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Parental anxiety, parent-child talk and psychological adjustment following 

child trauma 

Background: Based on existing theory and research from the child anxiety and 

adult post-traumatic stress disorder (PTSD) fields, this study aimed to examine 

whether parental anxiety, parental overprotection and degree of elaboration in 

parent-child conversations shortly after a traumatic event predicted post-

traumatic stress (PTS) symptoms three months post-trauma.  

Method: Forty two children who had experienced a traumatic event resulting in 

attendance at an emergency department were recruited along with their parent. 

Self-report measures of anxiety, depression, PTSD and parental overprotection 

were completed 2-6 weeks post-trauma and again three months post-trauma. 

Parent-child dyads also completed a joint narrative task focused on the traumatic 

event in order to assess parental elaboration.  

Results: Regression analysis demonstrated that three months post-trauma, 

parental anxiety significantly predicted child PTS symptoms, even after 

controlling for injury severity. Overprotective parenting and parental elaboration 

did not predict child PTS symptoms or anxiety and depression symptoms.  

Conclusions: In line with etiological models of child anxiety, parental anxiety 

may be one factor relevant to the development of child PTS symptoms following 

a traumatic event.  

 

 



9 
 

Could a unified theory of cognition and emotion further the transdiagnostic 

perspective? A critical analysis using Interacting Cognitive Subsystems as a 

case example. 

 

Candidate: Dr. Felicity Cowdrey 

Supervisor: Dr. James Gregory  

Collaborators: Dr. Claire Lomax, Dr. Philip Barnard 

Word count (minus references, tables and figure legends): 10182 

Journal aiming for: Psychopathology Review (see Appendix A) 

This journal was selected because of its focus on theoretical articles that augment or 

challenging existing theoretical views of psychological disorder or clinical 

phenomena.  

  











14 
 

Overview of ICS  

ICS was first described as a macro-theory which has the potential to explain aspects 

of information processing (Barnard, 1985). Initially, ICS was used to explain 

performance on short-term memory tasks and was later developed to explain the 

interaction between cognitive processes and emotional reactions by Barnard and 

Teasdale (Barnard & Teasdale, 1991). The essence of ICS can be understood by 

drawing on five key principles which will be briefly outlined. Table 1 provides a 

glossary of key terms used within ICS.  



15 
 

Table 1 Summary of key ICS terms and processes 

ICS term or process  Description 

Cognitive subsystems  The workings of the mind are modelled by interactions between subsystems which are 
constrained by a number of operating principles. 
 
Each subsystem deals with a different type of code such as acoustic code or visual code.  
 
Information processing involves the transformation of patterns of information in one code into 
patterns of information in another code. 
 
Totality of these interactions produces a model of the mind as a dynamic and self-organising 
system. 

Propositional meaning Encoded in propositional subsystem. 
 
Conceptual, analytical and can be assessed as true or false.  
 
Not connected to emotion, physical sensation or body-states. 
 
The kind of meaning of individual words in a sentence or the individual actions that make up a 
sequence in a practical visuospatial task. 
 
Carries no affective charge. 
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Table 1 cont. 

ICS process Description 

Implicational meaning Represents higher order implicit meanings, or schematic mental models of experience, encoded 
in the implicational subsystem. 

Generic, holistic meaning which lack explicit detail. 

Similar to the meaning of a whole sentence, rather than the individual words.  

Comprised of multimodal patterns of code (propositions, sensory, and body-state sources).  

The kind of meaning linked to felt senses or intuition. 

Can carry affective charge and it is the only level of representation that can directly produce 
emotion. 

Body-state subsystem Encodes interoceptive (e.g., heart rate), somatic (e.g., touch) and proprioceptive (e.g., posture) 
signals, labelling location, intensity and rate of stimulation, as well as taste and smells. 

Different bodily inputs are integrated into a felt sense of the body. 

Subjectively corresponds to bodily sensations, for example, of pressure, pain, positions and 
experience of parts of the body. 

Direct transformation Occurs online, without awareness in real time. 

Ongoing, occurring in the background. 
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1996) for which there is substantial supporting evidence (for a review see Monroe & 

Harkness, 2005), Park and colleagues suggest that a less significant set of 

circumstances compared to the first episode of anorexia nervosa (for example, 

unintentional weigh loss following exam stress) could reactivate the anorexia 

nervosa schematic mental model (Park, Dunn, & Barnard, 2011). 

Gumley and colleagues propose that if a configuration of internal and external cues 

bear strong similarity to a previous episode of psychosis, schematic mental models 

will be accessed more rapidly than if the cues contain elements which are discrepant 

to previous episodes (Gumley et al., 1999). Similarly, May and colleagues suggest 

that if schematic mental models related to a particular substance are reactivated by 

internal (such as intrusive imagery) or external cues in an individual with a history of 

substance dependence then the existence of procedural knowledge would lead to the 

elaboration of specific propositional meanings about obtaining and using the 

substance (May et al., 2004). Thus reactivated schematic mental models may trigger 

craving and ultimately motivate an individual to seek out a substance.  

According to ICS, relapse can therefore involve multiple and interacting sources of 

information. The detailed analysis of how different subsystems interact offered by 

ICS has implications for formulating and predicting the factors and processes 

involved in relapse. It could also account for changes in diagnosis over time; a subtle 

variation in a constellation of constructs would result in activation of a different 

schematic mental model which in turn would drive a different set of symptoms. For 

example, a configuration of internal and external cues which previously resulted in 

social anxiety disorder may subsequently result in depression if the configuration 

lacked arousal from the body-state subsystem.  

Implications of ICS for psychological treatments 

According to ICS, it is the occurrence of multimodal patterns of information (for 

example, visual, propositional, body-state elements) which lead to activation of the 

maladaptive schematic mental models (or reactivation in the case of relapse) and 

give rise to symptoms associated with psychological disorder (Barnard, 2009; 

Teasdale, 1993, 1999). This is different to micro-theories which tend to focus on a 

relatively narrow set of factors. Given that ICS provides a broader and more holistic 

theoretical foundation, it is possible that novel treatments could be derived from it to 
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target the key processes which are known to contribute to the onset and maintenance 

of psychological disorder.  

ICS broadly points to two targets for intervention: developing and encoding adaptive 

schematic mental models and shifting the mode in which information is processed. 

The next section will consider how ICS could lead to the development of novel 

treatments to augment existing approaches.  

The development of adaptive schematic mental models 

In order to avoid interlock, individuals need to develop and encode adaptive 

schematic mental models (Duff & Kinderman, 2006; Teasdale, 1999). Using 

depression as an example, Figure 3a demonstrates how schematic mental models are 

defined by information from a range of sources. Since ICS suggests that it is the total 

pattern of information that determines the meaning of the schematic mental model 

and the response generated, Teasdale suggests that changing a small section of the 

pattern will result in a shift in the overall meaning (Teasdale, 1999). For example, 

the implicational meaning created following task failure in Figure 3b would be 

different if the specific propositional meanings were combined with an upright 

posture and a smile.  
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Advantages and disadvantages of applying ICS transdiagnostically 

ICS is able to describe and explain disrupted processes that transcend diagnostic 

boundaries, such as attention, memory and thought processes. Treatments could 

therefore be developed to target the specific mechanisms or processes regardless of 

diagnosis. As ICS takes a holistic approach to understanding cognitive and 

emotional processes, innovative strategies can be developed whilst being 

theoretically-driven. It may also prove to be useful in explaining, predicting and 

guiding treatment development, particularly for processes which remain hard to shift 

using existing strategies. Another significant advantage of adopting macro-theories 

such as ICS is that a common language can be used to explain the same 

psychological processes.  

However, there are a number of significant disadvantages which to date have 

overshadowed the potential advantages of using macro-theories such as ICS to 

advance the transdiagnostic perspective. One disadvantage is that it is hard to 

decipher exactly what the consequence will be when part of the system malfunctions. 

ICS provides the components and apparatus to explain transdiagnostic processes. As 

has been demonstrated in this review, further work is then required to theorise about 

what happens when part of the system malfunctions. That said, once core elements 

of ICS are understood, they can readily be applied to explain different clinical 

phenomena; employing the ICS conceptualisation of rumination to understand worry 

demonstrates this possibility. 

Future directions 

Before macro-theories can be used to guide treatment, more empirical investigations 

testing out the theoretical predictions in clinical populations are necessary. The 

research agendas which resulted in the development of mindfulness-based cognitive 

therapy (MBCT) for relapse in depression (Segal, Williams & Teasdale, 2002) could 

be used as a model for this. In line with the research which led to the development of 

MBCT, the starting point would be investigating the processes underpinning 

symptoms of disorder, rather than just the content of cognition.  

Whilst processes are less amenable to empirical investigation than the content of 

cognition, paradigms have been developed and validated. For example, in Watkins 
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could further the transdiagnostic debate. However, this review has highlighted the 

potential opportunities that frameworks such as ICS can offer in furthering 

psychological theory, research and treatment transdiagnostically. It is recommended 

that clinicians and academics consider carefully about how macro-theories can be 

used to understand different aspects of mental experience in both health and disorder 

and use them to guide theory, research and practice.  
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between researchers. The interpretation of the data and the conclusions drawn were 

made in a meeting between the researchers. 









 

67 
 

However, only 55.6% of these participants said that such research influenced their 

clinical practice.  

Qualitative results 

The coding scheme included six main themes and 29 sub themes (Table 1). 

Each main theme is presented and supported by verbatim excerpts. 
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Table 1 Themes extracted from the qualitative analysis 

Main themes Sub themes 

Staff attitudes towards different interventions 

Antipsychotics /drug approaches 

Disadvantage of antipsychotics 

Effectiveness of medication 

Making other interventions 
accessible 

Not medicating  

Usefulness of other medications 
(non-antipsychotics) 

Non-drug approaches 

Benefits of CBT 

Engagement 

Order of interventions offered 

Service-level influences 

Decision-making around treatment with 
medication  

Clinician led decision 

Informed choice 

Service-user led decision 
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Table 1 cont. 

Main themes Sub themes 

Factors influencing prescribing 

Mental Capacity 

Individual characteristics of service-user 

Duration of untreated psychosis 

Effectiveness of medications 

Engagement 

Not medicating service-users 

Role of third party 

Severity of symptoms 

 
 
 
 
 
 

 

 

Process of prescribing medication 

Introducing antipsychotics to service-users 

Professionals involved in discussions around 
medication 
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Table 1 cont. 

Main themes Sub themes 

Provision of services 

Making other interventions accessible 

Order of interventions offered 

Range of interventions offered 

Service-level influences 

Usefulness of other medications (non-
antipsychotics) 

 
 
 
 

 
Research influencing practice 

Focus of research 

Research quality 
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1. Introduction 

Symptoms associated with post-traumatic stress (PTS) are commonly experienced by 

children after involvement in a frightening event such as a road traffic collision or 

sporting accident. Symptoms may include re-experiencing of the event, 

hyperarousal, avoidance and mood alterations (American Psychiatric Association, 

2013). Whilst such symptoms decline rapidly and naturally for the majority of 

children, a significant minority will report persistent difficulties (Le Brocque, 

Hendrikz, & Kenardy, 2010); a meta-analysis including 34 studies reported that 36% 

of children and adolescents developed post-traumatic stress disorder (PTSD) after 

exposure to a frightening event (Fletcher, 1996). Left untreated, PTSD can have a 

chronic course, coexist with other disorders such as anxiety and depression, and lead 

to long term psychosocial impairment (Bolton, O'Ryan, Udwin, Boyle, & Yule, 

2000; Pine & Cohen, 2002; Salter & Stallard, 2008). Despite this, the potential 

psychological impact of trauma exposure in childhood is often neglected (Sabin, 

Zatzick, Jurkovich, & Rivara, 2006; Stallard, Velleman, & Baldwin, 1998). This 

may in part reflect the lack of theoretical or experimental research in this area 

(Meiser-Stedman, 2002). In order to develop psychological interventions for children 

experiencing PTS and preventative interventions for those at risk, there is a pressing 

need to first establish factors that predict good versus poor psychological adjustment, 

particularly as exposure to a frightening event is necessary but not sufficient for 

PTSD onset (Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012). 

There are a number of well validated cognitive models which have proven clinical 

utility for understanding the onset and maintenance of PTSD in adults (Brewin, 

Dalgleish, & Joseph, 1996; Ehlers & Clark, 2000; Foa, Steketee, & Rothbaum, 

1989). Ehlers and Clark (2000) suggest that PTSD is the result of poorly integrated 

and elaborated trauma memories combined with threat appraisals of the trauma and 

sequelae which result in a current sense of threat. This sense of threat is maintained 

by cognitive and behavioural strategies which prevent the updating and 

reconfiguration of the trauma memory. Based on this conceptualisation, cognitive 

behavioural therapy (CBT) for PTSD aims to help individuals integrate and elaborate 

the trauma memory, challenge negative appraisals of the trauma and its sequelae and 

reduce unhelpful cognitive and behavioural strategies (Ehlers, Clark, Hackmann, 

McManus, & Fennell, 2005). 
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2. Materials and methods 

Children aged 6-13 years who had experienced a potentially traumatic event 

resulting in attendance at one of four emergency departments (EDs) were invited to 

take part along with their parent or guardian.  

Exclusion criteria included intellectual disability that precluded main stream 

schooling (including autism spectrum disorders), history of organic brain damage, 

currently presenting with self-injurious behaviour or suicidal intent, inability to 

speak English (assessed by ED records) and involvement of social services.  

2.1 Procedure 

This study was part of a larger program of research investigating parental responses 

to child experiences of trauma. Only the procedures relevant to the current study will 

be discussed. Potential participants were identified by research nurses and clinicians 

who provided an invitation letter to the parent and child. If verbal assent was 

provided, potential participants were followed-up with a telephone call from a 

member of the research team within two weeks of attendance at the ED. If the 

parent-child dyad agreed to take part, a home visit was arranged 2-6 weeks after the 

trauma. Two researchers conducted the home visits. One researcher worked 

primarily with the child and the other with the parent. After talking with the 

researcher about the events which led them to attend the ED, both the parent and 

child were invited to complete a set of questionnaires (detailed below). The parent 

and child were then brought back together to complete a joint narrative task in which 

they were asked to talk together about the traumatic event. Approximately three 

months after the initial visit, a second set of questionnaires were sent for completion. 

A monetary reward was given to each dyad. The study was given ethical approval 

(Ref: 13/SC/0599, Appendix H) and informed consent was obtained from the parent 

and assent from the child.  
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frequency of elaboration codes applied before and after the prompt cards (p > .05, d 

= -.22 to .46), total scores are reported.  

Parental utterances were coded into the following categories modified from (Fivush 

& Fromhoff, 1988) (Table 1) (Appendix J): (a) Memory question elaborations, (b) 

Memory question repetitions, (c) Yes-no question elaborations, (d) Yes-no question 

repetitions, (e) Evaluations. A composite score was calculated for each parent based 

on the number of different codes assigned (Peterson et al., 2007). The composite 

score took the form of a ratio and was based on: the number of elaborations 

(including both memory question elaborations and yes-no question elaborations) + 

the number of evaluations divided by the number of elaborations + evaluations + 

repetitions. As well as reducing the number of variables, the ratio functioned to 

correct for the variable narrative lengths. 

Two trained coders independently coded 20 % of all narratives for reliability. The 

consistency of coding between the two raters was excellent (intra-class correlation 

coefficients ranging from .92 to .99).  

 







 

94 
 

2.3 Participants 

Two hundred and seventy young people were screened at the ED. Of these, 42 

participants completed the initial assessment (15.5 % of total screened). Reasons for 

not being enrolled in the study included: not contactable by the number provided 

(41.7%), not interested (17.5%), the child and/or parent not perceiving the event or 

aftermath as frightening (8.3%), the nature of the injury being too severe (1.3%), 

having a sibling recruited into the study (2.2%), time required to commit (5.7%), 

living outside of the recruitment region (.9%), not being able to complete the first 

visit within the time window (7%) and other reasons (3.5%). Participants did not 

significantly differ from the non-participants on gender, trauma type, age, Glasgow 

Coma Scale (GCS) on arrival or number of injuries (all p > .05, d = -.21 to .24).  

Demographics and trauma symptoms  

At the time of the first home visit, children ranged from 6 to 12 years old, with a 

mean age of 9.7 (SD = 2.2) years (Table 2). Over half the children were male and the 

majority of the parents were female with a mean age of 40.24 (SD = 6.7) years. 

Events which led to attendance at the ED consisted of road traffic accidents or 

collisions, falls, burns, sporting accidents and acute illness. A minority of the 

children had been admitted to a high dependency or intensive care unit and a 

minority were considered resuscitation patients.  
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Table 2 cont. 

Measure   

Trauma characteristics   

Triage category N %   

1 6 14.3 

2 13 31 

3 11 26.2 

4 5 11.9 

Missing data 7 16.7 

Number of injuries M (SD) 1.98 1.44 

GCS on ED arrival (3-15) M (SD) 14.25 2.68 

Ambulance used (yes) N % 25 59.5 

Number of days in hospital M (SD) 3.83 6.84 

Resuscitation patient N % 9 21.4 

Admitted to HDU 4 9.4 

Admitted to PICU 3 7.1 

Type of event N %   

RTA / RTC 15 35.7 

Burn / scald 2 4.8 

Sudden and life threatening illness 3 7.1 

Sporting injury 6 14.3 

Fall 9 21.4 

Other accidental injury 6 14.3 
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Table 2 cont.   

Measure 

Participating parent characteristics   

Age in years M (SD) 40.24 6.70 

Relationship to child N %   

Mother  33 78.6 

Father  9 21.4 

Parental education N %   

School until 16 years old 8 19 

School / college until 18 years old 6 14.3 

Further education (for example, college or vocational 
course) 

11 26.2 

Undergraduate degree 10 23.8 

Postgraduate degree 7 16.7 

Employment status (N % full / part-time work) 32 76.2 

Parent present at the trauma (yes) N % 19 45.2 

Undergraduate degree 10 23.8 

Postgraduate degree 7 16.7 

Employment status (N % full / part-time work) 32 76.2 

Parent present at the trauma (yes) N % 19 45.2 

Note. GCS Glasgow Coma Scale; HDU High Dependency Unit; PICU Paediatric Intensive Care Unit; RTA/ C Road traffic 

accident / collision  

M = mean; SD = standard deviation 
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Table 3 

Child and parent symptom measures 

Measure Time 1 Time 2 P value 

Child symptom measures     

PTSD-RI child report    

Total symptom severity M (SD) 11.95 (7.67) 13.03 (9.73) .47 

TSD-RI parent report    

Child prior trauma exposure     

None N % 33 (80.5) Not collected  

One N % 5 (12.2) Not collected  

Two N % 2 (4.9) Not collected  

Three N % 1 (2.4) Not collected  

Symptom severity M (SD) 12.05 (10.95) 12.49 (9.73) .77 

RCADS-25     

Depression M (SD) 5.97 (5.94) 3.97 (4.47) .10 

Anxiety M (SD) 9.31 (9.23) 8.33 (7.82) .41 

Total anxiety and depression M (SD) 14.84 (14.73) 12.37 (9.76) .28 

Adult symptom measures    

PDS    

Number of prior traumas M (SD) 1.32 (1.17) Not collected  

Symptom severity M (SD) 12.36 (12.51) Not collected  

Impairment (0-9) M (SD) 2.28 (3.10) Not collected  

DASS-21    

Depression M (SD) 5.40 (9.26) 5.12 (5.81) .56 

Anxiety M (SD) 3.85 (5.23) 2.41 (3.77) .002 

Stress M (SD) 10.63 (9.5) 9.24 (7.60) .91 

PO M (SD) 30.13 (15.85) Not collected  
Note. PTSD-RI PTSD Reaction Index for DSM-IV, RCADS-25, Revised Child Anxiety and Depression Scale; PDS Post Traumatic Diagnostic 

Scale; DASS-21 Depression Anxiety and Stress Scale; PO, Parental Overprotection Measure; 

M = mean; SD = standard deviation 
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2.4 Data analysis strategy 

Analyses were conducted on the data set using SPSS 15.0 for Windows (Statistical 

Package for Social Sciences, SPSS Inc.). An alpha level of .05, two-tailed, was used 

for statistical testing unless otherwise specified. Histograms were plotted to assess 

for normality (Appendix K). Not all variables followed a normal curve. Parametric 

and non-parametric correlations were therefore tested and as the results did not vary, 

parametric statistics were employed.  

Preliminary analysis. 

The preliminary analysis functioned to identify variables which may confound the 

main analysis. Based on previous research which has shown gender differences in 

self-reporting of anxiety and depression symptoms (for example, Henry & Crawford, 

2005) and also parental elaboration (Zaman & Fivush, 2013), the potential effect of 

gender (both parent and child) on predictor and outcome variables was examined. A 

series of independent samples t-tests, corrected for multiple comparisons, assessed 

whether there were significant differences in predictor (parental anxiety, 

overprotection and elaboration) or outcome variables (child PTS symptoms and child 

anxiety and depression) between male and female participants.  

Zero-order correlations assessed the potentially confounding effects of child age, 

trauma severity (indexed by triage category), parental distress and arousal during the 

narrative and parental trauma symptoms on predictor (DASS-21 anxiety subscale, 

PO and elaboration ratio) and outcome variables (child PTS symptoms and child 

anxiety and depression). Consistency in the parent and child versions of the PTSD-

RI was also examined.  
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Main analysis. 

Hierarchical multiple regressions were used to test the extent to which parental 

anxiety, overprotection and degree of elaboration measured during the initial 

assessment explained the variance in continuous measures of (1) child PTS 

symptoms three months post-trauma and, (2) child anxiety and depression symptoms 

three months post-trauma. Potential confounding variables identified in the 

preliminary analyses were entered into the regression models.  

Power calculation. 

An a priori power calculation was conducted for the regression analyses using 

G*Power. With three predictor variables, a sample size of 68 participants would be 

needed to have a power of 0.8 for detecting a medium effect size.  
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3. Results 

Of the 42 parent-child dyads who completed the initial assessment, four (9.5%) did 

not complete any of the questionnaires at follow-up (Figure 1). Either the parent or 

child follow-up data was missing for a further six parent-child dyads (child N = 4, 

parent N = 2). Where possible, the data was entered into the analysis (for example, if 

child follow-up data missing, parent data could still be entered). There was no 

significant difference in those who did versus did not complete the follow-up 

questionnaires on child age, GCS on arrival, number of injuries, parent trauma 

symptoms (as measured by the PDS) or parental anxiety or depression at the initial 

assessment (all p >.05, d = -.01 to .23).  
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that scores on the PO were not significantly associated with maternal expressed 

anxiety or child anxiety status, and that overprotection did not predict child 

anxiety symptoms (Clarke et al., 2013). One possible explanation is that the 

effect of overprotection is a function of child age. Longitudinal and cross-

sectional studies of pre-school children have consistantly documented a 

relationship between overprotection and child anxiety (Edwards et al., 2008, 

2010) suggesting that overprotection could have a more toxic effect on younger 

children. Further, it has been suggested that observational methods may be a 

more reliable way of assessing overprotection (Affrunti & Ginsburg, 2012); this 

may be particularly relevant for non-clinical samples where the effects are likely 

to be smaller.  

Given the centrality of memory consolidation in the development and 

maintenance of PTSD (Brewin et al., 1996; Ehlers & Clark, 2000; Foa et al., 

1989), it is suprising that degreee of parental elaboration during the joint 

narrative task was not associated with child symptoms three months after the 

traumatic event. The facilitative effect of parental elaboration on memory may be 

more potent for younger children who are learning the function of talking about 

past events and developing memory skills to augment such (Fivush et al., 1996). 

In support of this, studies examining the effect of parental elaboration on 

memory formation in children have tended to recruit pre-school and reception 

aged children. Older children and adolescents, such as those recruited for the 

current study, may be more skilled at forming coherant memories and are 

therefore less reliant on their parents for input. Therefore, individual differences 

in parental elaboration may be less influential on the child.  

It is possible that the non-significant findings for parental overprotection and 

degree of elaboration are a result of the modest sample size. A number of effect 

sizes reported for non-significant findings were in the moderate to large range 

which interestingly parallels similar studies in this field. For example, Meiser-

Stedman and colleagues followed-up 59 children after a frightening event and 

reported that maladaptive appraisals significantly predicted child symptoms six 

months after the event. The effect sizes reported were in a similar range to those 

reported here (M = 0.52) (Meiser-Stedman et al., 2009). Further, a systematic 

review identified a number of studies where parental control predicted adolescent 
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anxiety overtime with effect sizes in the small to medium range (Waite, 

Whittington, & Creswell, 2014). It may therefore be that had the current study 

had more statistical power, the independent variables would have explained more 

variance in child PTS symptoms. 

4.1 Limitations 

The results should be interpreted with a number of study limitations in mind. The 

study was underpowered statistically and the follow-up period was short; 

therefore conclusions should be treated cautiously. Whilst there were no 

significant differences in a number of trauma and demographic variables between 

those who did versus did not take part in the study, the recruitment rate was low. 

This may limit the generalizability of the results. Further, more anxious and 

avoidant parents and children would have been less likely to consent to the study. 

The study may therefore underestimate the impact of anxiety and related 

parenting styles on child outcome. The small sample size prevented the different 

aspects of elaboration being tested as predictors of symptoms; collapsing the 

individual codes into one construct may have masked more subtle effects (Fivush 

et al., 2006). Further, the analysis was not able to test for the bidirectional 

relationship between parental and child anxiety that has been identified in the 

literature (for example, Hudson & Rapee, 2004; Rapee, 1997). Lastly, anxiety 

measures completed at the initial assessment (for example, RCADS, DASS-21) 

may have been inflated by the occurance of the recent traumatic event. It is 

therefore uncertain as to whether the results reflect trait or state anxiety. 

Including a pre-injury anxiety measure or employing a prospective design would 

resolve this. 

4.2 Future research directions 

A number of avenues for further research are indicated. Recovery trajectories of 

children who have experienced accidental injury have demonstrated that natural 

recovery continues for up to six months post-injury in some children (Le 

Brocque et al., 2010). Future research should therefore examine whether parental 

anxiety predicts child PTS symptoms six months after follow-up. Such research 

is currently underway. If found to be significant, the exact mechanisms through 

which parental anxiety contributes to child adjustment following a traumatic 





 

113 
 

4.3 Conclusions  

Severity of child PTS symptoms three months after a traumatic event was 

predicted by parental anxiety, but not overprotective parenting or degree of 

elaboration. This pattern was not seen for the broader psychological outcomes of 

child anxiety and depression. These data provide the first empirical evidence that 

parental anxiety, a risk factor for the intergenerational tranmission of anxiety 

more generally, is also related to PTS symptoms in children three months after a 

traumatic event. In order to develop clinically useful models of PTSD in 

children, further research is needed to examine other possible mechanisms 

through which parental anxiety contributes to child PTS symptoms; existing 

cognitive models of child anxiety and adult PTSD could be used to guide such 

research.  
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children, further research is needed to investigate the exact mechanisms through 

which parental anxiety impacts child adjustment following a frightening event.  

 
 







 

127 
 

screen. Providing recruitment targets and frequent updates helped the staff keep the 

study in mind. Recruitment competitions were also set up. Lastly, with high staff 

turnover, it was important for the PROTECT research team to talk to new doctors 

and nurses about the study. I attended the ED on a number of occasions to introduce 

myself and the study to the staff team.  

The number of children who were being screened and recruited was significantly 

below the target set in the first six months. Several factors accounted for this 

including changes in the team of research nurses and the hospital going into black 

alert. Whilst it was understandable that recruitment was not a priority during such 

difficult times, it did have serious implications for the study. As the design of the 

study included a follow-up, there were recruitment time constraints. It was therefore 

decided that other sites would be added; three further EDs became recruitment sites. 

Whilst this meant that recruitment increased, it was a challenge to find time to do all 

the assessments as the EDs were in four different counties and the geographical area 

served by each was vast. 

Data collection 

As my project was embedded within the larger PROTECT study, the whole team 

were responsible for data collection. The initial visits were the most time consuming; 

two researchers would visit the young person and parent at their home and complete 

a diagnostic assessment with parent and child separately. Following this, the parent 

and child would be supported to complete a set of questionnaires before coming back 

together to complete two interaction tasks. Whilst only a small amount of the data 

was for my study, I became skilled at administering a range of assessments and 

tasks. I collected complete data for 33% of the participants. 

It was interesting, and at times challenging, working with the different families. I 

worked with families for whom English was not their first language and therefore 

had to think carefully about the adaptations which needed to be made to the 

procedure. In addition, there was huge variation in the nature of the traumatic event 

and the resulting injuries. Prior to the visit, I would only have limited information on 

such factors and therefore could not fully prepare for what I was likely to hear and 

see during the assessment. Debriefing after a visit with the other researcher helped.  
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did not want to rupture the positive relationship I had developed with them; having a 

good working relationship with the team is integral for conducting service-related 

projects successfully. I also found it challenging to translate the findings into 

concrete service-level changes.  

Contributions to clinical practice 

Having choice over treatment is a burgeoning area of research in the field of 

psychosis. This project contributes to the field by examining the views of both 

service-users and a staff team at a local level. The project highlighted that there are a 

range of factors that influence staff attitudes about service-users having choice over 

their treatment. Unlike that reported previously, not all service-users who contributed 

to the project actually wanted choice over their treatment. Based on such findings, 

areas for possible improvements were identified.  
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Case studies 

Completing a case study on each placement provided a valuable opportunity to draw 

clear theory-practice links and consider the importance of routinely evaluating 

clinical work. I felt that doing so improved the quality of my work, particularly as it 

forced me to critically appraise what I had done and the reasons behind a certain 

outcome. Further, evaluating progress regularly served a useful clinical tool; it could 

be discussed with client in session and used to refine the intervention. I was pleased 

that services were open to the idea of incorporating outcome monitoring. I think this 

reflects the growing recognition of the need to evidence quantitatively the work that 

services do.  

There is a clear development in the case studies I have produced over the course of 

training, both in terms of academic content, design and the nature of the clinical 

work completed. For example, my first case study described and evaluated time-

limited CBT for social anxiety in an IAPT service in which there was already a 

culture of routinely monitoring outcomes. More recently, I have written a case study 

describing a non-manualised attachment-based group intervention for foster carers 

and adoptive parents. The service did not previously evaluate this group 

quantitatively. As well as selecting appropriate measures and demonstrating change 

from pre- to post-group, I was pleased that the service plan to continue evaluating 

the group in the future.  

Post-qualification research 

Throughout my training, I have been able to refine my research skills and interests as 

well as develop new ones. My overarching research ambition is to combine my 

knowledge of experimental design, research techniques and statistical analysis with 

my clinical experience to further the theoretical understanding of presentations 

which remain a challenge to treat psychologically (for example, adult anorexia 

nervosa) and from this develop innovative strategies to augment existing treatments.  

I can envisage a number of challenges to pursuing such research interests as a newly 

qualified clinical psychologist. Finding a post which incorporates protected research 

time and having the necessary resources are likely to be the greatest barriers. One 

potential solution would be to find a post which has strong links with a teaching 
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hospital or a DClinPsy course. This may enable me to form collaborations and 

supervise students in a research capacity. Through training I have also learnt about 

the importance of conducting service-related projects and writing up novel clinical 

work in the form of case studies. Whist methodologically these often have 

shortcomings; they are incredibly valuable. They also have the advantage of not 

being as resource heavy as research projects and thus may be more viable in the 

context of a NHS clinical role.  
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Presentation of the Manuscript 
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article, the authors' names and affiliations, and a suggested running head. The 
affiliation should include the department, institution, city or town, and country. It 
should be made clear in which institution(s) the research was carried out. The 
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Journal of Mental Health  

Aims and Scope  

The Journal of Mental Health is an international forum for the latest research in 
the mental health field. Reaching over 65 countries, the journal reports on the 
best in evidence-based practice around the world and provides a channel of 
communication between the many disciplines involved in mental health 
research and practice.  

The journal encourages multi-disciplinary research and welcomes contributions that have involved the 
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and theoretical perspectives. The journal not only reflects current good practice but also aims to 
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service provision and clinical practice.  

The Journal of Mental Health features original research papers on important developments in the 
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Submissions  
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Manuscript Central site at http://mc.manuscriptcentral.com/cjmh  

New users should first create an account. Once a user is logged onto the site submissions should be 
made via the Author Centre. Please note that submissions missing reviewer suggestions are likely to 
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to add this information in section 4 of the on-line submission process.  

Manuscripts will be dealt with by the Executive Editor. It is essential that authors pay attention to the 
guidelines to avoid unnecessary delays in the evaluation process.  

The names of authors should not be displayed on figures, tables or footnotes to facilitate blind 
reviewing.  

Word Count  

The total word count for review articles should be no more than 6000 words. Original articles should 
be no more than a total of 4000 words. We do not include the abstract, tables and references in this 
word count. However manuscripts are limited to a maximum of 4 tables and 2 figures. 

Manuscript Style  

Manuscripts should be typed double-spaced (including references), with margins of at least 2.5cm (1 
inch). The cover page (uploaded separately from the main manuscript) should show the full title of the 
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National initiatives have emphasised the importance of improving the 

experience of service-users who have mental health problems (Department of 

Health, 2008). As part of this, service-users should have the opportunity to make 

informed decisions about their care and treatment (National Institute for Clinical 

Excellence, 2011). This is particularly relevant for people with psychosis for whom 

treatment options have historically been limited to antipsychotic medication with or 

without psychological intervention. This is despite high rates of medication non-

compliance (Lacro, Dunn, Dolder, Leckband, & Jeste, 2002), significant long and 

short term side effects of antipsychotic medication (Moncrieff, Cohen, & Mason, 

2009), as well as research demonstrating that the efficacy of antipsychotics may have 

been overstated in trials (Hutton et al., 2012). In light of such research, in 

combination with initiatives and guidance emphasising the importance of involving 

service-users in treatment decisions, whether antipsychotics need always be the front 

line intervention for people with psychosis and the extent to which such service-

users can have choice over their treatment has been called into question (Morrison, 

Hutton, Shiers, & Turkington, 2012). Whilst introducing choice over treatment 

would seem outdated in most other areas of health care, when considering people 

with psychosis it remains controversial. 

Morrison and colleagues have advocated for the introduction of choice over 

treatment for those who experience psychosis and questioned the view that 

antipsychotics are always necessary in order to recover (Morrison, Hutton, Shiers, et 

al., 2012). In support of this, studies have been conducted to examine whether 

cognitive behaviour therapy (CBT) is an effective treatment for people with 

psychosis who have chosen not to take antipsychotics (Morrison, Hutton, Wardle, et 

al., 2012; Morrison et al., 2014). In one such study, adults with schizophrenia-

spectrum disorders who had chosen not to take antipsychotics were randomly 

allocated to receive either CBT with regular care from mental health services or 

regular care alone (Morrison et al., 2014). At the end of the 18-month trial period, 

psychotic symptoms were consistently lower in people who received CBT and there 

were fewer recorded serious adverse events compared to those who received regular 

care (Morrison et al., 2014). Such results may support clinicians in giving more 

choice to service-users with psychosis and also lend support to the argument that 
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the survey had been completed and returned, service-users were thanked, debriefed 

and entered into a draw to win a gift voucher.  

Data analysis. 

Quantitative analysis. Univariate analysis (frequencies and percentages) 

were conducted to examine the distribution of responses. 

Qualitative analysis.  

The primary researcher transcribed written feedback verbatim. Data was 

coded and analysed using NVIVO software. The thematic analysis procedure 

described by Braun and Clarke was employed to analyse the data (Braun & Clarke, 

2006). Comments from the different questions were coded and analysed together due 

to the overarching theme of the survey. All transcripts were read and key words or 

phrases were highlighted and used to develop codes. Individual codes were then 

compared and organised into themes on the basis of overlapping content. The data 

was reviewed to ensure that the themes worked in relation to the coded extracts. 

Where possible the words used by participants were included in the theme title.  

Braun and Clarke (2006) recommended that researchers clearly specify their 

theoretical assumptions and approach to thematic analysis. The analysis was 

underpinned by an essentialist / realist framework, which aims to report on the 

experience, meanings and reality of participants (Braun & Clarke, 2006). Themes 

were therefore identified as the semantic level. It is also important to note that two of 

the researchers were psychologists working in EIP services and this may have 

unintentionally biased the interpretation of the data. The main researcher, a trainee 

clinical psychologist, held a more neutral position 

Three of the seven transcripts were randomly selected and given to an 

independent researcher to code. The independent researcher was an academic 

psychologist who had previous experience in thematic analysis but was unfamiliar 

with the aims of this study. There was close agreement between researchers in terms 

of codes applied to the text. Following credibility checking, the interpretation of the 

data and the conclusions drawn were made in a meeting between the researchers.  
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Involvement of significant others in discussions around medication. Four 

out of seven service-users asked, indicated that family members and/or significant 

others were involved in conversations regarding medication. Two service-users 

indicated how helpful it had been having family-members / significant others 

involved by rating it on a scale of 0-100; the mean rating given was 45. Reasons 

endorsed for family members/ significant others not being involved in conversations 

about medication included: the service user not wanting family/significant others 

involved in treatment decisions (n = 2), family members / significant others not 

wanting involvement with mental health professionals (n = 1) and family members/ 

significant others not knowing about the difficulties (n = 1).  

The prescribing clinician. The majority of the service-users (57%) asked 

said that it did not make a difference to them which member of the EI team 

prescribed them medication.  

Understanding the purpose of a medication. Service-users indicated what 

their understanding of why they were prescribed a particular medication was. As 

shown in Figure 1, for those who were prescribed one or more antipsychotics (n = 6), 

the most commonly endorsed reasons were paranoia (n = 5) and hallucinations (n = 

5). Other frequently endorsed reasons included: helping to buffer from stress (n = 4) 

and mood fluctuations (n = 4). All service-users who were prescribed an 

antidepressant (n = 3) understood that the purpose of the medication was to help with 

depressed mood. Other endorsed reasons included: sleep, paranoia, hallucinations 

and anxiety. All those prescribed Z drugs understood that the purpose of the 

medication was to help with sleep. Service-users prescribed anxiolytics (n = 3) all 

believed that these were prescribed for symptoms of anxiety and also for sedation. 

Other reasons endorsed included: to buffer from stress, sleep and mood fluctuations.  
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Changing or stopping medication. Two of the seven service-users said that 

they had stopped or altered their medication without telling an EIP worker. Three out 

of the seven service-users asked gave reasons as to why it may be hard to discuss 

changing or stopping medication with EIP workers. Two of these said that they 

would be concerned about EIP workers worrying more about them. Other reasons 

endorsed included: wanting to test for themselves whether they could manage 

without medication (n = 1), not wanting to take medication in the first place (n = 1) 

and being concerned that the EIP workers would tell family members or significant 

others (n = 1).  

Uncertainty over taking medication. Only one of the seven service-users 

asked indicated that they had been reluctant to take medication for the symptoms 

they were experiencing. When asked how the EIP workers responded to this, the 

service-user endorsed the following items: looked into other treatment options (for 

example talking therapy) and discussed with other people involved in their care such 

as family members.  

Reasons for choosing not to take antipsychotic medication. Service-users 

indicated under what circumstances they may choose not to take medication for 

psychosis. Of the six service-users who responded, one service-user said that under 

no circumstance would they not take medication for psychosis as for them; the 

potential benefits would outweigh any costs. Reasons for choosing not to take 

antipsychotics endorsed by other service-users included: finding another way to 

manage / cope with symptoms (n = 3), concern about side-effects (n = 3), feeling 

pressurised or coerced by EIP workers or family (n = 1), knowing other people who 

have had bad experiences on medication (n = 1), feeling paranoid about EIP workers 

(n = 1), the cost of prescriptions (n = 1) and the stigma attached to taking medication 

for mental ill health (n = 1).  

Having choice and control over starting and changing medication 

regime. Six service-users felt able to rate on a scale of 0-100 the extent they felt that 

starting medication for psychosis was their choice from none at all (0) to it was 

totally my choice (100). The mean rating was 58 (SD = 49) and the range was 0 to 

100.  
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Please use this space for any further comments or thoughts regarding choice 
over treatment. 

Click here to enter text. 
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Appendix F Flyer for dissemination of project findings to service-users and EIP staff 
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Appendix G Instructions for authors for main research project 

The Journal of Anxiety Disorders  

Editorial guidance 

The Journal of Anxiety Disorders publishes articles of relevance to the epidemiology, 
psychopathology, etiology, assessment, treatment, and prevention of anxiety and related disorders in 
both child and adult populations. The format of the articles includes randomized controlled trials, 
single case clinical outcome studies, theoretical expositions, epidemiological studies, investigations of 
early mechanisms of risk, genetic and biomarker studies, neuroimaging studies, critical literature 
reviews, meta-analyses, and dissemination and implementation studies. We are also interested in 
evaluations of novel treatment delivery strategies, including the use of information technologies. 
Authors are encouraged to use methodologically rigorous sampling, structured or semistructured 
diagnostic interviews, randomization, therapist fidelity, and inter-rater reliability procedures where 
appropriate. Given limited journal space, we can accept only a limited number of studies, and we 
prefer to publish studies of clinical or community samples. However, we recognize that studies using 
other samples (e.g., undergraduate analogues) can provide meaningful increments to knowledge. 
Therefore, while emphasizing our preference for clinical or community samples that are most 
appropriate for the question under study, we will consider studies using other samples in so far as we 
judge them to make a significant incremental contribution to the understanding of anxiety and related 
disorders or anxiety psychopathology more broadly. 
 
NEW SUBMISSIONS 
Submission to this journal proceeds totally online and you will be guided stepwise through the 
creation and uploading of your files. The system automatically converts your files to a single PDF 
file, which is used in the peer-review process. 
 
As part of the Your Paper Your Way service, you may choose to submit your manuscript as a single 
file to be used in the refereeing process. This can be a PDF file or a Word document, in any format or 
layout that can be used by referees to evaluate your manuscript. It should contain high enough quality 
figures for refereeing. If you prefer to do so, you may still provide all or some of the source files at 
the initial submission. Please note that individual figure files larger than 10 MB must be uploaded 
separately. 
 
References 
There are no strict requirements on reference formatting at submission. References can be in any style 
or format as long as the style is consistent. Where applicable, author(s) name(s), journal title/book 
title, chapter title/article title, year of publication, volume number/book chapter and the pagination 
must be present. Use of DOI is highly encouraged. The reference style used by the journal will be 
applied to the accepted article by Elsevier at the proof stage. Note that missing data will be 
highlighted at proof stage for the author to correct. 
 
Formatting requirements 
There are no strict formatting requirements but all manuscripts must contain the essential elements 
needed to convey your manuscript, for example Abstract, Keywords, Introduction, Materials and 
Methods, Results, Conclusions, Artwork and Tables with Captions. If your article includes any 
Videos and/or other Supplementary material, this should be included in your initial submission for 
peer review purposes. 
Divide the article into clearly defined sections. 

Figures and tables embedded in text  
Please ensure the figures and the tables included in the single file are placed next to the relevant text 
in the manuscript, rather than at the bottom or the top of the file. 
 
Abstract 
A concise and factual abstract is required. The abstract should state briefly the purpose of the 
research, the principal results and major conclusions. An abstract is often presented separately from 
the article, so it must be able to stand alone. For this reason, References should be avoided, but if 
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essential, then cite the author(s) and year(s). Also, non-standard or uncommon abbreviations should 
be avoided, but if essential they must be defined at their first mention in the abstract itself. The 
abstract should not exceed 150 words in length and should be submitted on a separate page following 
the title page. 
 
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. 
  
















































