrome symptoms and 

health-related quality of life in family decision-makers of critically ill 

patients. Palliative & supportive care, 16(6), 719-724. 

R Core Team (2018). R: A language and environment for statistical computing. R Foundation 

for Statistical Computing, Vienna, Austria. 

Richardson, L. K., Frueh, B. C., & Acierno, R. (2010). Prevalence estimates of combat-

related post-traumatic stress disorder: critical review. Australian and New Zealand 

Journal of Psychiatry, 44(1), 4-19. 

*Roden-Foreman, K., Solis, J., Jones, A., Bennett, M., Roden-Foreman, J. W., Rainey, E. 

E., ... & Warren, A. M. (2017). Prospective evaluation of posttraumatic stress 

disorder and depression in orthopaedic injury patients with and without concomitant 

traumatic brain injury. Journal of orthopaedic trauma, 31(9), e275-e280. 

Rose, S. C., Bisson, J., Churchill, R., & Wessely, S. (2002). Psychological debriefing for 

preventing post traumatic stress disorder (PTSD). Cochrane database of systematic 

reviews, (2). 

Roth, G., Ekblad, S., & Ågren, H. (2006). A longitudinal study of PTSD in a sample of adult 

mass-evacuated Kosovars, some of whom returned to their home country. European 

Psychiatry, 21(3), 152-159. 

 *Roy‐Byrne, P. P., Russo, J., Michelson, E., Zatzick, D., Pitman, R. K., & Berliner, L. 

(2004). Risk factors and outcome in ambulatory assault victims presenting to the 



 42 

acute emergency department setting: implications for secondary prevention studies in 

PTSD. Depression and anxiety, 19(2), 77-84. 

Ruggiero, K. J., Rheingold, A. A., Resnick, H. S., Kilpatrick, D. G., & Galea, S. (2006). 

Comparison of two widely used PTSD‐screening instruments: Implications for public 

mental health planning. Journal of Traumatic Stress: Official Publication of The 

International Society for Traumatic Stress Studies, 19(5), 699-707. 

Santiago, P. N., Ursano, R. J., Gray, C. L., Pynoos, R. S., Spiegel, D., Lewis-Fernandez, R., 

... & Fullerton, C. S. (2013). A systematic review of PTSD prevalence and trajectories 

in DSM-5 defined trauma exposed populations: intentional and non-intentional 

traumatic events. PloS one, 8(4).  

*Schell, T. L., Marshall, G. N., & Jaycox, L. H. (2004). All symptoms are not created equal: 

the prominent role of hyperarousal in the natural course of posttraumatic 

psychological distress. Journal of abnormal psychology, 113(2), 189. 

*Sheldrick, R., Tarrier, N., Berry, E., & Kincey, J. (2006). Post‐traumatic stress disorder and 

illness perceptions over time following myocardial infarction and subarachnoid 

haemorrhage. British journal of health psychology, 11(3), 387-400. 

Schonfeld, W. H., Verboncoeur, C. J., Fifer, S. K., Lipschutz, R. C., Lubeck, D. P., & 

Buesching, D. P. (1997). The functioning and well-being of patients with 

unrecognized anxiety disorders and major depressive disorder. Journal of affective 

disorders, 43(2), 105-119. 

Shalev, A. Y., & Freedman, S. (2005). PTSD following terrorist attacks: a prospective 

evaluation. American Journal of Psychiatry, 162(6), 1188-1191. 

Skogstad, M., Skorstad, M., Lie, A., Conradi, H. S., Heir, T., & Weisæth, L. (2013). Work-

related post-traumatic stress disorder. Occupational medicine, 63(3), 175-182. 

*Steenkamp, M. M., Dickstein, B. D., Salters‐Pedneault, K., Hofmann, S. G., & Litz, B. T. 

(2012). Trajectories of PTSD symptoms following sexual assault: Is resilience the 

modal outcome? Journal of traumatic stress, 25(4), 469-474. 

*Sterling, M., Hendrikz, J., & Kenardy, J. (2010). Compensation claim lodgement and health 

outcome developmental trajectories following whiplash injury: a prospective 

study. Pain, 150(1), 22-28. 

*Thordardottir, E. B., Gudmundsdottir, H., Gudmundsdottir, B., Hrólfsdóttir, A. M., 

Aspelund, T., & Hauksdottir, A. (2019). Development and predictors of 



 43 

psychological outcomes following the 2008 earthquake in Iceland: a longitudinal 

cohort study. Scandinavian journal of public health, 47(2), 269-279. 

Van, M. A., Mancini, C., & Patterson, B. (2011). The impact of changing diagnostic criteria 

in posttraumatic stress disorder in a Canadian epidemiologic sample. The Journal of 

clinical psychiatry, 72(8), 1034-1041. 

Vojvoda, D., Weine, S. M., McGlashan, T., Becker, D. F., & Southwick, S. M. (2008). 

Posttraumatic stress disorder symptoms in Bosnian refugees 3 1/2 years after 

resettlement. Journal of Rehabilitation Research & Development, 45(3).  

*Vranceanu, A. M., Bachoura, A., Weening, A., Vrahas, M., Smith, R. M., & Ring, D. 

(2014). Psychological factors predict disability and pain intensity after skeletal 

trauma. JBJS, 96(3), e20. 

*Wadsworth, M. E., Santiago, C. D., & Einhorn, L. (2009). Coping with displacement from 

Hurricane Katrina: predictors of one-year post-traumatic stress and depression 

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

*Wang, X., Gao, L., Shinfuku, N., Zhang, H., Zhao, C., & Shen, Y. (2000). Longitudinal 

study of earthquake-related PTSD in a randomly selected community sample in north 

China. American Journal of Psychiatry, 157(8), 1260-1266. 

*Warren, A. M., Boals, A., Elliott, T. R., Reynolds, M., Weddle, R. J., Holtz, P., ... & 

Foreman, M. L. (2015). Mild traumatic brain injury increases risk for the 

development of posttraumatic stress disorder. Journal of Trauma and Acute Care 

Surgery, 79(6), 1062-1066. 

*Weinert, C. R., & Sprenkle, M. (2008). Post-ICU consequences of patient wakefulness and 

sedative exposure during mechanical ventilation. Intensive Care Medicine, 34(1), 82-

90. 

*Wintermann, G. B., Brunkhorst, F. M., Petrowski, K., Strauss, B., Oehmichen, F., Pohl, M., 

& Rosendahl, J. (2015). Stress disorders following prolonged critical illness in 

survivors of severe sepsis. Critical care medicine, 43(6), 1213-1222. 

 *Youngblut, J. M., Brooten, D., Cantwell, G. P., del Moral, T., & Totapally, B. (2013). 

Parent health and functioning 13 months after infant or child NICU/PICU 

death. Pediatrics, 132(5), e1295-e1301. 

*Zatzick, D. F., Kang, S. M., Hinton, W. L., Kelly, R. H., Hilty, D. M., Franz, C. E., ... & 

Kravitz, R. L. (2001). Posttraumatic concerns: a patient-centered approach to 

outcome assessment after traumatic physical injury. Medical Care, 327-339. 



 

 

44 

Service Related Project 

 

 

 

Service evaluation of a pilot single session group intervention for patients and their carers 

transitioning from relapsing-remitting to secondary progressive multiple sclerosis 

 

 

 

Peter Diamond 

Doctorate in Clinical Psychology 

 Department of Psychology, University of Bath, Claverton Down, Bath, BA2 7AY  

Email: p.diamond@bath.ac.uk 

 

 

 

Word Count: 4494  

May 2020 

 

 

 

Internal Supervisor: Dr Liz Marks 

External Supervisor: Dr Leon Dysch 

 

 

 

Proposed Journal for Submission: Psychology Health & Medicine  

 

 

 

 

 

 

 



 

 

45 

Introduction 

Multiple sclerosis (MS) is a long-term health condition that affects the central 

nervous system (CNS) (Mackenzie et al., 2014). There are estimated to be around 

127,000 people with MS in the UK and it is the most common neurological disorder in 

young adults (Mackenzie et al., 2014). Symptoms vary widely between individuals, 

depending on the location and severity of the damage to the CNS, but can include 

difficulties with mobility, pain, spasms and most commonly fatigue (Compston, 2006). 

Over 80% of patients with MS are initially diagnosed with what is known as relapsing 

remitting MS (RRMS) (Murray, 2006). This is characterised by periodic worsening of 

symptoms, known as relapses, followed by periods of either partial or complete 

remission. The majority of patients will eventually go on to develop secondary 

progressive MS (SPMS), with around half progressing to this diagnosis within 15 years 

(Scalfari, Neuhaus, Daumer, Muraro, & Ebers, 2013). Patients with SPMS no longer 

experience any remission of MS symptoms and it is diagnosed following a sustained 

period of worsening symptoms over at least six to 12 months (Rovaris et al., 2006). 

There is now a growing awareness that this period of transition from RRMS to 

SPMS can be one of significant emotional distress, adjusting to a situation where their 

symptoms are not going to improve (Davies et al., 2015). Indeed, some people with MS 

(pwMS) describe this transition as like being diagnosed with MS all over again (Deibel, 

Edwards, & Edwards, 2013). It is within this period patients have to adjust to the 

increasing impact of symptoms on aspects of their daily living such as work and social 

functioning (Coetzee, Zaratin, & Gleason, 2015; Malcomson, Lowe-Strong, & 

Dunwoody, 2008). There are also limited evidence-based medical interventions once 

patients reach this stage, and often disease-modifying medications are withdrawn and 

appointments with health care services becomes less frequent (Scolding et al., 2015). 

Understandably, this can lead to sense of abandonment and loss of hope in patients 

(Davies et al., 2015). 

Psychological models of adjustment to long term conditions (LTC) may provide 

insight into how to best support individuals in this period of transition. Leventhal’s 

Common-Sense Model has shown that an individual’s illness representations and levels 

of self-efficacy play an important role in adjustment to LTC (Leventhal, Brissette & 

Leventhal, 2003). Research has shown the importance of illness beliefs, such as an 

individual’s knowledge of their illness and perceptions of control over their condition and 

its’ treatment, positively impacting on wellbeing and adjustment in both pwMS (Bassi et 
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al., 2016) and individuals with a range of other LTC (Kaptein et al., 2006; Sawicki, 

Sellers, & Robinson, 2011). In addition to the patient’s own illness beliefs, negative care-

giver beliefs have also been found to result in poorer adjustment to long term illness in 

patients (Richardson, Morton & Broadbent, 2015), highlighting the importance of 

including caregivers, as well as patients, in interventions aimed at modifying illness 

beliefs. 

Another important factor in helping individuals adjust to living with LTC and 

helping maintain wellbeing is that of self-management (Schulman‐Green et al., 2012). 

This is broadly defined as an individual’s responsibility for various aspects of their lives 

such as medication use, lifestyle changes, and control over managing their own illness 

(DeRidder, Geenen, Kuijer, & van Middendorp, 2008). The importance of self-

management has been highlighted in a number of Department of Health initiatives and 

patient led MS working groups, which recommend services promote self-care in 

managing illness (Fraser et al., 2013; Tattersall, 2002), and is in line with the Five Year 

Forward review encouraging patients to have more control in their own care (NHS 

England, 2014). Support groups for MS patients based around self-management 

principles, such as health and physical functioning, have been found to positively impact 

on a number of variables such as self-efficacy, quality of life, and health related 

behaviours (Bishop, Frain, & Tschopp, 2008; Holman & Lorig, 2004; Schmitt,  

Goverover, DeLuca, & Chiaravalloti, 2014; Stuifbergen, Becker, Blozis, Timmerman, & 

Kullberg,, 2003). Feicke, Spörhase, Köhler, Busch, and Wirtz (2014) found that following 

only a one-day self-management group for patients newly diagnosed with MS there were 

significant improvements in wellbeing and coping behaviours for up to six months. 

Whilst health care services are often well designed to support patients newly 

diagnosed with MS, few have additional support for individuals around the transition 

from RRMS to SPMS (Davies et al., 2015). There are no national guidelines specifically 

for people undergoing this transition, and as such services do not routinely offer 

interventions specifically for this potentially at-risk group. To address this gap in service 

provision a community neurology service developed a new single session group 

intervention specifically aimed at people in this transition. The working group who 

developed the intervention comprised of Occupational Therapy, Physiotherapy and 

Neuropsychology, helping to provide a multidisciplinary approach to support these 

individuals in keeping with the National Institute for Health and Care Excellence (NICE) 

guidelines on management of MS (NICE, 2020). The content of the group focused on 
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practical information and self-management strategies, with input from a clinical 

psychologist regarding psychological coping strategies aimed to help with adjustment and 

acceptance. In line with models of adjustment to long term conditions, the group aimed to 

increase attendees’ knowledge of MS and their sense of control over symptoms to help 

with both self-efficacy and successful adjustment around this period of transition between 

diagnoses. 

 

Consultancy process 

This service evaluation was developed in collaboration with the working group 

based within the community neurology service. Initial meetings were held between the 

working group and the trainee Clinical Psychologist conducting the service evaluation to 

develop the aims and objectives of the project. As this was a pilot group the team were 

interested in focusing the evaluation on the acceptability of the intervention and practical 

issues such as the length of the day, the venue and its accessibility, communication of the 

information, and the size of the group. The team were also interested in receiving 

feedback on the content and length of time spent on each of the elements covered within 

the group. A feedback questionnaire was developed in collaboration with the team to 

meet these aims. The team were also interested in how the intervention may impact on 

levels of self-efficacy and illness beliefs and therefore outcomes relating to these 

outcomes were also collected.  

 

Service evaluation questions 

- What is the acceptability of the intervention? 

- Does the intervention increase patients’ self-efficacy? 

- Does the intervention increase patients’ and carers’ knowledge about their illness? 

- Does the intervention increase patients’ and carers’ perceived control over 

treatment? 

- Does the intervention increase patients’ and carers’ perceived control over their 

illness? 

- How can the intervention be improved? 

 

Method 

Ethical approval 
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This service evaluation received both local research and development approval 

from the service and ethical approval from the University of Bath Ethics Committee (18-

320; see Appendix A). 

 

Procedure 

Before the start of the intervention patients and carers were provided with a 

participant information sheet and invited to consent to participate in this service 

evaluation. The study measures were completed before the start of the group and then 

again immediately afterwards, with a feedback questionnaire also completed at the end of 

the intervention. This single session group intervention ran from 10am until 3pm with a 

45-minute break for lunch. The group included four main sections: Understanding and 

Managing MS, Practical Aspects of Life with MS, Exercise and Keeping Fit, The 

Psychological Impact of MS. To reduce measurement error and missing data, all 

questionnaires were checked by a researcher prior to participants leaving. 

 

Measures 

Feedback questionnaire. This is a 24-item questionnaire developed for the 

purpose of this service evaluation. It included questions relating to the content of the 

group with Likert rating scales (e.g. ratings of “Very good” to “Very Bad”). Open ended 

questions were also included around what attendees did, or did not, find helpful during 

the interventions and relating to potential improvements that could be made to the 

intervention (e.g. “What, if anything, would you like more of in future groups, or to be 

included that wasn’t?”) (see Appendix B). Both carers and pwMS completed this 

measure. 

Brief Illness Perception Questionnaire (IPQ-Brief). This is a 9-item self-report 

measure of illness perception (Broadbent, Petrie, Main, & Weinman, 2006). Each of the 

items are scored on a scale from 0 to 10. For the purposes of this service evaluation, only 

the indices “Personal Control”, “Treatment Control” and “Understanding” were used. 

These indices have been shown to have good internal test-retest reliability (r = .48-.69) 

and convergent validity demonstrated with moderate to good correlations on the 

respective items on the Illness Perceptions Questionnaire-Revised (r = .32-.46) 

(Broadbent et al., 2006). The control indices have previously been shown to correlate 

with positive self-management in diabetes (Broadbent et al., 2006). The “Understanding” 

index has been shown to correlate to both physical and mental functioning at three 
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months’ follow up in cardiac patients (Broadbent et al., 2006). The carers completed the 

carer version of this measure (Yu, Lingler, Sereika & Erlen, 2017). 

Self-Efficacy to Manage Chronic Disease Scale (SEMCD). This is a 6-item 

questionnaire assessing self-efficacy in individuals with chronic health conditions, with 

higher scores indicating more self-efficacy (Lorig, Sobel, Ritter, Laurent, & Hobbs, 

2001). This measure has been shown to have high internal consistency (α = .90) and 

convergent validity, significantly correlating with related outcomes such as health 

distress, illness intrusiveness and fatigue (r = .47-.64; p < .001) (Ritter & Lorig, 2014). 

Only pwMS completed this measure. 

 

Analysis 

Analysis of the feedback questionnaire data was descriptive and exploratory, with 

the questionnaire developed primarily to gain feedback from the group attendees on 

acceptability and feedback specific to this intervention. For the standardized 

questionnaires outcomes were also descriptive, including mean changes in scores from 

pre to post intervention. Within group statistical testing was originally planned for 

measures of self-efficacy and illness beliefs from pre to post intervention. However, due 

to significantly less people attending the group than planned these were not conducted. 

Initially the service had planned for 15 pwMS to attend with up to 15 carers, however in 

actuality only seven pwMS were invited to the day with carers informally invited to 

attend. An assessment of the acceptability of this intervention had been planned to include 

a number of pwMS around this transition invited across the whole service (estimated n = 

50), with interest in attending the group collated and reasons for those not wishing to 

attend collected. However, it was not possible to assess the wider acceptability of this 

intervention for all pwMS around this transition, as the service’s recruitment strategy 

changed and only specific individuals were invited, based on a judgement by the MS 

nurses within the working group of who would potentially be interested in attending and 

benefit from this group. Content analysis was used to produce quantitative data from 

answers to open ended questions within the questionnaires. Content analysis used in this 

way allowed for systematic and objective descriptions of responses to questions not 

captured in the remainder of the questionnaires (Krippendorf, 2004). The content analysis 

followed guidelines outlined by Stemler (2000). Initially two researchers independently 

reviewed the data to generate a checklist of topics appearing in the text, with differences 
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reconciled through discussion. The two researchers then independently used the checklist 

to code the data, with a high level of agreement (97%).  

 

Results 

A total of nine participants took part in the evaluation of the day, six pwMS and 

three carers. One of the pwMS who attended the group did not complete the measures. 

Demographics of the participants are shown in Table 1.  

 

Table 1. 

Demographic information for the pwMS and carers who attended the “Living Well with MS” 

group. 

PwMS 
 

45-54 55-65 
 

 
Age 4/6 (66%) 2/6 (33%) 

 

     

  
Male Female 

 

 
Gender 1/6 (17%) 5/6 (73%) 

 

     

  
White British 

  

 
Ethnicity 6/6 (100%) 

  

     
Carers 

 
45-54 55-64 

 

 
Age 1/3 (33%) 2/3 (66%) 

 

     

  
Male Female 

 

 
Gender 2/3 (66%) 1/3 (33%) 

 

     

  
White British 

 

 
Ethnicity 3/3 (100%) 

 

 

Acceptability of the intervention 

Nine pwMS were invited to attend the group. These were selected by the MS 

nurses within the service as people who transitioning from RRMS to SPRM and who 

were thought as likely to benefit from this intervention. Of the nine invited, seven pwMS 

attended, three bringing carers with them. The reasons given for the two pwMS who 

declined to attend were that they were busy on the proposed date for the group.  Overall 

the day was rated as “very good” by all the pwMS and carers attending the group. 
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Self-Efficacy 

The mean scores on the SEMCD measure increased from 36.3 (SD = 8.09) to 37.3 

(SD = 9.91) following the day, indicating a small increase in overall levels of self-efficacy 

in pwMS attending the group. The overall mean change score in SEMCD from pre to post 

intervention in addition to individual scores for each of the pwMS are shown in Figure 1. 

It can be seen that all but two participants showed an improvement in self-efficacy.  

 

 

Figure 1. Change in Self Efficacy in Managing Chronic Disease Measure from pre to post intervention. 

Both the mean scores for the total group are shown in addition to individual scores.  

 

Illness Perceptions of PwMS 

Increases were observed in the “Personal control” index of the BIPQ from 2.83 

(SD = 2.03) to 3.17 (SD = 1.95), with higher scores indicating more perceived control 

over the individuals MS. Increases were also observed in the BIPQ indices “Treatment 

Control” and “Understanding”, from 4.5 (SD = 3.1) to 5 (SD = 2.58) and 8.33 (SD = 

0.94) to 8.83 (SD = 0.9) respectively, with higher scores indicating greater perceived 
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control over treatment and understanding of MS. Based on responses on the feedback 

questionnaire 4/6 patients either agreed or strongly agreed that the day had increased their 

understanding of their MS and 2/6 remained unchanged (see Figure 2). Half of the 

patients who attended felt that they had more control over their MS following the day (see 

Figure 3.).  

 

 

Figure 2. PwMS and carer responses to the question “This day has increased my understanding of MS” 

 

Carer Illness Perceptions 

Mean scores on the BIPQ indices of carers “Personal control”, relating to how 

much control they felt they had over their partners MS, increased from 2.67 (SD = 0.94) 

to 3.67 (SD = 2.5). Increases were also seen in carer’s perception of how much they felt 

their partner had control over their MS, from 5.67 (SD = 2.62) to 6 (SD = 2.94). Mean 

scores on the treatment control index increased from 4.33 (SD = 4.03) to 4.67 (SD = 

3.86). There was no change in “Understanding” index of the BIPQ. However, responses 

on the feedback questionnaire indicated that all of the carers who attended felt that their 

understanding of MS had increased following the group (see Figure 2). In addition to this 

all the carers who attended felt they had more control over their partner’s MS (see Figure 

3).  
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Figure 3. PwMS and carer responses to the question “This day has helped me feel like I have more control 

over the MS / my partners MS” 

 

Feedback Questionnaire 

Venue. The venue was rated as “good” or “very good” by all of the pwMS. All 

carers rated the venue as “very good”. Both pwMS and carers rated the venue 

accessibility as “very good” or “good”. Participants commented on how important it was 

that there was good parking at the venue. Some of the attendees also commented 

positively on the provision of refreshments. 

Group size. All pwMS and carers rated the group size as “just right”. Comments 

by pwMS were that the small group allowed for group discussions and made the 

presentations easy to see and hear.  

Communication. 4/6 pwMS rated the communication of the presenters as “very 

good”, 1/6 rated it as “good” and 1/6 rated it as “average”. All carers rated the 

communication as “good” or “very good”. From the open-ended feedback received for 

this section, one participant noted that very little information around the content and 

structure of the day were sent out prior to the group. 

Length of Day. 4/6 PwMS and 1/3 carers rated the day as “just right”. 2/6 PwMS 

and 2/3 carers rated the day as “too long”. Participants commented on the open-ended 

feedback section that it was difficult to concentrate towards the end and many were 

feeling fatigued. 
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Understanding and managing MS. This was rated as “very good” by 4/6 pwMS 

and “good” by 2/6. All carers rated this section as “very good”. All participants thought 

that enough time was spend on this topic. 

Practical Aspects of Life with MS. This topic was rated as “very good” by 3/6 

pwMS and “good” by 3/6 pwMS. All carers rated this as “very good”. All carers and 5/6 

pwMS felt the amount of time spent on this topic was “just right”. One felt there was too 

much time on this section. 

Exercise and Keeping Fit. 2/6 pwMS rated this section as “very good”, 2/6 rated 

it as “good” and 1/6 as “average”. All carers rated this section as “very good”. One pwMS 

felt there was “too little” time spend on this and 5/6 felt it was “just right”. One carer felt 

there was “far too much” on this topic with 2/3 rating it as “just right” 

The Psychological Impact of MS. 4/5 pwMS rated this as “very good”. 1/5 rated 

this as “average”. All carers rated this section as “very good”. 3/5 said there was “too 

little” on this topic. 2/5 pwMS and 2/3 carers said it was “just right”. 1/3 said there was 

“far too much” on this topic.  

 

Content analysis of responses to open-ended feedback questions 

 What was most valued about the day. The coded response from the open-ended 

questions around what was most valued and useful in the day are outlined in Table 2. The 

most frequently mentioned theme was “Meeting others and sharing experiences”. 

“Understanding MS” and “Psychology” were also mentioned most frequently. 

 

Table 2. 

Responses to questions within the feedback questionnaire around what was most valued and useful about 

the group, with coded topics, total number of mentions and number of participants mentioning them. 

Topic Total number of mentions Number of participants 

Meeting others & sharing experiences 10 7 

Psychology  5 5 

Understanding about MS 3 3 

Support pathways 1 1 

Prevention 1 1 

Learning about medical treatments and research 1 1 

Self-management 1 1 

Knowledge of presenters 1 1 

Interaction between group and presenters 1 1 
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What could be included in the day that was not and what people wanted 

more of. The responses from the open-ended questions which asked what the group 

attendees wanted more of in future events and what could be included that was not are 

outlined in Table 3. There were a range of different responses from attendees, with the 

most frequently stated topics around diet and exercise, with two attendees endorsing these 

topics. 

 

Table 3. 

Responses to questions within the Feedback Questionnaire around what people would like more of in future 

events or could be included that was not, with coded topics, total number of mentions and number of 

participants mentioning them 

Topic Total number of mentions Number of participants 

Diet 2 2 

Exercise 2 2 

Psychological impact of MS - especially fatigue and 

cognition 1 1 

Psychology 1 1 

Emerging medical treatments 1 1 

More advice for those in supportive role 1 1 

Local MS groups 1 1 

 

 What people found less useful or could be improved about the day. For the 

open-ended questions around what was less useful about the day and could possibly be 

improved, responses are outlined in Table 4.  The most frequently mentioned topic from 

this question was that having the feedback questionnaire at the end of the intervention 

was too tiring. 

 

Table 4. 

Responses to questions within the feedback questionnaire regarding what people found less useful or ways 

they felt the day could be improved, with coded topics, total number of mentions and number of participants 

mentioning them. 

Topic Total number of mentions Number of participants 

Feedback at the end too tiring 2 2 

Better technology i.e. projector 1 1 

Mindfulness exercise not helpful 1 1 

Too many examples of 

occupational therapy aids 1 1 
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Discussion 

This project evaluated a pilot single session group intervention for patients 

transitioning from RRMS to SPMS. The findings demonstrated that the intervention was 

acceptable and well received, with all attendees rating it as very good. Overall, both the 

content of the group and venue were also rated as good. In addition to this, preliminary 

data on self-efficacy and illness beliefs linked to positive adjustment and self-

management were seen to improve immediately following the intervention. 

With significantly less participants attending the intervention than initially 

planned, the positive trends around the groups impact on self-efficacy and illness beliefs 

are limited to a very small sample and thus must be interpreted with caution. However, 

the modest improvements observed in the majority of participants are promising given the 

positive relationship found between self-efficacy and successful adjustment to long term 

health conditions (Leventhal et al., 2003). Increases were also found in pwMS’s 

knowledge of their MS and feelings around control over the MS and its treatment. These 

illness beliefs around control and understanding have been shown to have positive 

correlations with wellbeing and adjustment in people with chronic conditions (Kaptein et 

al., 2006; Sawicki et al., 2011; Timmers et al., 2008). Specific to MS, it has been shown 

that individual knowledge of MS is significantly related to positive coping and reduced 

fear associated with their diagnosis (Kirkpatrick Pinson, Ottens, & Fisher, 2009). 

Responses from carers attending the group also found that the majority felt more in 

control of their partner’s MS and had gained a better understanding of MS following the 

day, which may play an important role in helping patients’ adjustment around this 

difficult period of transition as seen in other long-term health conditions (Richardson et 

al., 2015). Interestingly, one of the most valued aspects about the intervention was 

reported to be the coming together as a group and sharing experiences with each other.  

The importance of shared experiences within group interventions is seen across a wide 

range of other settings (Gould & Clum, 1993) and this highlights how the provision of a 

group intervention for these individuals may help to provide valuable support over self-

help materials or input from experts and healthcare professionals, as observed in single 

session group interventions for newly diagnosed patients with MS (Feicke et al., 2014).   

Importantly, this service evaluation found that the measures used were acceptable 

to participants which indicates that this way of assessing outcome may be appropriate and 

helpful in further evaluations of the impact of this intervention on self-efficacy and illness 

beliefs. Similarly, the feedback questionnaire was acceptable to both those attending the 
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group and the service, with the service feeling this methodology was sufficient to evaluate 

and make improvements to future groups.  

 

Recommendations 

Based on the findings of this project the following recommendations were made to the 

team:  

 

Recommendations for future “Living Well with MS” groups: 

- Reduce the overall length of the day. Due to the feedback from many of the group 

on the day being too long, it was recommended that the intervention be run over 

multiple sessions or shortened in length. 

- Increase the time spent on the psychology section of the intervention. A number of 

pwMS and carers felt this section could be increased in length and found it one of 

the most valuable things about the day.   

- Ensure future venues continue to have good access to facilities such as parking 

and toilets as these were valued by the group. 

- Send more detailed information out about the purpose and content of the group 

with the invitation. It was highlighted in the feedback that minimal information 

about the group content and structure was sent out prior to the day. 

- Participants benefitted from the small group size and therefore further 

interventions should aim to keep to a similar size. 

- In recruiting for this intervention only a small proportion of service users were 

invited to attend. It is important that all those who may benefit are given the 

opportunity to access this support. When planning future interventions all patient 

within the service around this transition should be given the option of attending, 

with capacity potentially managed through a rolling waiting list. 

 

Recommendations for further evaluation:  

- Collect data on self-efficacy and illness beliefs routinely from future groups. 

Larger sample sizes will allow for significance testing to better assess the impact 

of this intervention on these outcomes/ 

- Follow up measures should be collected after the group to assess whether changes 

in illness beliefs and self-efficacy are maintained.  
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- To reduce the length of time required to complete measures at the end of the day 

the feedback questionnaire should be given to the attendees to take home to 

complete, and responses posted back to the service. This was in response to many 

pwMS finding all the measures very tiring to complete at the end of the 

intervention. 

- To better assess the acceptability of this group intervention for all patients within 

the service, information on numbers of those invited and attending should be 

collated. Reasons for those not attending should also be assessed. Due to the 

selective recruitment process for this intervention, it was not possible to assess 

wider acceptability of this group within the service. It is possible that not all 

pwMS will wish to attend a group, or be able to, and may benefit from other 

resources being made available, such as self-help materials. 

 

Feedback of service evaluation results and recommendations 

The results of this evaluation were fed back to the team via a presentation with the 

suggested recommendations made to the service. Following this presentation, a discussion 

was facilitated regarding all of the feedback collected on the day and how best to take the 

development of the group forward. In addition to this presentation, an overview of the 

project and development of this pilot intervention was fed back to wider teams at a 

business meeting as an example of ongoing service development.  

 

Implementation of Recommendations 

Following the recommendations, the service is now planning on running another 

day for patients transitioning from RRMS to SPMS. Based on the feedback they are 

planning to run the group over two separate mornings to address the issues with fatigue 

and the length of the day during the pilot. In addition to this, more time will be allotted to 

the psychology section as requested in the feedback. All the comments and feedback were 

also reviewed by the team, with discussions held over which changes to implement. The 

team felt it was important to include more information specifically for carers, as 

recommended by one of the carers who had attended. The team will also make sure that 

up to date information about medical research would be included. The team is planning to 

continue to collect feedback from these future groups using the feedback questionnaire 

developed within this service evaluation. Measures of self-efficacy and beliefs about 

illness will also be collected. It was decided that people attending the group would be 
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provided with pre-paid envelopes to post back feedback questionnaires, as many of the 

participants found this very tiring at the end of the session. The MS nurses agreed to 

conduct follow up telephone calls to remind attendees to complete these measures. In 

addition to this, invitations to the group will be extended to all those in the service 

identified around this transition, with a rolling waiting list. In order to assess the 

acceptability of this group records will be kept of how many were invited, who attended, 

and reasons for those individuals not attending.  

 

Limitations 

Far less participants attended this intervention than originally planned for, 

significantly limiting the conclusions that can be drawn from pre and post assessments 

around illness beliefs and self-efficacy. It is not known how long these changes are 

maintained for and what the longer-term impact on patients’ levels of adjustment and 

wellbeing are and follow up measures should be collected in future evaluations to assess 

for longer term changes. Unfortunately, due to the selection process for this intervention 

it was also not possible to assess more broadly what the acceptability of this intervention 

was for all patients around this transition within the service. Within this pilot group those 

who attended were selected by the MS nurses as potentially able to benefit from such an 

intervention, further limiting the generalisability of the findings within this service 

evaluation. While attempts were made to reduce any responder bias, for example with 

confidentiality responses and the evaluation being conducted by an external researcher, 

participants may have still felt some pressure to provide positive feedback.  

 

Conclusion 

Overall this single session group intervention was well received by the individuals 

who attended. Unfortunately, the numbers of patients attending the group were far lower 

than planned, limiting the conclusions that can be drawn, although preliminary outcome 

measures suggest that both patients and carers beliefs around their MS were positively 

impacted and levels of self-efficacy increased. Interventions to support pwMS and their 

carers are much needed around this difficult time of transition and this is intervention is 

important first step in helping to increase the provision of support for these individuals. It 

is important that services continue to evaluate their interventions and involve patients and 

carers in this process of implementation and development. 
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Introduction 

There are currently 1.2 million stroke survivors living in the United Kingdom 

(UK) and it is the UK’s leading cause of disability (Adamson, Beswick, & Ebrahim, 

2004). A stroke occurs when the blood supply to the brain is cut off, resulting in focal 

neurological damage which can lead to both physical and cognitive difficulties (Norrving, 

2014). In addition to this, stroke survivors often experience significant psychological 

difficulties including both depression and anxiety (Lincoln et al., 2013). Anxiety in stroke 

survivors has been found to be both highly prevalent and to significantly impact on 

quality of life (Burton et al., 2013). Despite this, the current evidence base for the 

treatment of post stroke anxiety is limited to non-specific approaches such as relaxation 

interventions, with little success at ameliorating symptoms (Knapp et al., 2017). Post 

stroke anxiety is often viewed as a singular construct, with little distinction made between 

generalised anxiety and other forms of anxiety that may be present (Chun et al., 2018). 

There is now a growing awareness that individuals with existing medical conditions 

suffer from increased rates of health anxiety compared to the general population (Tyrer et 

al., 2011). Related to this, Chun et al. (2018) found that 82% of stroke survivors 

diagnosed with an anxiety disorder reported fear of stroke recurrence, compared to only 

29% in those not meeting criteria for an anxiety disorder. This raises the possibility that a 

significant component of post stroke anxiety may be understood in relation to specific 

health concerns and fears around stroke recurrence. Despite this, there is currently no 

research on the prevalence of health anxiety in this population.  

Health anxiety is defined as a persistent fear of developing an illness or the 

worsening of an existing illness (Asmundson, Abramowitz, Richter, & Whedon, 2010). 

As with other forms of anxiety, health anxiety exists on a continuum, from minimal 

concern about health at one end to excessive concern and preoccupation at the other 

(Rachman, 2012). For most individuals a degree of concern is adaptive in order to 

motivate engagement in appropriate health related behaviours such as seeking medical 

advice or adhering to treatment recommendations (Abramowitz & Braddock, 2008). 

However, severe health anxiety often persists despite reassurance and is related to 

significant levels of distress (Taylor & Asmundson, 2004). The cognitive model of health 

anxiety proposes that one of the key mechanisms in the maintenance of health anxiety is 

the misinterpretation of normal bodily sensations and illness related information as 

catastrophic and threatening (Warwick & Salkovskis, 1990). This anxiety is then further 

maintained by attempts to cope with these potential threats to health by engaging in safety 
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seeking behaviours such as avoidance (e.g. of medical consultations or health 

information), increased self-checking and symptom monitoring, and compulsive 

reassurance seeking. It is thought that the development of health anxiety is directly 

influenced by beliefs around health and past experiences such as significant health events 

(Warwick & Salkovskis, 1990). This is apparent in the elevated rates of health anxiety 

observed in individuals with existing medical conditions, up to 25% (Tyrer et al., 2011), 

compared to the prevalence of around 3.4% in the general population (Sunderland, 

Newby, & Andrews, 2013). Given the significant impact of experiencing a stroke on an 

individual’s health and the increased risk of recurrence, it is possible that stroke survivors 

will be at a specific risk of developing high levels anxiety in relation to their health. The 

misattribution of normal bodily sensations posited within the cognitive model of health 

anxiety has been shown in individuals with high health anxiety who have a history of 

myocardial infarction, showing an increase in their interpretation of normal somatic 

sensations as threatening and related to their health condition (Ratcliffe, MacLeod, & 

Sensky, 2006). In the context of stroke survivors, the experience of suffering a stroke may 

lead to increased vigilance to bodily sensations and concern about the recurrence of 

another stroke. This is particularly relevant where there is an overlap between somatic 

symptoms of anxiety and those of the feared health condition, with the potential for an 

increase in susceptibility to severe health anxiety as is observed in health conditions such 

as multiple sclerosis (Carrigan et al., 2018) and Addison’s Disease (Daniels & Sheils, 

2017). This overlap between the symptoms of anxiety and those of a stroke recurrence, 

such as light-headedness and dizziness, are likely to result in a vicious cycle of worry due 

to the perceived threat from somatic symptoms of anxiety resulting in further anxiety and 

subsequent somatic symptoms.  

In other patient populations with underlying medical conditions, such as those 

with multiple sclerosis, health anxiety has been shown to cause significant distress and 

impact on individuals’ quality of life, even when controlling for the level of disability 

(Carrigan et al., 2018). It is not known what impact high levels of health anxiety may 

have on stroke survivor’s quality of life relative to other known factors such as level of 

disability (e.g. Tennant et al., 1997), general anxiety (e.g. Tang et al., 2013) and 

depression (e.g. Kim et al., 2018). Quality of life within the present study was defined as 

a person’s sense of satisfaction with the aspects of life deemed to be important to them, 

reflecting an individualistic and values-based approach to quality of life (Ferrans, 1990; 

Gill & Feinstein, 1994). In other medical patient populations psychological interventions 
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based on the cognitive model of health anxiety have significantly improved symptoms of 

health anxiety and subsequent wellbeing (Tyrer et al., 2017). Given the high rates of 

health anxiety seen in other populations, this research may provide important information 

to help guide successful psychological interventions for a significant proportion of stroke 

survivors. It is important to develop a better understanding of post stroke anxiety and 

develop treatments for this prevalent and persistent consequence of stroke. 

 

Aims and Objectives 

This study aims to explore the prevalence of health anxiety in stroke survivors. As 

this is the first study to explore the construct of health anxiety in stroke survivors, 

differences in demographics and medical histories for those with high or low health 

anxiety will be described. The impact that high rates of health anxiety have on quality of 

life will be explored, in addition to previously identified predictors of quality of life 

including depression, general anxiety and levels of disability. As this is the first study to 

explore the phenomena of health anxiety in stroke survivors it will also assess the 

psychometric properties of the Short Health Anxiety Inventory (Salkovskis et al., 2002) in 

this population and assess its factor structure in relation to those previously identified 

within both clinical and non-clinical populations. 

 

Hypotheses 

1. Stroke survivors will have higher overall levels of health anxiety than the general 

population. 

2. Stroke survivors will experience similar levels of health anxiety to other 

populations with existing medical conditions. 

3. Stroke survivors with high health anxiety will have a lower quality of life than 

stroke survivors with low health anxiety. 

4. Levels of health anxiety, generalized anxiety, depression and disability will 

predict quality of life in stroke survivors. 

 

Method 

Design  

 This study used a cross sectional design, including both within group analyses and 

between group comparisons of stroke survivors with high and low health anxiety. 
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Ethical approval 

Full ethical approval was obtained from the University of Bath Ethics Committee 

(Reference Number 19-233) (see Appendix A). 

 

Participants  

Stroke survivors were recruited to take part in this research online through the 

Stroke Association Forum and relevant social media pages. Participation occurred 

through the completion of online questionnaires. No limit was placed on the time elapsed 

since stroke or presence of multiple strokes as it is unknown what impact this will have 

on levels of health anxiety. Research into general anxiety in stroke survivors suggests that 

it is relatively persistent and not related to number of strokes experienced (Burton et al., 

2013). Participants were recruited if they were: aged 18 or over; had experienced any type 

stroke; were fluent in English to complete questionnaires and were able to consent to the 

research.  

 

Procedure 

A link to the questionnaire with a brief description about the study was posted on 

specific forums and groups for people who have experienced a stroke, inviting them to 

take part. Those who were interested clicked on the hyperlink taking them to the study 

website hosted by Qualtrics Survey Software (Qualtrics, Provo, UT). After reading 

through the participant information, participants then completed an online consent form if 

they wished to take part in the research and were presented with the study questionnaires. 

Previous research has successfully utilised online recruitment methods for similar 

demographic and clinical populations (Burrows & Thomas, 2018; Kobori et al., 2014) 

and research has found online surveys to be reliable method of data collection (De 

Beuckelaer & Lievens, 2009; Gosling et al., 2004). Following completion of the 

questionnaires, participants were thanked for their time and presented with the debriefing 

information. 

 

Measures 

Demographics  

Demographic data and relevant physical health information was collected 

including age, gender, ethnicity, education, employment, marital and living status, type of 

stroke, time since stroke and presence of existing medical conditions (see Appendix E). 
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Quality of Life 

Quality of Life Index (QLI): This is a 38-item questionnaire measuring perceived 

satisfaction with aspects of individual’s lives (Ferrans & Power, 1992). The stroke 

specific adaptation was used in this study which includes additional subsections on 

communication, self-care and mobility (King, 1996). The scale consists of two parts: one 

rating satisfaction for different domains and the second rating the importance of each of 

these. This allows for the weighting of each item and an overall score that considers the 

aspects of life most important to the individual. This measure has been shown to have 

good internal reliability in stroke populations (α=.91) (King, 1996). 

 

Mood 

Hospital Anxiety and Depression Scale (HADS): This is a self-report measure of 

anxiety and depression, designed for use in patients with physical illness (Zigmond & 

Snaith, 1983). Both the HADS anxiety (HADS-A) and HADS depression (HADS-D) 

subscales have been shown to have good internal reliability in the stroke population, with 

Cronbach alpha values of 0.87 and 0.76 respectively (Johnston, Pollard, & Hennessey, 

2000).  

 

Health Anxiety  

Short Form Health Anxiety Inventory (SHAI): This is a 14-item measure of health 

anxiety (Salkovskis, Rimes, Warwick, & Clark, 2002). It has been shown to have good 

internal reliability in both non-clinical samples (α=0.89) (Abramowitz, Olatunji, & 

Deacon, 2007) and patients with existing medical conditions (α=0.84) (Kehler & 

Hadjistavropoulos, 2008).  

 

Disability 

World Health Organisation Disability Assessment Schedule (WHO-DAS-36); 

This is a 36-item self-report measure of disability (Üstün, Kostanjsek, Chatterji, & Rehm, 

2010). It is based on the International Classification of Functioning, Disability and Health 

(ICF) framework for measuring health and disability (WHO, 2001). The total WHO-

DAS-36 score has been shown to have good internal reliability in the stroke population (α 

= .90) (Küçükdeveci et al., 2013). Convergent validity of the self-report WHO-DAS-36 

has been demonstrated in the stroke population through good correlations with clinician 
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rated measures of disability, including the Functional Independence Measure-Motor 

(r=0.85, p<.001) and Functional Independence Measure-Cognitive (r=.68, p>.001) 

(Küçükdeveci et al., 2013). 

 

Analysis 

Prevalence of clinical health anxiety in this sample of stroke survivors was 

defined by the number of individuals scoring ≥ 18 on the SHAI. This cut off has been 

shown to reliably identify individuals with clinically significant levels of health anxiety 

(Salkovskis et al., 2002; Seivewright et al., 2004;). Chi squared tests were used to 

compare the clinical health anxiety prevalence in this population with published 

prevalence rates of clinical health anxiety in the general population and in those with pre-

existing medical conditions. Descriptive data was presented for the entire sample and for 

those individuals with high and low health anxiety, including demographics, health 

information, mood and quality of life. To assess the prevalence of depression and anxiety 

in this study the cut off of ≥ 11 for the HADS-A and HADS-D subscales were chosen due 

to the high level of specificity at this level and identification of “definite” cases of anxiety 

and depression (Brennan, Worrall-Davies, McMillan, Gilbody, & House, 2010; 

O’Rourke, MacHale, Signorini & Dennis, 1998). Between groups differences of stroke 

survivors with high (HiHA) and low health anxiety (LoHA) were then assessed. Low 

health anxiety was defined as scoring 10 or below on the SHAI (Hayter et al., 2016). This 

is one standard deviation below the 15-17 range used to identify individuals with high, 

but not clinical levels of health anxiety (Seivewright et al., 2004). T-tests and Chi squared 

statistics were used for these comparisons, with Fisher’s Exact Test used to compare 

categorical variables where predicted cell counts were < 5. Analysis of covariance 

(ANCOVA) was also conducted to compare QoL between groups while controlling for 

levels of disability. Where data was not normally distributed, non-parametric tests were 

used, with associations between non-normally distributed variables explored through 

Spearman’s correlation coefficient. A multiple regression was then conducted to assess 

the amount of variance in QoL explained by health anxiety in the total sample, in addition 

to the known predictors of depression, anxiety and levels of disability. A hierarchical 

regression method was used to allow for these known predictors to be entered into the 

model first, to assess for the unique contribution of health anxiety (Field, 2009). 

The psychometric properties of the SHAI were explored assessing internal 

reliability with Cronbach’s Alpha and convergent validity through correlations with the 
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related measures. A number of different factor structures have been identified within the 

literature, with inconsistent results (Alberts et al., 2013). Confirmatory factor analysis 

was conducted to test the fit of different factor structures within this sample. These 

included a two-factor model of “Body Vigilance” and “Illness Severity” identified by 

Abramowitz, Deacon, and Valentiner (2007) in a student sample, and also the two-factor 

model “Thought Intrusion” and “Fear of Illness” identified in a medical sample by 

Alberts, Sharpe, Kehler, and Hadjistavropoulos (2011). The fit of a single factor model 

“Health Anxiety” was also explored, in keeping with original “Illness Likelihood” factor 

defined in Salkovskis et al. (2002). The confirmatory factor analysis models were 

estimated using diagonal weighted least squares (DWLS) with robust versions of fit 

statistics, using the lavaan package in R version 3.53 (Rossel, 2012). The DWLS method 

has been shown to provide robust model estimates in both small sample sizes and where 

data does not meet assumptions of normality (Mindrila, 2010). The models were tested 

using five commonly used indices: Comparative fit index (CFI), Tucker-Lewis index 

(TLI), root mean square error of approximation (RMSEA), Standardized Root Mean 

Square Residual (SRMR) and Chi Squared test (Kliene, 2011). The criteria for goodness 

of fit of each of the models used guidelines outlined by Hu and Bentler (1999) with CFI 

and TFI values > .90 representing acceptable model fit, and values >.95 excellent fit, and 

RMSEA and SRMS values equal to or below 0.08 representing acceptable fit, with values 

equal to or below 0.05 representing excellent fit. 

 

Power calculation 

An a priori power analysis using G*Power (Faul, Erdfeldeer, Lang, & Buchner, 

2007) indicated that a minimum sample size of 98 was needed for a regression analysis 

with 80% power and assumed medium effect size (f2=0.15), with six predictors. For 

between group comparisons of HiHA and LoHA groups a minimum of 21 participants 

were required for each group with 80% power and assumed large effect size (d=0.8), as 

observed in previous studies comparing HiHA and LoHA groups in patients with pre-

existing medical conditions (Carrigan et al., 2018). 

 

Results 

A total of 146 participants consented to take part in the research, with 105 

completing all study questionnaires. Only data from participants completing all study 

measures were included in the analysis. The mean age of the sample was 54.93 (SD 
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10.87) ranging from 25 to 79. The majority of responses were from a UK population 

(82.9%). The sample were predominately female (67.6%), Caucasian (95.3%), retired 

(30.5%), married, in a civil partnership or common law partnership (77%) and were living 

with someone (84%). The mean time since stroke was 3.69 years (SD=3.25), ranging 

from 0.25 to 15.16 years. The majority of the sample had experienced ischaemic strokes 

(67%) and had only experienced one stroke (81.90%). Twenty-two percent of the sample 

suffered from aphasia and over half of the sample experienced at least one other 

significant health condition (51.40%). Full details of demographics for the total sample 

are included in Appendix F. 

 

Psychometrics of SHAI  

The SHAI demonstrated good internal reliability in this sample (=.869). 

Convergent validity was found with good correlations with the HADS-A (r=.70, p<.001). 

Confirmatory factor analysis identified similar rates of convergence for all three models, 

with all providing a good fit for the data (See Table 1). However, the single factor model 

was seen to have slightly better fit indices. Correlations between the Body Vigilance and 

Illness Likelihood factors showed good correlation (r=.77) indicating measurement of 

related but separate factors. The Fear of Illness and Though Intrusion factors were found 

to have a near perfect correlation (r=.99), questioning the separateness of these two 

constructs. Overall, these results indicate that within a stroke population the best fitting 

and also most parsimonious model of the SHAI may be a single factor solution, with all 

14 items representing a single factor, in keeping with the “Illness Likelihood” factor 

defined in the original Salkovskis et al. (2002) paper. The relative item loadings for each 

of these three models are shown in Appendix G. 

 

Table 1. 

Fit indices for each of the three models included within the confirmatory factor analysis. 

Model 2 df P CFI TLI SRMR RMSEA 

Single factor 83.19 77 0.294 0.998 0.998 0.0737 0.0278 

Two Factor (Abramowitz et al. 2007; BV, IL) 74.708 62 0.169 0.996 0.995 0.0793 0.0401 

Two Factor (Alberts et al. 2011; FI, TI) 76.32 64 0.139 0.996 0.995 0.0737 0.043 

Note. SHAI=Short Health Anxiety Inventory; BV=Body Vigilance; IL=Illness Likelihood; FI=Fear of 

Illness; TI = Thought Intrusion; RMSEA = Root mean square error of approximation; CFI = Comparative 

fit index; NFI = Normed fit index. Bold = Model of best fit. 
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Health anxiety  

The mean score on the SHAI was 14.74 (SD=6.86) ranging from 2 to 32. Overall, 

29.52% of the sample met criteria for clinical health anxiety, scoring ≥ 18 on the SHAI. 

This was significantly higher than the prevalence of health anxiety observed in the 

general population of 3.44% (χ2(1)=195.89, p<.001) (Sunderland, Newby & Andrews 

2013) (Hypothesis 1). Whilst this is slightly higher than prevalence rates observed in 

patients attending neurology clinics (27.71%;) (Tyrer et al., 2011) and in patients with 

multiple sclerosis (25%) (Kehler & Hadjistavropoulos, 2009), these differences did not 

reach significance (χ2(1)=1.26, p=.26; χ2(1) = 0.71, p=.40) (Hypothesis 2). 27.6% of the 

sample scored ≥ 11 on the HADS-D, indicative of clinical depression. 36.2% scored ≥ 11 

on the HADS A, indicative of clinically significant levels of anxiety.  

For comparisons between individuals with high health anxiety and low health 

anxiety participants were grouped into those scoring ≥ 18 on the SHAI (n=31) and those 

scoring below 11 (n=32). There were no significant between group differences in age 

(t(61)=0.89, p=.685), gender (χ2(1, N=63) = 0.01, p = .941),  marital status (χ2(1, N=63) = 

0.26, p=.613) ethnicity (χ2(1, N=63) = 0.198, p=.708), country (χ2(1, N=63) = 1.11, 

p=.292), living status (χ2(1, N = 63) = 1.49, p=.222), education level (χ2 (1, N=63) = 0.04, 

p=.848) or working status (χ2(1, N=63) = 3.18, p=.075). With regard to the physical 

health background of the HiHA and LoHA groups, there were no significant differences 

found between the type of stroke experienced (χ2(1, N=63)=.549, p=.459), number of 

strokes (U=448, p=.349) or whether individuals had aphasia (χ2(1, N=63)=.92, p=.338). 

No differences were observed in the time since stroke between the two groups 

(U=432.50, p=.382) and no significant correlation was found between the SHAI and time 

since stroke within the total sample (rs(103)=-.239, p=.192).  

The HiHA group was found to have significantly lower levels of quality of life 

(U=77, p<.001). (Hypothesis 3). The high health anxiety group were also observed to 

have significantly higher levels of depression (U=81, p<.001) and anxiety (U=98.5, 

p<.001). The HiHA group also had significantly higher rates of disability (U=140.5, 

p<.001). When comparing difference in quality of life between groups with an ANCOVA 

to control for levels of disability this difference remained significant (F(1 60) = 16.38, 

p<.001). A summary of the key characteristics of the HiHA and LoHA groups are shown 

in Table 2, with full details shown in Appendix F.  
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Table 2.  

Participant information for the high health anxiety (HiHA) group and the low health 

anxiety (LoHA) groups. 

 HiHA LoHA 

N 31 32 

Age (SD; range) 56.42 (10.72; 25-70) 53.97 (11.13 range 34-79) 

Gender (% female) 74.2 75.0 

Type of stroke (%)   

    Ischaemic 74.2 65.6 

    Haemorrhagic 25.8 34.4 

Time since stroke (years) 3.36 (3.08; 0.25-9.75) 4.03 (3.47; 0.5-14) 

More than one stroke 16.1% 25% 

Average number of strokes 1.19 (.48; 1-3) 1.41 (.88; 1-5) 

Aphasia 29% 18.8% 

HADS-A* 12.74 (4.25) 5.13 (3.78) 

HADS-D * 10.42 (3.84) 3.81 (2.73) 

QLI* 14.78 (4.99) 23.75 (4.07) (9-29) 

 
QLI (95% CI)* † 17.45 (16.26 – 18.63) 21.16 (20.0 – 22.32) 

WHODASS Total* 42.61 (23.56) 15.01 (11.64) 

Note. * p<.05 for differences between HiHA and LoHA groups. † = Adjusted values accounting for WHO-DAS score. 

HADS-A = Hospital Anxiety Depression Scale – Anxiety Subscale. HADS-D = Hospital Anxiety and Depression Scale 

– Depression Subscale. QLI = Quality of Life Index. WHODASS = World Health Organisation Disability Assessment 

Schedule. 

Initial bivariate analysis between the QLI and other study variables revealed 

significant correlations with the SHAI (rs(105) = -.61; p<.001), HADS-D (rs(105) = -.83; 

p<.001), HADS-A (rs(105) = -.68; p<.001) and WHO-DAS (rs(105) = -.85; p<.001). 

Bivariate analysis of the QLI and demographic and other physical health information did 

not reveal any significant correlations (ps>.05). 

 A hierarchical multiple regression was then conducted to assess whether health 

anxiety contributed uniquely to the level of QoL in the total sample (n=106) with the 

factors depression, disability and anxiety (Hypothesis 4). Tests of collinearity were not 

significant and correlations between variables were deemed acceptable. Visual inspection 

of plots did not indicate any violation of linearity and homoscedasticity. Initially in Step 1 
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depression (HADS-D), general anxiety (HADS-A) and level of disability (WHO-DAS) 

were added, with an R2 value of .83, accounting for 83% of variance. In Step 2 health 

anxiety was then added to the model, with a significant R2 change of .01 (p<.05). The R2 

value for the final model was 0.84, explaining 84% of the overall variance in the QLI. 

Summaries of the regression models, including individual  coefficients for each 

predictor, are outlined in Table 3. As expected, disability and depression accounted for a 

significant amount of variance. Health anxiety was also shown to account for unique 

variance in QoL in model. General anxiety, as measured by the HADS-A, was no longer 

significant in the final model when the SHAI was included. 

 

Table 3. 

Summary of the hierarchical regression, including coefficients for each factor and R2 

change values across each step. 
 B SE B  

Step 1       

   Constant 28.21 0.22  

   WHO-DAS-36 -0.14 0.15 -0.54** 

   HADS-D -0.47 0.10 -0.35** 

   HADS-A -0.15 0.07 -0.13* 

Step 2    

   Constant 29.77   

   WHO-DAS-36 -0.14 0.02 -0.53** 

   HADS-D -0.44 0.09 -0.33** 

   HADS-A -0.07 0.08 -0.06 

   SHAI -0.10 0.05 -0.12* 

Note. R2 = .83 for Step 1 (p <.001), R2 = .01 for step 2 (p <.05) *p<0.001 **p<0.05. The criterion variable 

within both models was the Quality of Life Index. 

Discussion 

This study is the first to explore the prevalence of health anxiety in stroke 

survivors. 29.52% of the sample were found to be experiencing clinical levels of health 

anxiety. These individuals had significantly lower levels of quality of life compared with 

those who had low health anxiety. Health anxiety was a significant predictor of quality of 

life, in addition to levels of depression and disability. 

The health anxiety prevalence observed in stroke survivors in this study is 

significantly higher than the 3.4% prevalence seen in the general population (Sunderland 
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et al., 2013). Similar rates of health anxiety at around 25% have been observed in patient 

populations with existing medical conditions such as those with multiple sclerosis (Kehler 

& Hadjistavropoulos, 2009) and those attending neurology clinics (Tyrer et al., 2003). 

This further highlights the potential for underlying health conditions to lead to 

significantly higher prevalence of health anxiety. In addition to high rates of health 

anxiety observed in this sample, 27.6% scored above the clinical cut off for definite cases 

of depression and 36.2% for generalised anxiety. This is significantly higher than the 

prevalence rates of 5.4% for anxiety and 2.6% for depression observed in the general 

population (Singleton et al., 2000) and adds to the increasing literature highlighting the 

significant psychological difficulties often experienced by individuals after having a 

stroke (Lincoln et al., 2013).  

When comparing the high and low health anxiety groups, those with high health 

anxiety were found to have significantly lower levels of quality of life, in addition to 

significantly higher levels of depression, general anxiety and disability. This difference in 

quality of life between the two groups remained significant even when controlling for 

levels of disability. The detrimental impact of health anxiety on quality of life over 

disability has been indicated in previous research into patients with a range of other 

physical health conditions such as Parkinson’s disease (Fixter et al., 2015) and multiple 

sclerosis (Carrigan et al., 2018; Hayter et al., 2016). The higher levels of disability 

observed in stroke survivors with high health anxiety raises the possibility that this is a 

significant risk factor for the development of health anxiety in this population. Within the 

context of the cognitive model of health anxiety, these individuals may perceive somatic 

symptoms as more threatening with more negative beliefs around the consequences of 

experiencing a subsequent stroke due to the more severe consequences of their initial 

stroke. No differences were found in the number of strokes between the two groups, 

indicating the severity rather than the frequency of stroke may be more relevant to the 

development of health anxiety in stroke survivors. There were also no differences in the 

time since stroke between the high and low health anxiety groups and no correlations 

between these factors across the sample as a whole. This suggests that health anxiety is a 

relatively stable construct in stroke survivors that cannot be assumed to improve over 

time. This is consistent with previous research into the specific fears around stroke 

recurrence remaining relatively constant from 1 to 9 months post stroke (Townsend, 

2008). It will be important for future research to explore stroke survivor’s experience of 

health anxiety longitudinally over time.  
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Within this sample it was found that the most significant predictors of quality of 

life were disability and depression. This supports previous research showing the potential 

that physical disability after stroke can have on quality of life (Tennant et al., 1997). It 

was also found that depression was a significant predictor of quality of life, in keeping 

with previous research (Kim et al., 2018). These findings further demonstrate the 

importance of considering both physical and mental wellbeing in the care of stroke 

survivors and highlight the importance of adopting a multidisciplinary approach within 

care teams as recommended by the National Institute for Care and Health Excellence 

(2013). In addition to depression and disability it was also found that levels of health 

anxiety accounted for a significant proportion of variance in quality of life within this 

sample. This study is the first to demonstrate the impact that health anxiety can have on 

quality of life in stroke survivors. The final R2 value of the model including the factors 

depression, health anxiety and disability was 84%. Whilst this high level of variance 

explained is promising in attempting to understand the factors relevant to stroke 

survivors’ quality of life, it is important to acknowledge the potential for common method 

bias to have led to an inflation in the variance accounted for by these factors (Podsakoff, 

MacKenzie, Lee, & Podsakoff, 2003), with the data within the model derived solely from 

cross-sectional questionnaire data. Future studies exploring the role of these factors in 

stroke survivors’ quality of life may benefit from adopting a range of assessment 

measures, such as objective measurements of disability, to reduce the potential impact of 

this. Interestingly, when the SHAI was entered into the regression model the HADS-A 

was no longer a significant predictor of quality of life. This suggests that health anxiety 

rather than generalised anxiety may be of greater relevance to stroke survivors’ quality of 

life. Within this sample there was found to be a high level of convergence between the 

SHAI and the HADS-A measures with a correlation of .70. This is higher than previous 

studies have found, with previous correlations between the SHAI and measures of general 

anxiety ranging from .29-.57 across studies (Alberts et al., 2012) and shows the 

importance of health concerns in relation to understanding the phenomenon of anxiety in 

stroke survivors. Within this sample the SHAI measure was found to have good internal 

consistency and similar to that found in other patient populations (Alberts et al., 2012) 

and supports its use as a reliable measure of health anxiety in this population. The results 

of the confirmatory factor analysis supported a single factor solution including all 14 

items of the SHAI to best explained the variance within the measure, in line with the 
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previously identified factor of “Illness Likelihood” identified by Salkovsksis et al. (2002) 

in a non-medical sample.  

When investigating health anxiety in stroke survivors it is important to 

acknowledge there remains a significant risk of experiencing a further stroke, with around 

1 in 4 stroke survivors experiencing another stroke within five years (Mohan et al., 2011). 

While this research has demonstrated the poorer quality of life that stroke survivors with 

high health anxiety experience, it will be important for future research to explore how 

health anxiety may influence the risk of stroke recurrence and differences in attitudes and 

behaviours towards modifiable risk factors such as levels of exercise, blood pressure and 

cholesterol, thought to be linked to 9 out of 10 strokes worldwide (Royal College of 

Physicians, 2015). Interestingly, in other health conditions where there is potentially a 

risk of recurrence, such as in individuals who have experienced myocardial infarction, 

research has found that high levels of health anxiety increased the risk of further cardiac 

problems and rates of mortality in these individuals (Berge et al., 2016; Van Beek et al., 

2016). Furthermore, Janzen Claud, Hadjistavropoulos and Friesen (2014) found that 

diabetic patients with high health anxiety were significantly less likely to engage in 

dietary and exercise self-care activities.  

In other patient populations with existing medical conditions there is a growing 

evidence base demonstrating the effectiveness of cognitive behavioural therapy at treating 

high health anxiety and significantly improving wellbeing in these individuals (Carrigan 

et al., 2018; Daniels, Salkovskis, & Parker, 2020; Daniels & Sheils, 2017; Tyrer et al., 

2011; Tyrer et al., 2017). With the high prevalence of health anxiety observed in stroke 

survivors and the impact this has been shown to have on quality of life in these 

individuals, the application of evidenced based CBT treatments for those experiencing 

high levels of health anxiety in this population should be a priority for future research. 

 

Limitations 

While this study was well powered, there are a number of potential limitations on 

the generalisability of the findings. The sample included in this study was self-selecting 

and it is possible that stroke survivors who have concerns around their health are more 

likely to use stroke support forums where the research was advertised than those who do 

not. However, previous research into the prevalence of health anxiety in cancer patients 

using online questionnaires advertised in support groups and within cancer organisations 

found slightly lower rates of health anxiety when compared to studies within routine 
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clinically settings (Jones, Hadjistavropoulos & Gullickson, 2013). Whilst there is some 

evidence indicating that the prevalence of health anxiety is comparable across different 

ethnic identities (Fergus, Griggs, Cunningham & Kelly, 2017), the small proportion of 

black Asian and minority ethnic (BAME) participants included within the current sample 

potentially limits its wider generalisability among non-Caucasian stroke survivors and it 

remains possible that the experiences and prevalence of health anxiety in stroke survivors 

may vary across differing ethnicities. With a mean age of 55 this sample was also 

younger than the average age of stroke survivors. Although a quarter of strokes are 

known to occur in people of working age, the average of stroke occurrence is 74 for men 

and 80 for women (Royal College of Physicians, 2016). While we did not find any 

correlations between health anxiety and age in this study there is some evidence that older 

adults may experience lower levels of health anxiety compared with younger adults 

(Gerolimatos & Edelstein, 2012) and it is not known whether this is true of older adult 

stroke survivors. The sample was also restricted to those who could access the internet, 

potentially excluding individuals with more severe cognitive and physical impairments. It 

will be important for future research to replicate this research within routine clinical 

settings to confirm the findings.  

 

Conclusions 

There are significantly higher levels of health anxiety in stroke survivors 

compared with the general population and similar rates to those observed in other medical 

populations. Stroke survivors with high health anxiety had significantly lower levels of 

quality of life and experienced higher levels of depression compared to those with low 

health anxiety. The results of this study confirm previous research showing the impact 

that psychological difficulties can have on the quality of life of stroke survivors, in 

addition to physical disability. With the high prevalence of health anxiety found in stroke 

survivors and associated impact on quality of life clinicians would benefit from routinely 

screening for health anxiety in stroke survivors. Future research should explore the 

application of established evidence-based treatments for health anxiety in this population. 
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Executive Summary 

Literature Review 

Post-traumatic stress disorder (PTSD) is a mental health condition that some 

people develop after experiencing a traumatic event. PTSD is associated with significant 

levels of distress, with symptoms including nightmares and flashbacks related to the 

trauma. Some people with PTSD naturally recover over time, while others continue to 

live with the disorder for many years. This review explored the time course of PTSD after 

exposure to trauma and sought to determine when recovery from PTSD without treatment 

appears to be least likely. Using a meta-analytic approach, we found that 1 month after a 

trauma 1 in 4 people were experiencing PTSD. Between 1 and 3 months we found that 

there was evidence for a significant amount of people getting better without treatment. 

After 3 months there was little sign that PTSD improved over time. After two years, 1 in 

5 people who had experienced a traumatic event were still experiencing PTSD. We found 

that when people experienced intentional trauma (e.g. physical assault) as opposed to 

unintentional trauma (e.g. accidents and natural disasters) they were more likely to have 

PTSD after 1 month, but from 3 months onwards there were no differences in rates of 

PTSD between these two types of trauma exposure. The results of this research show that 

screening measures at three months are more likely to identify people who are at risk of 

developing long term PTSD than those done earlier. It also shows that there is natural 

recovery from PTSD for some people in this early 3-month period. However, after this 

point it is important that people receive treatment to prevent long term symptoms, with 

little evidence of natural recovery after this time. 

 

Service Related Project 

The transition from relapsing remitting to secondary progressive multiple sclerosis 

(MS) can be one of particular difficulty for patients with MS. This transition can result in 

significant distress, as patients adjust to worsening symptoms increasingly impacting on 

their lives. There is limited research on how best to support patients around this time of 

transition. We carried out a service evaluation of a pilot group intervention specifically 

for people with MS around this transition. The intervention focused on self-management 

strategies and aimed to increase patients’ confidence and understanding of their condition. 

Nine people with multiple sclerosis and three carers attended this group and took part in 

the service evaluation. The intervention was well received by both the patients with MS 

and the carers who attended, with all participants rating the group as very good. We also 
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found that people’s confidence in managing their MS improved and they felt they 

understood their MS better. Based on the feedback from the people who came to the 

group we also made recommendations to the service of how to improve this group in 

future. 

 

Main Research Project 

This study explored the prevalence of health anxiety in stroke survivors and the 

impact it can have on quality of life. We carried out an online questionnaire study 

advertised via the Stroke Association forum and stroke support groups. We asked stroke 

survivors different questions about their mood, levels of disability and overall quality of 

life. We found that almost a third of stroke survivors who took part in the study were 

experiencing clinical levels of health anxiety. Higher levels of health anxiety were found 

to be associated with poorer quality of life. Levels of depression and disability were also 

found to be related to worse quality of life. These results highlight the psychological 

difficulties that stroke survivors can face after having a stroke and the negative impact 

that these can have on quality of life. Given the high levels of health anxiety found in this 

study it is important that health anxiety is assessed in stroke survivors to allow for the 

appropriate support to be provided for these individuals. This research highlights the 

potential for existing evidence based psychological interventions to treat health anxiety to 

be applied to this population to improve wellbeing. 
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Reflective Narrative 

Academic 

Prior to training, most of my experience had been in a research setting and 

therefore I felt most confident in this aspect of the course. Despite this, I found the initial 

process of picking research projects to be quite overwhelming. I only had a vague sense 

that I would like to carry out research in a neuropsychology setting and there was such a 

broad range of potential topics to explore that settling on projects was a challenge. I found 

that I was often picking holes in my own research ideas and struggling to find projects 

that were both meaningful and achievable within the context of the clinical doctorate. 

Meeting with my clinical tutor helped me to resist the temptation to abandon potential 

ideas completely and stick with projects to develop my designs and rationales. When 

developing my main research project (MRP) my supervisor helped me focus on 

grounding the research in theory and encouraged me to be guided by existing literature. I 

was also reminded to focus on what exactly the research question I was trying to answer 

was and to build my research around this. This helped immensely when deciding on the 

analysis, design and ultimately with the clarity of my write up. I very much enjoyed the 

process of carrying out my MRP with the help of my external supervisor and the stroke 

team in Bath. I have tended to work quite independently on my research before and this 

project really highlighted for me the benefits of working collaboratively with both 

colleagues and services users in research. For example, I worked with a speech and 

language therapist to develop the study information and make sure the measures were as 

accessible as possible to stroke survivors. The stroke coordinator also helped me to 

arrange visits to local stroke survivor groups to discuss my research aims and get 

feedback on the research design and study measures. When recruiting for this research I 

was also deeply appreciative of the support from the Stroke Association and stroke 

survivors who were very encouraging of the research and helped promote it amongst their 

friends. Sometimes the academic side of training can feel quite removed from clinical 

work and this made me really appreciate the positive role that research in clinical 

psychology can have in raising awareness of mental health difficulties in settings where 

there can be a degree of diagnostic overshadowing as is sometimes seen in the care of 

stroke survivors. 

I found the Service Related Project (SRP) to be a good learning experience around 

the challenges of conducting service related projects in a clinical context. Following 

discussions with my external supervisor for my MRP, we identified a potential SIP 
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around evaluating a new intervention that his service was planning to run for patients with 

multiple sclerosis. The design of the evaluation involved both gaining feedback from 

attendees and also exploring the impact the intervention had on illness beliefs and self-

efficacy. Due to last minute changes by the team far less participants were invited to the 

group than planned, limiting the interpretability of my results. This made me reflect on 

the sometimes conflicting priorities of the course and services, and required me to be 

flexible in how I carried out the evaluation. Despite these challenges, the service were 

very positive about the results of the evaluation and found the recommendations helpful 

in continuing to develop and improve their intervention. Not being imbedded within the 

service was also challenging, as I feel the process of service development is often an 

ongoing progression of appraisal and evaluation. I would have liked to have been a 

continued part of this within the service and I look forward to being able to be more fully 

involved in service evaluations in the future. I feel this project helped build my 

confidence and skills in navigating service related projects involving multidisciplinary 

teams in clinical settings and feel clinical psychologists have an important role to play in 

the development of services with our training as scientist practitioners.   

My literature review was probably the most challenging of the three projects 

within the portfolio. I worked on this review together with another trainee and we were 

able to get up and running relatively early and pre-registered the review in June 2018. 

However, it became apparent quite early on we had taken on a very large project. We 

managed to complete our initial screening of abstracts by the end of the Summer in 2018 

and felt we were making quick progress. However, in part due to the sheer number of 

studies included and the work required to complete the analysis, we only finished 

analysing the results of this review at the beginning of 2020. Despite the difficulties and 

amount of time spent on the review over training, it reaffirmed the importance of working 

together in research to share ideas and difficulties along the way. Juggling this project 

over the three years alongside the many other demands of the course was also a particular 

challenge. There were a number of times where repeat decisions were made, and multiple 

meetings held around the same topics, simply due to the passage of time over which the 

project was conducted. This made me appreciate the need for good record keeping within 

research, which I will endeavour to maintain in future projects. Within this review I also 

had to learn how to use the statistical programme “R” for the first time in order to conduct 

the meta-analysis. My initial approach was to try and steam ahead and adapt code online 

to meet the needs of my analysis. However, in doing so I failed to understand some of the 
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basic concepts of coding and struggled to make much progress, with any error messages I 

encountered stopping me in my tracks completely. It reminded me of my GCSE French 

oral exam where I had learnt the “advanced” conversations by rote, only to be flummoxed 

by my kindly teacher trying to ease me in with some nice and simple questions to which I 

had no answers. I eventually relented and went back to basics to build up my knowledge 

of coding, which is still very much a work in progress, to enable me to run the analysis. 

Again, this further emphasised the importance of doing things well in the first instance, so 

they only need to be done once. This process also gave me an appreciation for the 

developer of SPSS that I never thought I would have. 

 The completion of three separate projects alongside all the clinical work has 

definitely honed my organisational skills and ability to prioritise workloads. In the past, I 

have tended to be quite last-minute writing up my research.  However, over the past three 

years meetings with my clinical tutor have provided much needed support to help keep 

me on track and juggle the competing academic demands of the course with clinical 

work. I really enjoy carrying out research and I feel my experience on the doctorate will 

stand me in much better stead in the future to continue to do so alongside my clinical 

work as a psychologist.  

 

Clinical 

I have thoroughly enjoyed having the opportunity to develop as a clinician across 

the varied placements on training and have been grateful to have received an amazing 

level of supervision and support along the way. With the intensity of both the clinical 

placements and teaching it has sometimes been easy to lose track of how much I have 

learnt and forget what I didn’t use to know. I spent both my Working Age Adults (WAA) 

and Older Adults (OA) placements in the same service, which allowed me to develop 

familiarity with the team and build my confidence working clinically whilst adjusting to 

the first year of training. On my first placement I found it easy to become overly focused 

on trying to make sure I was delivering therapy that was on model, fixating over what 

went in which box on my CBT diagrams and trying to remember which way round all the 

arrows went. Supervision helped me to not overlook the importance of compassion, 

kindness and the human relationship within therapy. Prior to training I had interpreted 

Beck’s adage about the therapeutic relationship being necessary, but not sufficient, as 

more of a critique of non-evidenced based approaches to therapy. While I am still a firm 

believer in empirically-driven and evidenced based interventions, over the course of my 
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training I have really come to appreciate the importance of the therapeutic relationship 

first and foremost, with everything else scaffolded on top of it.  

My second year of training was probably my most challenging of the course, 

working in settings I’d not had any experience of before and having to stay away from 

home in the week for placement. In addition to this I managed to injure my knee, which 

required surgery and meant I had to have time out from placement. To add insult to 

injury, just as I was starting to make some progress with my rehab I managed to fall off 

my bike and break my ribs, requiring further time off while I recovered as I was couldn’t 

drive. Over this period, I was unable to do the things I had previously had taken for 

granted to manage stress and maintain a good work life balance, such as exercise and 

cycling. It made me appreciate how easy it is for the scales to tip towards burnout, as 

stress from work increases and meaningful activities beyond it lessen. Mindfulness has 

always helped me manage difficulties in the past and around this time I enrolled on a 

twelve-week mindfulness-based stress reduction course helping to consolidate my 

practice and give me a much-needed space for reflection outside of the context of work. I 

think the challenges of my second year and the course in general have given me a greater 

appreciation of the importance of self-care which will help me manage the ongoing 

demands of work as a clinical psychologist.  

One of my most enjoyable placements over the course was Learning Disabilities 

(LD). The approach of the team was very community based and systemic which 

broadened my focus from more of the individuals work I had done in my first year and 

made me appreciate the wider systems involved in an individual’s care. I was also 

inspired by the level of passion and commitment to advocating for people with learning 

disabilities, who often are overlooked by society and not given a voice. This reminded me 

of how much I enjoyed my work as an assistant psychologist prior to training at a charity 

that supported refugees who were victims of torture, with the levels of passion and social 

justice within the team. My supervisor on my LD placement was central to helping me 

widen my lens from individuals to wider systems and really emphasised to me the 

important role that psychologists have to play in advocating for individuals, giving them a 

voice within services and the wider community. Prior to both my LD and CAMHS 

placements I was quite apprehensive about how well I would cope in these settings, 

having not worked with young people or people with LD before, or even knowing many 

young people or people with an LD outside of work. Despite this, I found working in 

these settings some of the most enjoyable and rewarding out of all my placements. It 
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made me reflect on how important it is to challenge my assumptions and to remain open 

to working within novel environments and across populations I feel I might struggle in. If 

anything, my time on training has taught me that simply by being genuine, and having 

curiosity, empathy, and a bit of humour, you can’t go too far wrong.  

 

Future aspirations 

I have thoroughly enjoyed the process of training and look forward to continuing 

to develop as both a researcher and a clinician. I hope to maintain my connections with 

the course team and to contribute to teaching in the future to help build my experience in 

this area. I am also keen to help support trainees in their research projects as an external 

supervisor. I have loved working in neuropsychology settings on my electives and being 

able to carry out research in this field, and after training I plan to complete the 

Qualification in Neuropsychology. 
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Literature Review Appendices 

Appendix A 

Forest plots for meta-analyses of PTSD prevalence at 1-, 3-, 6-, 9-, 12- and 24-months 

after trauma. Forest plots are displayed with both overall prevalence and the results of 

subgroup analysis for both rater (self-report vs diagnostic interviews) and trauma type 

(intentional vs unintentional) where sufficient studies were available.  

 

Figure A1. Forest plot of PTSD prevalence at 1-month post trauma exposure. Overall pooled prevalence is 

presented in addition to the subgroup analysis of intentional and unintentional trauma exposure. 
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Figure A2. Forest plot of PTSD prevalence at 1-month post trauma exposure. Overall pooled prevalence is 

presented in addition to the subgroup analysis of unintentional and intentional trauma exposure, excluding 

police (Marchand et al., 2015) and military (Grieger et al., 2006) samples from the intentional subgroup 

analysis. 
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Figure A3. Forest plot of PTSD prevalence at 1-month post trauma exposure. Overall pooled prevalence is 

presented in addition to the subgroup analysis between studies using either self-report or diagnostic 

interviews (clinician) to assess of PTSD. 
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Figure A4. Forest plot of PTSD prevalence at 3-months post trauma exposure. Overall pooled prevalence is 

presented in addition to the subgroup analysis of intentional and unintentional trauma exposure. 
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Figure A5. Forest plot of PTSD prevalence at 3-months post trauma exposure. Overall pooled prevalence is 

presented in addition to the subgroup analysis of unintentional and intentional trauma exposure, excluding 
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police (Marchand et al., 2015) and military (Grieger et al., 2006) samples from the intentional subgroup 

analysis. 

 

 

Figure A6. Forest plot of PTSD prevalence at 6-months post trauma exposure. Overall pooled prevalence is 

presented in addition to the subgroup analysis of intentional and unintentional trauma exposure 
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Figure A7. Forest plot of PTSD prevalence at 6-month post trauma exposure. Overall pooled prevalence is 

presented in addition to the subgroup analysis of unintentional and intentional trauma exposure, excluding 

police (Marchand et al., 2015) and military (Grieger et al., 2006) samples from the intentional subgroup 

analysis. 
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Figure A8. Forest plot of PTSD prevalence at 6-month post trauma exposure. Overall pooled prevalence is 

presented in addition to the subgroup analysis between studies using either self-report or diagnostic 

interviews (clinician) to assess for PTSD. 
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Figure A9. Forest plot of PTSD prevalence at 9-months post trauma exposure. Sufficient studies were not 

available to complete subgroup analysis of moderators at this time point. 
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Figure A10. Forest plot of PTSD prevalence at 12-months post trauma exposure. Overall pooled prevalence 

is presented in addition to the subgroup analysis of intentional and unintentional trauma exposure 

 

 

 

 

 

Figure A11. Forest plot of PTSD prevalence at 12-months post trauma exposure. Overall pooled prevalence 

is presented in addition to the subgroup analysis between studies using either self-report or diagnostic 

interviews (clinician) to assess of PTSD. 
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Figure A12. Forest plot of PTSD prevalence at 24-months post trauma exposure. Sufficient studies were not 

available to complete subgroup analysis of moderators at this time point. 
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Appendix B 

Forest plots for meta-analyses of change in prevalence between 1- to 3-months, 1- to 6-

months, 1- to 12-months, 3- to 6-months, 6- to 12-months and 12- to 24-months. Where 

sufficient studies were available forest plots also show results from subgroup analysis of 

trauma exposure (intentional vs unintentional) and rater (self-report vs diagnostic 

interview).  

 

 

Figure B1. Forest plot of change in PTSD prevalence from 1- to 3-months post trauma exposure. 

Differences in PTSD rates were calculated using risk difference analysis, showing absolute change in risk 

of PTSD between each time points.  Overall pooled risk difference is presented in addition to subgroup 

analysis of intentional and unintentional trauma exposure. 
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Figure B2. Forest plot of change in PTSD prevalence from 1- to 3-months post trauma exposure. Overall 

pooled risk difference is presented in addition to subgroup analysis of intentional and unintentional trauma 

exposure, excluding military samples (Greiger et al., 2006) 
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Figure B3. Forest plot of change in PTSD prevalence from 1- to 6-months post trauma exposure. Overall 

pooled risk difference is presented in addition to subgroup analysis of intentional and unintentional trauma 

exposure. 
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Figure B4. Forest plot of change in PTSD prevalence from 1- to 6-months post trauma exposure. Overall 

pooled risk difference is presented in addition to subgroup analysis of intentional and unintentional trauma 

exposure, excluding military samples (Greiger et al., 2006) 
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Figure B5. Forest plot of change in PTSD prevalence from 1- to 12-months post trauma exposure. Overall 

pooled risk difference is presented in addition to subgroup analysis of diagnostic interviews (clinician) and 

self-report measures of PTSD. 

 

 

 

Figure B6. Forest plot for meta-analysis of change in PTSD prevalence from 3- to 6-months post trauma 

exposure. Sufficient studies were not available to conduct moderator analysis between these time points. 
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Figure B7. Forest plot for meta-analysis of change in PTSD prevalence from 3- to 12-months post trauma 

exposure. Overall pooled risk difference is presented in addition to subgroup analysis of diagnostic 

interviews (clinician) and self-report measures of PTSD. 
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Figure B7. Forest plot for meta-analysis of change in PTSD prevalence from 6- to 12-months post trauma 

exposure. Overall pooled risk difference is presented in addition to subgroup analysis of diagnostic 

interviews (clinician) and self-report measures of PTSD. 

 

 

 

 

Figure B8. Forest plot for meta-analysis of change in PTSD prevalence from 6- to 12-months post trauma 

exposure. Sufficient studies were not available to conduct moderator analysis between these time points. 
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Appendix C 

Aims and Scope and Guide for Authors for the Clinical Psychology Review 

 

Aims and scope 

Clinical Psychology Review publishes substantive reviews of topics germane to clinical 

psychology. Papers cover diverse issues including: psychopathology, psychotherapy, 

behavior therapy, cognition and cognitive therapies, behavioral medicine, community 

mental health, assessment, and child development. Papers should be cutting edge and 

advance the science and/or practice of clinical psychology. 

 

Reviews on other topics, such as psychophysiology, learning therapy, experimental 

psychopathology, and social psychology often appear if they have a clear relationship to 

research or practice in clinical psychology. Integrative literature reviews and summary 

reports of innovative ongoing clinical research programs are also sometimes published. 

Reports on individual research studies and theoretical treatises or clinical guides without 

an empirical base are not appropriate. 

 

Article structure 

Manuscripts should be prepared according to the guidelines set forth in the Publication 

Manual of the American Psychological Association (6th ed., 2009). Of note, section 

headings should not be numbered. 

 

Manuscripts should ordinarily not exceed 50 pages, including references and tabular 

material. Exceptions may be made with prior approval of the Editor in Chief. Manuscript 

length can often be managed through the judicious use of appendices. In general the 

References section should be limited to citations actually discussed in the text. References 

to articles solely included in meta-analyses should be included in an appendix, which will 

appear in the on line version of the paper but not in the print copy. Similarly, extensive 

Tables describing study characteristics, containing material published elsewhere, or 

presenting formulas and other technical material should also be included in an appendix. 

Authors can direct readers to the appendices in appropriate places in the text. 

 

It is authors' responsibility to ensure their reviews are comprehensive and as up to date as 

possible (at least to 3 months within date of submission) so the data are still current at the 

time of publication. Authors are referred to the PRISMA Guidelines (http://www.prisma-

statement.org/) for guidance in conducting reviews and preparing manuscripts. Adherence 

to the Guidelines is not required, but is recommended to enhance quality of submissions 

and impact of published papers on the field. 

 

Appendices 

If there is more than one appendix, they should be identified as A, B, etc. Formulae and 

equations in appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; in 

a subsequent appendix, Eq. (B.1) and so on. Similarly for tables and figures: Table A.1; 

Fig. A.1, etc. 

 

Essential title page information 

Title. Concise and informative. Titles are often used in information-retrieval systems. 

Avoid abbreviations and formulae where possible. Note: The title page should be the 

http://www.prisma-statement.org/
http://www.prisma-statement.org/
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first page of the manuscript document indicating the author's names and affiliations 

and the corresponding author's complete contact information. 

Author names and affiliations. Where the family name may be ambiguous (e.g., a double 

name), please indicate this clearly. Present the authors' affiliation addresses (where the 

actual work was done) below the names. Indicate all affiliations with a lower-case 

superscript letter immediately after the author's name and in front of the appropriate 

address. Provide the full postal address of each affiliation, including the country name, 

and, if available, the e-mail address of each author within the cover letter. 

 

Corresponding author. Clearly indicate who is willing to handle correspondence at all 

stages of refereeing and publication, also post-publication. Ensure that telephone and 

fax numbers (with country and area code) are provided in addition to the e-mail 

address and the complete postal address. 

 

Present/permanent address. If an author has moved since the work described in the article 

was done, or was visiting at the time, a "Present address"' (or "Permanent address") may 

be indicated as a footnote to that author's name. The address at which the author actually 

did the work must be retained as the main, affiliation address. Superscript Arabic 

numerals are used for such footnotes. 

 

Highlights 

Highlights are mandatory for this journal as they help increase the discoverability of your 

article via search engines. They consist of a short collection of bullet points that capture 

the novel results of your research as well as new methods that were used during the study 

(if any). Please have a look at the examples here: example Highlights. 

Highlights should be submitted in a separate editable file in the online submission system. 

Please use 'Highlights' in the file name and include 3 to 5 bullet points (maximum 85 

characters, including spaces, per bullet point). 

 

Abstract 

A concise and factual abstract is required (not exceeding 200 words). This should be 

typed on a separate page following the title page. The abstract should state briefly the 

purpose of the research, the principal results and major conclusions. An abstract is often 

presented separate from the article, so it must be able to stand alone. References should 

therefore be avoided, but if essential, they must be cited in full, without reference to the 

reference list. 

 

Keywords 

Immediately after the abstract, provide a maximum of 6 keywords, using American 

spelling and avoiding general and plural terms and multiple concepts (avoid, for example, 

'and', 'of'). Be sparing with abbreviations: only abbreviations firmly established in the 

field may be eligible. These keywords will be used for indexing purposes. 

 

Abbreviations 

Define abbreviations that are not standard in this field in a footnote to be placed on the 

first page of the article. Such abbreviations that are unavoidable in the abstract must be 

defined at their first mention there, as well as in the footnote. Ensure consistency of 

abbreviations throughout the article. 

 

https://www.elsevier.com/authors/journal-authors/highlights
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Acknowledgements 

Collate acknowledgements in a separate section at the end of the article before the 

references and do not, therefore, include them on the title page, as a footnote to the title or 

otherwise. List here those individuals who provided help during the research (e.g., 

providing language help, writing assistance or proof reading the article, etc.). 

Formatting of funding sources 

List funding sources in this standard way to facilitate compliance to funder's 

requirements: 

Funding: This work was supported by the National Institutes of Health [grant numbers 

xxxx, yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; and 

the United States Institutes of Peace [grant number aaaa]. 

It is not necessary to include detailed descriptions on the program or type of grants and 

awards. When funding is from a block grant or other resources available to a university, 

college, or other research institution, submit the name of the institute or organization that 

provided the funding. 

If no funding has been provided for the research, please include the following sentence: 

This research did not receive any specific grant from funding agencies in the public, 

commercial, or not-for-profit sectors. 

 

Footnotes 

Footnotes should be used sparingly. Number them consecutively throughout the article. 

Many word processors can build footnotes into the text, and this feature may be used. 

Otherwise, please indicate the position of footnotes in the text and list the footnotes 

themselves separately at the end of the article. Do not include footnotes in the Reference 

list. 

 

Figure captions 

Ensure that each illustration has a caption. Supply captions separately, not attached to the 

figure. A caption should comprise a brief title (not on the figure itself) and a description 

of the illustration. Keep text in the illustrations themselves to a minimum but explain all 

symbols and abbreviations used. 

 

Tables 

Please submit tables as editable text and not as images. Tables can be placed either next 

to the relevant text in the article, or on separate page(s) at the end. Number tables 

consecutively in accordance with their appearance in the text and place any table notes 

below the table body. Be sparing in the use of tables and ensure that the data presented in 

them do not duplicate results described elsewhere in the article. Please avoid using 

vertical rules and shading in table cells. 

 

References 

Citations in the text should follow the referencing style used by the American 

Psychological Association. You are referred to the Publication Manual of the American 

Psychological Association, Sixth Edition. 
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Service Related Project Appendices 

Appendix A 

Confirmation of ethical approval for the Service Related Project from the University of 

Bath Psychology Research Ethics Committee 

 

From: psychology-ethics 

Sent: Monday, December 17, 2018 12:58 PM 

To: Peter Diamond 

Cc: Elizabeth Marks 

Subject: PREC 18-320  

  

Dear Peter Diamond, 

 

  

  

 

 

On behalf of the Committee, I am pleased to confirm that you have received full ethical 

approval for the above proposal from the Psychology Research Ethics Committee. 

  

If you intend to display recruitment posters/materials, please ensure you obtain the 

appropriate permission to do so from those who manage the location(s) you choose. 

  

Please inform PREC about any substantial amendments made to the study if they have 

ethical implications. 

  

Please make sure you quote your unique PREC code, 18-320, in any future 

correspondence. 

  

 

Rebecca Wise 

On behalf of Psychology Research Ethics Committee 

 

 

 

 

 

 

 

 

Full title of study: Evaluation of a group for patients and carers transitioning from 

releasing remitting multiple sclerosis to secondary progressive multiple sclerosis. 

PREC reference number: 18-320 
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Appendix B 

Feedback questionnaire used to evaluate the pilot group intervention for people with 

multiple sclerosis 
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Appendix C 

Aims and Scope and Author Guidelines for Psychology, Health & Medicine 

 

Aims and scope 

Psychology, Health & Medicine is a multidisciplinary journal highlighting human factors 

in health. The journal provides a peer reviewed forum to report on issues of psychology 

and health in practice. This key publication reaches an international audience, 

highlighting the variation and similarities within different settings and exploring multiple 

health and illness issues from theoretical, practical and management perspectives. It 

provides a critical forum to examine the wide range of applied health and illness issues 

and how they incorporate psychological knowledge, understanding, theory and 

intervention. The journal reflects the growing recognition of psychosocial issues as they 

affect health planning, medical care, disease reaction, intervention, quality of life, 

adjustment adaptation and management. 

 

For many years theoretical research was very distant from applied understanding. The 

emerging movement in health psychology, changes in medical care provision and 

training, and consumer awareness of health issues all contribute to a growing need for 

applied research. This journal focuses on practical applications of theory, research and 

experience and provides a bridge between academic knowledge, illness experience, 

wellbeing and health care practice. 

 

Readership 

Psychology, Health & Medicine is aimed directly at health psychologists, general 

psychologists, and health care workers such as hospital and community doctors, social 

workers, planners and managers. The journal will be accessible and of use to both the 

academy and the professionals. 

 

Preparing Your Paper 

Structure 

Your paper should be compiled in the following order: title page; abstract; keywords; 

main text introduction, materials and methods, results, discussion; acknowledgments; 

declaration of interest statement; references; appendices (as appropriate); table(s) with 

caption(s) (on individual pages); figures; figure captions (as a list). 

 

Word Limits 

Please include a word count for your paper. 

A typical paper for this journal should be no more than 3,000 words. 

Papers for our online-only Methodological issue should be no more than 4,000 words. 

This limit does not include tables, references, figure captions and endnotes.  

 

Style Guidelines 

Please refer to the quick style guidelines when preparing your paper, rather than any 

published articles or a sample copy. 

Any spelling style is acceptable so long as it is consistent within the manuscript. 

Please use single quotation marks, except where ‘a quotation is “within” a quotation’. 

Please note that long quotations should be indented without quotation marks. 

 

References 

References should follow APA formatting. 
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Checklist: What to Include 

 

Author details. All authors of a manuscript should include their full name and affiliation 

on the cover page of the manuscript. Where available, please also include ORCiDs and 

social media handles (Facebook, Twitter or LinkedIn). One author will need to be 

identified as the corresponding author, with their email address normally displayed in the 

article PDF (depending on the journal) and the online article. Authors’ affiliations are the 

affiliations where the research was conducted. If any of the named co-authors moves 

affiliation during the peer-review process, the new affiliation can be given as a footnote. 

Please note that no changes to affiliation can be made after your paper is accepted. 

 

1. Should contain an unstructured abstract of 300 words. 

2. Between 3 and 8 keywords.  

3. Figures. Figures should be high quality (1200 dpi for line art, 600 dpi for 

grayscale and 300 dpi for colour, at the correct size). Figures should be supplied in 

one of our preferred file formats: EPS, PS, JPEG, GIF, or Microsoft Word (DOC 

or DOCX). 

4. Tables. Tables should present new information rather than duplicating what is in 

the text. Readers should be able to interpret the table without reference to the text. 

Please supply editable files. 

5. Equations. If you are submitting your manuscript as a Word document, please 

ensure that equations are editable.  

6. Units. Please use SI units (non-italicized). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.bipm.org/en/si/
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Main Research Project Appendices 

Appendix A 

Confirmation of ethical approval for the Main Research Project from the University of  

Bath Psychology Ethics Committee  
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Appendix B 

Participant information sheet from the Main Research Project 
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Appendix C 

Consent form for the Main Research Project
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Appendix D 

Debriefing information from the Main Research Project 
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Appendix E 

Demographic and health questionnaire used in the Main Research Project 
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Appendix F 

Participant information for total sample and high health anxiety (HiHA) and low health 

anxiety (LoHA) groups.  

 Total HiHA LoHA 

N 105 31 32 

Age (SD; Range) 54.9 (10.9; 25-79) 56.4 (10.7; 25-70) 53.97 (13; 34-79) 

Gender (% female) 32.4% 74.2 75.0 

Marital status†    

   Single 16.2% 9.7 18.8 

   Married/ Civil Partnership/Common-law 73.3% 77.4 71.9 

   Divorced 8.6% 9.7 6.3 

   Separated 1% 0 3.1 

   Widowed 1% 3.2 0 

Living Status    

   Alone 20% 12.9 25 

   Not alone 80% 87.1 75 

Employment     

   Employed, working 35+ hours per week 21% 6.5 31.3 

   Employed, working less that 35 hours per       

__week 

16.2% 16.1 12.5 

   Unemployed, looking for work 4.8% 6.5 3.1 

   Unemployed not looking for work 22.9% 22.6 25.0 

   Retired 

 

30.5% 45.2 25.0 

   Student 

Studyent 

1.9%  3.1 

   Prefer not to say 

Studyent 

2.9% 3.2  

Ethnicity     

   White – English 76.2% 74.2 75 

   White – Welsh 3.8% 0 6.3 

   White – Scottish 7.6% 9.7 9.4 

   White – Northern Irish 1% 3.2 0 

   White – Irish 1% 0 0 

   White – Other 5.7% 9.7 3.1 

   Mixed / Multiple ethnic groups – White & 

Black   African 

1% 0 0 
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   Mixed / Multiple ethnic groups – Other 1.9% 0 3.1 

   Asian / Asian British – Other 2% 3.2 0 

Country     

   England 73.3% 71 75 

   Scotland 4.8% 3.2 9.4 

   Wales 3.8% 0 6.3 

   Northern Ireland 1% 3.2 0 

   Canada 1.9% 3.2 0 

   America 13.3% 16.1 12.5 

   Ireland 1.9% 3.2 0 

Education    

   GCSE or equivalent 31.4% 29.0 31.3 

   A-Level or equivalent 19% 22.6 18.8 

   Undergraduate or equivalent 14.3% 12.9 15.6 

   Post graduate or equivalence 24.8% 16.1 25.0 

   Doctoral 1% 0 0 

   Prefer not to say 9.5% 19.4 9.4 

Type of stroke    

    Ischaemic 67.6% 74.2 65.6 

    Haemorrhagic 32.4% 25.8 34.4 

Time since stroke (years) (SD; range) 3.7 (3.3; 0.3–

15.2)   

3.4 (3.1; 0.3-9.8) 4.0 (3.5; 0.5-14.0) 

More than one stroke 18.1% 16.1% 25% 

Mean number of strokes (SD; range) 1.27 (0.65; 1-5) 1.19 (0.48; 1-3) 1.41 (0.88; 1-5) 

Aphasia 22.9% 29% 18.8% 

Other health condition 51.4% 64.5% 40.6% 

Mean HADS-A (SD) 8.88 (4.76) 12.74 (4.25) 5.13 (3.78) 

No. of participants with HADS A  11  38 (36.2%) 71.0 9.4 

Mean HADS-D  7.30 (4.43) 10.42 (3.84) 3.81 (2.73) 

No. of participants with HADS D  11 29 (27.6%) 58.1 3.1 

Mean QLI (SD) 19.30 (5.85) 14.78 (4.99) 23.75 (4.07) 

WHODAS Total 28.88 (22.05) 42.61 (23.56) 15.01 (11.64) 

* p<.05 for differences between HiHA and LoHA groups. HADS-A = Hospital Anxiety Depression Scale – Anxiety 

Subscale. HADS D = Hospital Anxiety and Depression Scale – Depression Subscale. QLI = Quality of Life Index. 

WHODASS = World Health Organisation Disability Assessment Schedule. †Due to low cell counts across categorical 

responses to Employment, Marital Status, Education, Ethnicity and Country these were collated into “Working vs Not 

Working”, “GCSE or Equivalent vs Above GCSE”, “White British vs Other” and “UK vs non-UK” with Fisher’s Exact 

Tests calculated to determine between group differences.  
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Appendix G 

Factor loadings for the three models tested on the Short Health Anxiety Inventory 

 

 SHAI Factor 

  Abramowitz Alberts 

SHAI Item Health 

Anxiety 

Illness 

Likelihood 

Body 

Vigilance 

Fear of 

Illness 

Thought 

Intrusion 

1. Worry about health 0.68 0.68 - 0.68 - 

2. Noticing aches and pains 0.55 - 0.69 0.55 - 

3. Awareness of bodily 

sensations/changes 

0.24 - 0.31 0.24 - 

4. Ability to resist thoughts of illness 0.85 0.84 - 0.85 - 

5. Fear of having serious illness 0.76 0.75 - - 0.76 

6. Picturing self-being ill 0.73 0.74 - 0.73 - 

7. Ability to take mind off health 

thoughts 

0.80 0.81 - 0.80 - 

8. Relieved if doctor says nothing’s 

wrong 

0.74 0.75 - - 0.75 

9. Hear about illness and think I have it 0.46 0.45 - - 0.46 

10. Wonder what body 

sensations/changes mean 

0.51 - 0.62 0.50 - 

11. Feeling at risk for developing 

illness 0.68 

0.69 - - 0.68 

12. Think I have serious illness 0.82 0.82 - - 0.82 

13. Ability to think of other things if 

notice unexplained body sensation 

0.68  - 0.69 - 

14. Family/friends say I worry about 

my health 

0.31 0.32 - - - 
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Appendix H 

Aims and Scope and Author Guidelines for the British Journal of Clinical Psychology 

 

Aims and Scope 

The British Journal of Clinical Psychology publishes original research, both empirical 

and theoretical, on all aspects of clinical psychology: 

- clinical and abnormal psychology featuring descriptive or experimental studies 

- aetiology, assessment and treatment of the whole range of psychological disorders 

irrespective of age group and setting 

- biological influences on individual behaviour 

- studies of psychological interventions and treatment on individuals, dyads, 

families and groups 

The Journal is catholic with respect to the range of theories and methods used to answer 

substantive scientific problems. Studies of samples with no current psychological disorder 

will only be considered if they have a direct bearing on clinical theory or practice. 

The following types of paper are invited: 

- Papers reporting original empirical investigations; 

- Theoretical papers, provided that these are sufficiently related to empirical data; 

- Review articles, which need not be exhaustive, but which should give an 

interpretation of the state of research in a given field and, where appropriate, 

identify its clinical implications; 

-Brief Reports and Comments. 

 

Manuscript Categories and Requirements 

Articles should be no more than 5000 words (excluding the abstract, reference list, tables 

and figures). Brief reports should not exceed 2000 words and should have no more than 

one table or figure. Any papers that are over this word limit will be returned to the 

authors. Appendices are included in the word limit; however online appendices are not 

included. 

 

In exceptional cases the Editor retains discretion to publish papers beyond this length 

where the clear and concise expression of the scientific content requires greater length 

(e.g., explanation of a new theory or a substantially new method). Authors must contact 

the Editor prior to submission in such a case. All systematic reviews must be pre-

registered. 

  

Preparing the Submission 

Free Format Submission 

British Journal of Clinical Psychology now offers free format submission for a simplified 

and streamlined submission process. Before you submit, you will need: 

Your manuscript: this can be a single file including text, figures, and tables, or separate 

files – whichever you prefer. All required sections should be contained in your 

manuscript, including abstract, introduction, methods, results, and conclusions. Figures 

and tables should have legends. References may be submitted in any style or format, as 

long as it is consistent throughout the manuscript. If the manuscript, figures or tables are 

difficult for you to read, they will also be difficult for the editors and reviewers. If your 

manuscript is difficult to read, the editorial office may send it back to you for revision. 

The title page of the manuscript, including a data availability statement and your co-

author details with affiliation  

Abstract 
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Please provide a structured abstract under the headings: Objectives, Methods, Results, 

Conclusions. For Articles, the abstract should not exceed 250 words. For Brief Reports, 

abstracts should not exceed 120 words. 

 

Articles which report original scientific research should also include a heading 'Design' 

before 'Methods'. The 'Methods' section for systematic reviews and theoretical papers 

should include, as a minimum, a description of the methods the author(s) used to access 

the literature they drew upon. That is, the abstract should summarize the databases that 

were consulted and the search terms that were used. 

 

Keywords 

Please provide appropriate keywords. 

 

References 

References should be prepared according to the Publication Manual of the American 

Psychological Association (6th edition). This means in text citations should follow the 

author-date method whereby the author's last name and the year of publication for the 

source should appear in the text, for example, (Jones, 1998). The complete reference list 

should appear alphabetically by name at the end of the paper.  

  

Tables 

Tables should be self-contained and complement, not duplicate, information contained in 

the text. They should be supplied as editable files, not pasted as images. Legends should 

be concise but comprehensive – the table, legend, and footnotes must be understandable 

without reference to the text. All abbreviations must be defined in footnotes. Footnote 

symbols: †, ‡, §, ¶, should be used (in that order) and *, **, *** should be reserved for P-

values. Statistical measures such as SD or SEM should be identified in the headings. 

 

Figures 

Although authors are encouraged to send the highest-quality figures possible, for peer-

review purposes, a wide variety of formats, sizes, and resolutions are accepted. 

Legends should be concise but comprehensive – the figure and its legend must be 

understandable without reference to the text. Include definitions of any symbols used and 

define/explain all abbreviations and units of measurement. 

 

Colour figures. Figures submitted in colour may be reproduced in colour online free of 

charge. Please note, however, that it is preferable that line figures (e.g. graphs and charts) 

are supplied in black and white so that they are legible if printed by a reader in black and 

white. If an author would prefer to have figures printed in colour in hard copies of the 

journal, a fee will be charged by the Publisher. 

 

Supporting Information 

Supporting information is information that is not essential to the article, but provides 

greater depth and background. It is hosted online and appears without editing or 

typesetting. It may include tables, figures, videos, datasets, etc. 

 

General Style Points 

For guidelines on editorial style, please consult the APA Publication Manual published 

by the American Psychological Association.  

http://www.amazon.co.uk/gp/product/1433805618?ie=UTF8&tag=thebritishpsy-21&linkCode=xm2&camp=1634&creativeASIN=1433805618

