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Main Research Project - Military culture and psychosocial factors associated
with motivation for and engagement in rehabilitation after musculoskeletal
injury: a feasibility study with male British military and civilian physiotherapy
patients
Engagement in rehabilitation, such as physiotherapy, is critical to enhanced
outcomes from musculoskeletal injuries (MIs) and has been found to be related to
psychosocial factors, including increased personal control, higher levels of
autonomous-motivation and more problem-focused type coping strategies in sports
populations. However, this has not been empirically studied in British military
groups, despite MIs being the most common reason for medical discharge from the
British armed forces. Military personnel are thought to cope with injury within the
context of a ‘military culture’ that is not found in civilians. This study tested a concept
of military culture being related to greater adherence to masculine norms; higher
levels of perceived personal control and autonomous motivation; lower levels of
emotion-focused coping strategies; a greater use of problem-focused coping
strategies and better engagement in rehabilitation. Data from self-report
questionnaires and physiotherapist ratings of engagement in rehabilitation, provided
by two groups, was compared. Group one consisted of 16 serving male military
personnel and group two of 22 committed sports men; all had MIs sustained within
the past 6 months, for which they were having physiotherapy. The sports group
were found to show statistically significant greater adherence to masculine norms,
and use of problem-focused and emotion-focused coping strategies. No significant
differences were found between the groups on perceived personal control,
autonomous motivation nor engagement in rehabilitation. A military culture defined
by greater adherence to masculine norms; higher levels of perceived personal
control and autonomous motivation and a greater use of problem-focused coping
strategies has therefore not been supported by this study. However, only sufficient
power was achieved for the analysis of emotional-focused coping strategies so
caution must be taken when interpreting these results. Clinical and research
implications are discussed with recommendations for further work with
methodological lessons learnt.
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Service Improvement Project - Working with patients and staff to reduce
psychological risk and morbidity in adult patients discharged from critical
care. A service improvement project with the critical care units at the Royal
United Hospitals, Bath
Research shows psychological or emotional symptoms are common in people
discharged from critical care and these can lead to diagnoses of anxiety, depression
and post-traumatic stress disorder (PTSD). Reducing stress and improving coping is
thought to reduce the risk of developing mental health issues. PTSD, anxiety and
depression rates were found to be higher in the RUH discharged critical care
patients than the general population and nearly half of those that completed a
questionnaire were concerned about the psychological and emotional effects of their
stay in critical care. Data from the RUH discharged critical care patient
questionnaires, a staff focus group and staff email feedback were used to develop
recommendations to reduce stressors and improve coping. These recommendations
focus on the unrelenting nature of the critical care units; symptoms and treatment of
physical ill health; disorientation, confusion and uncertainty; worries for family and
quality of life. Recommendations include a mental health lead to implement the
recommendations; staff training; diary keeping for each patient; information leaflets
for all patients; orientation, communication and sleep aids; a time and resource
protected outreach service to follow-up discharged patients on wards; a time and
resource protected flexible talking service for discharged patients and an audit of
these recommendations’ implementation and their outcomes.
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Literature Review - A theoretical review of the literature exploring how
cognitive behavioural therapy (CBT) may be useful in the treatment of
phantom limb pain (PLP)
Approximately 5-6,000 major amputations are undertaken in the UK each year, with
estimates of 42.2% and 78.8% of amputees developing phantom limb pain. The
literature suggests phantom limb pain aetiology is multi-factorial and includes central
neurological, peripheral neurological and psychological components, which should
all be targeted in multi-disciplinary treatment. This review critically appraises the
evidence for cognitive behavioural therapy (CBT) in the wider chronic pain literature
and examines the case for applying this intervention within the context of phantom
limb pain. This review suggests CBT interventions for phantom limb pain patients
should focus on quality of life improvements rather than pain reduction. It makes
suggestions for randomised control trials with phantom limb pain patients as well as
general clinical interventions for all actual or potential amputees. This synthesis of
information will be useful for clinicians looking for psychological interventions for
their patients with phantom limb pain and researchers looking to develop clinical
research trials on CBT for phantom limb pain.
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Abstract
Approximately 5-6,000 major amputations are undertaken in the UK each year, with
estimates of 42.2% and 78.8% of amputees developing phantom limb pain. The
literature suggests phantom limb pain aetiology is multi-factorial and includes central
neurological, peripheral neurological and psychological components, which should
all be targeted in multi-disciplinary treatment. This review critically appraises the
evidence for cognitive behavioural therapy (CBT) in the wider chronic pain literature
and examines the case for applying this intervention within the context of phantom
limb pain. This review suggests CBT interventions for phantom limb pain patients
should focus on quality of life improvements rather than pain reduction. It makes
suggestions for randomised control trials with phantom limb pain patients as well as
general clinical interventions for all actual or potential amputees. This synthesis of
information will be useful for clinicians looking for psychological interventions for
their patients with phantom limb pain and researchers looking to develop clinical
research trials on CBT for phantom limb pain.
Introduction
Pain and definitions
Pain is ‘an unpleasant sensory and emotional experience associated with actual or
potential tissue damage, or described in terms of such damage’ (International
Association for the Study of Pain (IASP), 2012). It is an individual experience, which
can be affected by various factors including memory of pain, cause and type of pain,
and cultural understanding of pain (Mann and Carr, 2009). This suggests that at
least some element of the experience of pain is not just physiological but
psychological and therefore treatment for conditions with associated pain must
address both elements.
There is a range of overlapping types of pain referred to in the literature. Chronic
pain lasts longer than acute pain, is commonly resistant to treatment and can often
be linked to a long-term illness. It can be the result of tissue damage but is very
often attributed to nerve damage. Neuropathic pain is a type of chronic pain that
occurs if nerves in the central nervous system become injured or damaged.
Complex regional pain syndrome (CRPS) is thought to be caused by damage to, or
malfunction of, the peripheral and central nervous systems. CRPS is identifiable
through prolonged or excessive pain and changes in skin colour, temperature,
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and/or swelling in the area affected. Phantom limb pain (PLP) is also considered a
neuropathic pain. The phenomenon was first described in the sixth century by the
military surgeon Ambrose Pave as pain perceived by the region of the body no
longer present (Subedi and Grossberg, 2011).
Phantom sensations and pain have been reported by patients who have had various
body parts amputated, including the eye, breast, nose, internal organs and the
penis, but it is most commonly reported by patients who have had a limb removed
(Weeks, Anderson-Barnes and Tsao, 2010). According to NHS Choices (2016) 56,000 major amputations are undertaken in the UK each year. The estimated
incidence of PLP in amputation patients is between 42.2% and 78.8% (Subedi and
Grossberg, 2011).
Various theories on the aetiology of PLP have been proposed, none of which have
been shown to adequately explain it. These theories include, stump and neuroma
hyperactivity, spinal cord sensations and changes, cortical reorganisation and
cortical-motor sensory dissociation, body schema and psychogenic mechanisms
(Subedi and Grossberg, 2011). The literature appears to be converging on the
notion that PLP aetiology is multi-factorial and includes central, peripheral, and
psychological components (Turcios et al, 2013).
Treatment for phantom limb pain
As with the aetiology of PLP there is little agreement on the maintaining factors
involved in the phenomena and so various interventions are in use with a notable
lack of high quality clinical trials to support them (Hsu and Cohen, 2013) and no
standard clinical guidelines. Treatments are currently primarily pharmacological but
can also include approaches such as mirror therapy, which is seen as a cost
effective and safe alternative or addition to the more invasive medical treatments
(Hsu and Cohen, 2013).
A review of post-amputation pain epidemiology, mechanisms, and treatment by Hsu
and Cohen (2013) refers to PLP as being resistant to ‘traditional medical and
interventional therapies’. They stress the importance of developing complementary
and alternative therapies for PLP, suggesting that psychological interventions should
facilitate ‘adaptation to pain, body image, and negative emotions associated with
amputation’. This recommendation relates to literature that has found correlations
between PLP and increased rates of mental health problems, including postPage 11 of 158

traumatic stress disorder (PTSD) and depression, though there is inconsistency in
that literature. PTSD rates have been found to vary between <5% in patients who
had amputations following chronic health issues (Cavanagh, Shin & Karamouz,
2006) and 25% in a sample of elderly traumatic limb amputations (Desmond and
MacLachlan, 2006). Ephraim, Wegener & MacKenzie et al. (2005) found
correlations between depression and the level of PLP reported but Niraj & Niraj
(2014) found rates of depression in amputees were only elevated (20-60%) within
the first two years after surgery but this appears to tail off to general population
levels after this, according to Horgan & MacLachlan (2004).
Sherman, Gall and Gormley (1979) demonstrated that treatment of PLP with
muscular relaxation training to disrupt the pain-anxiety-tension cycle can have a
positive long term effect on the amount of PLP experienced. Furthermore, a key
psychological construct emerging from the PLP literature appears to relate to pain
catastrophising, which is associated with anticipation of pain, heightened attention to
pain sensations and feelings such as helplessness in the face of pain. Vase,
Nikolajsen & Christensen et al. (2011) found 35% of phantom limb pain variance
was associated with pain catastrophising; Hanley, Jensen & Ehde et al. (2004)
found catastrophising was a strong predictor of pain interference and Richardson,
Glenn & Horgan et al. (2007) found pre-operative pain catastrophising was linked to
post-operative PLP. Psychological treatment models that target ways to challenge
factors such as catastrophising cognitions and work to reduce the negative
emotions, physical sensations and actions that are related may be a useful
treatment approach in PLP; CBT is one such psychological treatment model.
Cognitive behavioural therapy (CBT)
The use of CBT is recommended by the National Institute for Health and Care
Excellence (NICE) for the treatment and management of a range of issues, including
anxiety and depression. NICE also say that CBT should be considered for the
treatment of patients with pain conditions such as chronic pain. The British
Association for Cognitive and Behavioural Psychotherapies (BABCP, 2016) describe
CBT as a talking therapy that looks at how people think and how this affects the way
they act, which in turn can affect their feelings (emotional and physical) and how
they think. The aim of CBT is to change the individual’s behaviours and/or their
thinking habits and patterns. CBT can be delivered through self-help materials,
individual one-to-one therapy or group therapy.
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There is little literature on the use and efficacy of CBT for PLP as a specific form of
chronic, neuropathic pain. However, Hsu and Cohen (2013) mention work by
McQuaid et al on an on-going randomised controlled trial (RCT) testing to see if
CBT plus mirror therapy is more effective than supportive care for amputees, which
will be of interest when it is published.
Aim
The aim of this review is to critically appraise the evidence for CBT in the wider
chronic pain literature, and examine the case for applying this intervention within the
context of PLP. Current psychological treatment of PLP will also be reviewed. It is
expected that this synthesis of information will be useful for clinicians looking for
psychological interventions for their patients with PLP and researchers looking to
develop clinical research trials on CBT for PLP.
Method
Pilot searches
A preliminary search of the literature on “cognitive behavioural therapy” AND
“phantom limb pain” OR “post-amptuation pain” did not generate sufficient literature
to warrant a meta-analysis or systematic review on this emerging field.
The search terms were broadened to include other non-pharmacological
interventions for PLP as well as CBT for the broader pain definitions that may cover
phantom limb pain. A pilot electronic search using the broadened terms through
PubMed generated 127 papers. The terms searched were ‘cognitive behavioural
therapy’ AND ‘phantom limb pain’ or ‘post-amputation pain’ OR ‘chronic pain’ OR
‘complex regional pain’ OR ‘neuropathic pain’. Another search used the terms
‘psychological’ AND ‘phantom limb pain’ OR ‘postamputation pain’. The following
restrictions were applied to this pilot search: peer-reviewed publications,
publications in English or where there was a full English translation and human adult
populations. No date restrictions were included.
Main search
An electronic search was conducted through PubMed and Embase for keywords or
titles that contained the terms outlined above, with the same restrictions. The
additional restriction of published dates between 2004 and 2015 was added to
Page 13 of 158

reduce out of date literature. This search produced 1102 articles. Twenty-six papers
were retained for this theoretical review following the process outlined in Figure 1.
Figure 2 summarises the approach of this review.
Figure 1. Paper selection process for review

Figure 2. Summary of model for this review
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Characteristics of papers
This section covers key characteristics of the papers included, where these were
clear from the reports reviewed. Writing style or omissions of arguably important
information for replication or understanding the validity of the work made extracting
some of these details difficult or impossible, which is important to note.
Design and pain type
Table 1 outlines the types of paper included in this review, taken from the papers
themselves or inferred from the described methodology.
Table 1. Design by pain type
Pain type
Phantom limb pain

Number
10

Chronic pain

7

CRPS

3

Neuropathic or
spinal cord pain

3

Acute and chronic
pain
Spinal cord and
chronic pain

2
1

Method/Design
Single case multiple baseline study
Prospective cohort study
Semi-structured questionnaire study
Prospective questionnaire study
Prospective correlational study
Prospective quasi-experimental study
Evaluation of a model
Critical review
Two reviews
Cochrane review of 35 RCTs
Non-randomised control study comparing
waitlist with treatment
Two non-controlled practice-based reviews of
8 and 10 years of routine clinical data
Non-controlled treatment development pilot
study
Discussion paper of literature and clinical
experience
Narrative review
Case study series
Systematic review
Literature review
Un-blinded multicentre RCT
Uncontrolled evaluation of treatment
programme
Uncontrolled prospective intervention study
Between groups randomised control study
Systematic experimental design study
Non-controlled evaluation of a treatment
programme
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Populations and sample sizes
Eighteen of the 26 papers included the sample size that they covered, ranging from
3 to 4,788 patients/participants (total 6,757; median 57), which has implications for
the power and generalisability of the work. Eighteen papers included the ages of the
sample/s they covered; all 18 covered adults over 18 years of age, with mean ages
ranging from 37 to 63.8 years (total mean of 50.24 years). Eighteen studies gave the
sex of the sample they covered; percentages of males in the samples ranged from
12.9% to 100%, with a total mean male percentage of 59.68%.
Seventeen studies described where the samples were recruited from; all used
patient or participant samples from clinical settings, with one study also including
amputation participants that had volunteered following media reports of the study.
Medical settings included local and tertiary in-patient and outpatient pain centres,
rehabilitation clinics, general community healthcare services, CBT pain
management programmes, CRPS clinics, spinal cord injury centres, occupational
rehabilitation centres, veteran healthcare services, specialist mobility and
rehabilitation centres, general hospitals and orthopaedic surgery trauma services.
Some studies explicitly included details of the countries their samples were recruited
from, these included England (1), Northern Ireland (1), Finland (1), Netherlands (2),
Sweden (1), Canada (1), USA (1) and Denmark (1). This review is therefore most
relevant to Western cultures and clinical populations.
Measures
The papers covered a range of symptoms, independent and dependant variables
and outcomes measured using a large number of different standardised and
idiographic tools. The majority of papers (18/26) measured some self-reported
physiological aspect of pain such as intensity, duration or location. The most
commonly used measurements were self-reported visual analogue scales (VAS) or
numerical rating scales (NRS).
Other pain-related factors measured included pain-related distress, pain-related
anxiety, pain-related depression, attention to pain, pain impact on everyday life, fear
of pain, pain-related disability, expected pain, prevalence and nature of pain
triggers, pain unpleasantness and pain-related coping, including levels of
catastrophising. Other factors measured and reported included mood, cognitions,
quality of life, functional disability, index images, perceived social support and
general adjustment.
Page 16 of 158

The factors and measurement tools covered by just these 26 papers highlights a key
issue with reviews in the pain field; there is little repetition and agreement in the
methods used, which makes drawing reliable conclusions from an evidence base
lacking cohesion or strength extremely problematic. This point is also made by
Wetering, Lemmens & Nieboer et al, (2010) in their systematic review of cognitive
and behavioural interventions for neuropathic pain; they report being unable to draw
conclusions from the available literature due to a lack of a clear and widely accepted
definition of neuropathic pain and a lack of researcher consensus on screening
tools. This divergence across the chronic pain field also, arguably, exemplifies the
multi-factoral nature of pain conditions and the potential range of targets for
treatment.
Review
Effectiveness of cognitive behavioural therapy (CBT) for chronic pain,
complex regional pain or neuropathic pain
Pain reduction
Neither CBT nor behavioural therapy were found by a Cochrane review of
psychological therapies for chronic pain to be effective in reducing pain scores in the
short or longer-term (Williams,Eccleston & Morley, 2012). This review covered 35
randomised control trial (RCT) studies, with at least 20 participants in each trial, and
included CBT versus active control; CBT versus treatment as usual; behavioural
therapy versus active control and behavioural therapy versus treatment as usual.
The authors criticise the quality of research in the field and make recommendations
for improved methodology and focus in future work on what works for whom and
why rather than large, non-specific RCTs that currently dominate the literature.
The lack of efficacy of CBT in reducing pain scores is also reported by Fullen, Blake
& Horan et al (2014) in a practice-based review of clinical data over 8 years, where
chronic pain patients were treated using CBT including behavioural activation,
cognitive restructuring, relaxation, change perception, visual imagery, problem
solving, promotion of self-management, graded exposure and pain education.
Another study by Burns, Delparte & Ballantyne et al. (2013) also adds weight to the
conclusion that CBT is not an effective way of reducing chronic pain. This pre and
post non-controlled evaluation of an interdisciplinary CBT treatment programme,
including patient education on chronic pain and associated pain mechanisms, selfPage 17 of 158

management strategies (e.g. energy conservation, ergonomics, goal setting, stress
management, anger management and coping skills), group discussions and
activities and either group exercise or guided relaxation at the end of each session
found no reduction in pain severity immediately or at 12 month follow-up.
This trend suggests that any CBT intervention for PLP patients should not make
pain score reductions an explicit goal for therapy as it is unlikely to be able to
reliably deliver this. Also, patients engaging in CBT interventions related to PLP
management should have their expectations for pain reduction managed (Fullen et
al, 2014).
Though more studies were found to not support CBT being effective for pain
reduction, as reported by the Cochrane review (Williams et al, 2012), Heutink, Post
& Luthart et al. (2014) did find significant improvements in pain intensity when
comparing pre intervention and immediately after as well as when comparing pre
intervention and 12 months later. Their un-blinded multicentre RCT tested a CBT
intervention of 10 three-hour sessions over 10 weeks that included educational,
cognitive and behavioural elements that targeted coping with neuropathic spinal
cord pain and included relaxation techniques. Their sample was small (n=29) and so
research with a larger sample and longer follow-up is recommended to test if these
results are replicable, particularly as they are counter to that discussed previously.
The un-blinded factor in the study should also be addressed in future work as this
could have introduced a researcher bias. Another randomised control trial (Philips
and Samson, 2012) reported chronic pain participants experienced large reductions
in negative emotions, negative pain appraisals and pain itself following an index
image rescripting intervention. They found that statistically significant decreases in
pain were found independent of reductions in emotions. Longitudinal research is
needed to assess if these improvements are sustained beyond the short term.
As noted in the measurements section above, pain is recorded in many different
ways with a large number of different tools. Morley, W illiams & Hussain (2008) also
propose that reported pain is not reliable over time, i.e. it changes according to a
range of factors, so is difficult to get a stable baseline measure of. They propose
research and clinicians should make use of clinically significant change as a pain
outcome measure but in order to do this in a way that is helpful across the field, an
agreed reliable valid measurement tool and approach has to be established.
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Quality of life
CBT has been shown to have benefits for patients with chronic pain in non-pain
reducing ways, indicating potential for a non-pain altering focus for CBT for PLP
patients. ‘Quality of life’ has been referenced across a number of the papers
reviewed and has generally been used as a subjective ‘catch-all’ term for nonphysiological factors and associated functional impairments. It is used here in
reference to factors such as patient response to physical health; psychological
health; social relationships; the environment and the functional impairments
associated with these factors, which impact how patients are able to live their lives.
The benefits identified in the chronic pain CBT literature mainly revolve around
cognitive, behavioural, mood and quality of life improvements, i.e. helping patients
live with improved quality of life despite the existence of pain rather than helping
them avoid or reduce pain to improve quality of life. The Cochrane Review (Williams
et al, 2012) of 35 RCT studies concluded that behavioural therapy showed few and
only brief benefits whereas CBT showed small to medium effects, some of which
were still present longitudinally. This indicates the importance of a cognitive element
to psychological interventions in chronic pain. This review also found no additional
benefits of ‘add on sessions’ using techniques such as mindfulness to the main
therapeutic model. The authors recommend specific future work to develop and test
hypotheses on the processes and mechanisms of change, including the role of
treatment content and approach.
The Lohnberg and Altmaier (2013) review reports that psychosocial factors having a
precipitating role in CRPS is not well supported by the literature but recognise the
association between CRPS and negative outcomes such as increased anxiety and
depression and overall quality of life. They therefore recommend an interdisciplinary
approach to treatment is important, with early intervention being important for preexisting depression and anxiety, anxiety and depression in response to pain and a
focus on occupational and functional impairments. A prospective multi-disciplinary
intervention study that included 20 sessions over 10 weeks of educational, CBT,
relaxation, stretching, light exercise and body awareness interventions found
improvements in mood and quality of sleep. This study was small (n=27) and not
randomised so placebo effects cannot be ruled out, though differences were
maintained at 12 month follow-up.
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In their narrative review Innes (2005) identified a cognitive behavioural model of pain
around fear of pain and catastrophic thinking about pain, where negative appraisals
of pain lead to pain persistence and deteriorating quality of life. They propose that
avoidance resulting from fear of pain and catastrophic thinking from exaggerated
orientation towards pain stimuli and pain experience can lead to ‘disuse syndrome’
in chronic pain. They note that avoidance of pain can be helpful in acute pain but in
patients with chronic pain it can lead to physical deconditioning in the form of lower
pain thresholds, muscle strength deterioration and loss of mobility, which can all
have an impact on quality of life. In this model, reducing maladaptive coping
strategies such as catastrophising and increasing active coping stratgegies such as
acceptance would be recommended targets for chronic pain patient interventions.
This is a theoretical model that would need to be tested rigorously through good
quality research to determine its validity.
CBT has been found to be effective in the reduction of catastrophic pain thinking
and increasing levels of acceptance in chronic pain patients. Williams et al (2012)
found CBT had small to medium benefits on the maladaptive coping strategy of
pain-related catastrophic thinking that lasted to follow-up, compared to treatment as
usual and waitlist controls. Samwel, Kraaimaat & Crul et al. (2009) used ten 90
minute CBT sessions (stress-management and problem solving techniques,
cognitive therapy and relaxation exercises, work towards individual goals), targeting
reduced functional disability and depression in 110 chronic pain patients, compared
to 110 controls. They found CBT had a small to medium effect on pain interference
and functional disability and that of all the cognitive behavioural predictors of
outcome they measured, only the adaptive coping strategy of acceptance predicted
better outcomes. These are promising findings, though the authors do note
limitations due to methodological issues such as non-randomised allocation to
groups and placebo effects.
The CBT for CRPS literature review by Bruehl and Chung (2006) supports a focus
on targeting maladaptive coping strategies and recommend that CBT should be
used with CRPS patients to improve function and manage the condition. They
recommend CBT should cover pain relaxation training (with biofeedback), training in
cognitive pain coping skills, behavioural interventions to address disuse and activity
avoidance plus issues around family reinforcement of maladaptive strategies. The
authors note a lack of RCTs or clinical guidance in the area so the sequencing of
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these interventions cannot be prescribed and could only be based on clinical
experience and practical limitations until this is addressed in the literature.
Heutink et al’s (2014) un-blinded RCT found CBT to be effective in reducing painrelated disability when pre intervention scores were compared to those taken
immediately following intervention, at nine and then 12 month follow-ups. They also
found improvements in anxiety and participation in activity immediately and then
also at six and 12 month follow-up suggesting some degree of longitudinal affect,
though research with even longer follow-ups would be helpful in testing if this
continues to be sustained. As mentioned previously, Heutink et al, (2014) sampled
only 29 participants so research with a larger population would be beneficial to test if
these findings are replicable and applicable to wider groups.
Elomaa, Williams & Kalso (2009) demonstrated CBT targeting attention
management resulted in reductions in pain-related anxiety, hyper-vigilance and
interference at three month follow-up. It also led to a reduction in pain-related
anxiety and interference at six month follow-up, though it is not known if these
outcomes were sustained beyond that point. The authors recommend attention
management should be included in CBT for pain management and should not be
too cognitively demanding to make it accessible. To validate these
recommendations it is suggested that more longitudinal research be undertaken or
investigations of whether CBT-top ups are needed.
Two of the papers reviewed identified imagery as a potentially important target for
CBT interventions with pain patients. Philips (2011) found 78% of chronic pain
patients in their sample (n=59) reported one or more repetitive images when in pain.
Using semi-structured interviews and self-report scales they collected data from
their participants following an image induction procedure. They report that exposure
to the participant’s most powerful/distressing image, known as the ‘index image’,
lead to significant increases in negative emotions, such as sadness and anger and
positive emotions decreased, such as happiness and calmness. Pain and negative
cognitive appraisals also increased, such as thinking that they were more likely to
experience further bad luck or ill health. In a sub-group of participants with
significant trauma symptoms, significantly higher levels of emotion and pain were
induced by the index image than in those with low/no trauma symptoms. Philips
(2011) propose that index image exposure could be helpful for pain sufferers
engaged in CBT interventions as a way to experience quickly a phenomenon they
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are learning about. They also posit that index imagery appraisal may provide access
to core values and cognitive distortions.
Philips and Samson (2012), discussed earlier under the pain section, also propose
that index image re-scripting has been found to be successful in reducing negative
emotions, negative appraisals and pain, with participants finding it easy to re-script
their distressing image. Though Philips and Samson (2012) found participants found
it easy to re-script their index images, once identified, Philips (2011) found
participants initially had difficultly distinguishing between images and thoughts and
needed guided discovery style questions to identify them. None of the Philips (2011)
participants spontaneously said that they experienced images with pain, this only
came to light through questioning; the authors therefore suggest that questions
about imagery should be a standard part of any assessment for intervention. They
also recommend avoidance of the word ‘image’ as pain patients are concerned
about people thinking their pain is just in their head.
Delivery factors
Time and timing has been a theme in some of the literature reviewed. Tichelaar et al
(2007) indicate that time with CRPS may be an important factor in whether CBT with
mirror therapy interventions are effective. They propose that CBT with mirror box
therapy is likely to be less effective if CRPS had been present for a longer period of
time and if the patient no longer views their limb as part of their body schema.
Tichelaar et al (2007) is a case series study of just three patients so generalisations
and reliable conclusive statements cannot be made; these indicators would need to
be tested with more methodologically rigorous approaches.
Newton-John and Geddes (2008) suggest that group CBT interventions may have
benefits over individual delivery. Their discussion paper focussed on the nonmanualised aspects of group CBT, which they hypothesise may have influence over
the efficacy of the treatment. The factors they identify as being potentially important
are social interaction, acceptance from others and validation by the group. They
found that drop-outs from group interventions were associated with unusual pain
sites and posit that this may indicate these individuals were less likely to have got
the same levels of validation by others in the group. Newton-John and Geddes
(2008) also propose that processes such as giving feedback to the group following
activities or homework can build self-confidence. Simply attending the group is
suggested to help participants practice problem solving skills and provides routine
Page 22 of 158

and increased activity to those who may no longer work etc. Recommendations are
made for increased exploration of these non-manualised factors in CBT
interventions; comparing group and individual interventions could be a useful
research area. It would be important to also investigate negative consequences or
factors of groups, e.g. those patients that cannot attend due to logistic reasons; the
ability of facilitators to identify those individuals that might need additional support
and patients that find group situations too difficult so drop out and thus experience a
confidence knock etc.
Overview of factors relevant to CBT intervention in PLP
Pre-amputation and stump pain
Richardson et al. (2007) found some links between pre-amputation pain intensity
and PLP development but no other factors of pre-amputation pain were found to be
linked to PLP. Post-amputation stump pain was also found to be a predictor of PLP
(Richardson et al, 2007) though the two were found to be different in nature. The
authors believe these findings undermine the ‘pain memory’ theory of PLP, in that
the PLP experienced does not match most of the characteristics of the preamputation pain and is different in nature to the post-amputation stump pain. This
suggests that psychological interventions targeting ‘pain memories’ for PLP would
be inappropriate and unsuccessful. The Richardson et al. (2007) sample was larger
than most other studies included in this review (52) but was taken from just one
hospital in the UK and included only lower limb amputees, who could complete selfreport measures and did not have significant psychiatric issues. The authors note
the homogeneity of the sample reduces the generalisability of findings to other
groups and thus more research is needed to replicate their results in larger, broader
samples.
Pain expectations
Williams, Turner & Norvell et al (2014) found expectations of pain pre-amputation
were important in the levels of satisfaction amputees had post-amputation at four
and 12 months. Nineteen male veterans were asked to rate their expectations of
pain before amputation and again at four and 12 months. Thirty-two percent (32%)
had more pain than expected at four months and 58% had more pain than expected
at 12 months. Those whose pain expectations were met at 12 months reported
greater satisfaction with their actual pain level (even when actual pain was adjusted
for). This implies that realistic expectations of pain post amputation may be
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important in adjustment to and satisfaction following amputation and could be a
focus for interventions such as CBT pre and/or post amputation. Unfortunately, as
with many studies of PLP the sample was small and biased reducing its
generalisability beyond male veterans (100% of the sample) with below the knee
amputations (94.7% of sample). Furthermore, factors affecting expectations were
not explored; this would be an important focus for future research to help inform
interventions aimed at fostering more realistic pain expectations.
Time
According to Manchikanti and Singh (2004) the incidence of PLP remains stable two
years after onset, unlike other phantom sensations that tend to tail off. This suggests
that non-PLP sensations are time sensitive and maybe related to a period of
adjustment to the limb loss, which does not appear to be the case when the
sensations are painful. This would suggest that both the target and expected
outcomes for CBT interventions would need to be moderated dependant on how
long the patient has been without their limb. These conclusions are drawn from
three reviews of the PLP literature, none of which reported to use systematic or
meta-analysis methodology and all highlighted a lack of methodologically sound
research of PLP, especially randomised control trials. These conclusions can
therefore only be tentative and need to be confirmed with further, more reliable
research.
Mood
Depression and anxiety symptoms were found to be high in amputees up to two
years following their amputation but tailed off to general population levels after two
years (Horgan & MacLachlan, 2004). Some studies included in the Horgan &
MacLachlan (2004) review found depression to be higher than the general
population in amputees 20 to 30 years post amputation but the review authors note
that these studies used the CES-D, a measure found to have high depression false
positives in older populations.
Giummarra, Georgiou-Karistianis & Nicholls et al. (2011) found muscle tension, a
physiological factor often associated with being in a state of anxiety, was correlated
with PLP. Causation cannot be inferred from the methodology used (self-report
questionnaires of phantom sensations triggers) so the tension could be a result of
the pain, expectations of pain or share a common causal factor with PLP.
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Unwin, Kacperek & Clarke (2009) found hope at the beginning of rehabilitation
following an amputation was related to positive mood six months later. Higher levels
of social support and hope at the beginning of rehabilitation were also related to
better general adjustment six months later. Beginning of rehabilitation measures of
amputation factors, such as initial PLP, level of amputation and cause and
demographic factors, such as age and gender, were not found to be related to
psychological adjustment measures of mood six months later. Unwin et al, (2009)
propose that this indicates the importance of psychosocial variables in the prediction
of positive outcomes following lower-limb amputation. It would appear that initial
PLP at the beginning of rehabilitation was not a predictor of mood at follow-up but it
is not known if mood, hope or perceived social support at the beginning of
rehabilitation could be a predictor of PLP at follow-up. This would be an interesting
investigation to take forward from this study and potentially helpful for the targeting
of CBT interventions.
Neither depression nor anxiety has been found to be a reliable predictor of PLP
(Manchikanti and Singh, 2004) and it has been hypothesised that low mood and
anxiety in relatively recent amputees is a natural reaction to losses and life changes,
explaining why these symptoms look to improve with time, possibly as the patient
adjusts. CBT for depression and anxiety may be a helpful approach to use for all
amputees to support adjustment generally, for example, Horgan and MacLachlan
(2004) found better adjustment to be associated with factors such as optimism but
working on depression and anxiety specifically to reduce or prevent PLP does not
appear to be a supported approach.
Catastrophising and coping
Vase et al, (2011) found pain catastrophising accounted for 35% of variance in PLP,
independent of anxiety and depression, in their sample of 24 amputees. They
characterise pain catastrophising as enhanced anticipation of pain, attention
towards it and feelings such as helplessness in association with pain. This is a
cross-sectional study so conclusions regarding causality are not appropriate,
however, Vase et al, (2011) suggest there may be an overlap in the brain activation
associated with pain and pain catastrophising. This could indicate a common
mechanism for both rather than there being a linear causal relationship from one to
the other.
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Horgan and MacLachlan (2004) found active coping styles were associated with
better adjustment following amputation and in a prospective study of 52 patients
Richardson et al (2007) found high levels of passive coping strategies preamputation (especially catastrophising) were associated with PLP development at
six month follow-up. The Richardson et al (2007) study found that levels of
catastrophising pre-amputation linked with the presence and the regularity of PLP,
suggesting the passive coping strategy of catastrophising was not simply a result of
having PLP. However, it cannot be concluded from these findings that
catastrophising is a causal factor of PLP, it merely adds to evidence from other
studies suggesting some form of relationship. The sample is made up of lower limb
amputees only, which reduces the generalisability of results, though the findings
were statistically significant providing power to the analysis.
In a study of 70 lower limb amputees Hanley et al (2004) found catastrophising
emerged as a strong predictor of pain interference change over time, at one and two
year follow-up. Higher levels of catastrophising at one-month post amputation were
associated with decreases in pain interference over time, which seems counter to
the findings from the other studies above. However, this study measured change so
high early catastrophisers had more room to improve. There may also be a positive
aspect of catastrophising early post-amputation in engaging more social support and
being part of a normal process of adjustment. The sample in this study was mostly
men (73%), all with a lower limb amputation and the majority resulted from trauma
(73%); these factors must be considered when thinking of the generalisability of the
findings or comparison with groups from other studies. This study also used a
correlational approach, so again does not allow for assertions over causation.
Further research such as adequately sample sized RCTs are needed to more
explicitly understand the nature of the catastrophising and PLP relationship. If
catastrophising leads to PLP experiences, catastrophising could be targeted by
interventions such as CBT to reduce PLP development and/or maintenance. The
research should investigate any protective or valuable functions of catastrophising
might provide to the amputee in the early stages following limb loss as treatments to
reduce catastrophising may have counterproductive outcomes if not fully
understood.
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Perceived control
Perceived control was found to have only a limited impact on long-term functioning
of those with PLP by Hanley et al, (2004). Perceived control of pain one-month post
amputation showed only a trend for predicting pain interference at 24 month followup and a weak association with adjustment measures at six and 12 month follow-up.
The methodology, as previously discussed, was correlational so causation cannot
be attributed. The authors suggest further work on changes in perceived control
using longitudinal methodology would be helpful for understanding its impact on
PLP, though it does not appear to be a significant factor like catastrophic thinking
might be, the two could be linked e.g. catastrophic thinking is a form of low
perceived control.
Perceived social support
Horgan and MacLachlan (2004) found higher levels of perceived social support were
associated with measurements of better adjustment and outcomes in patients
following amputation. These findings are corroborated by Hanley et al (2004), who
found that patients perceptions of social support one-month following amputation
were associated with pain interference at 24 months; higher perceived social
support was correlated with lower levels of pain interference. It is hypothesised by
the authors that perceived social support plays some buffering role in pain
interference and supports adjustment to amputation. This would need specific
investigation in future research as no causality can be attributed due to the
methodology employed by Hanley et al (2004).
Triggers
Giummarra,et al (2011) used semi-structured questionnaires with 264 upper and
lower limb adult amputees with phantom sensations (21.6% pain only, 51.1% pain
and non-painful sensations, 27.3% non-painful sensations) to identify factors
present prior to their phantom sensations, which they have called ‘triggers’. They
found that 1/4 experienced psychological, emotional or autonomic triggers; 1/2
experienced behavioural triggers, such as forgetting the limb’s absence and
attempting to use it; 1/5 experienced weather triggers and 1/3 experienced
sensations referred from other parts of the body as a trigger. As with other studies,
there was a temporal element to some of the experiences, for example, forgetting
behaviours appeared to be more common soon after amputation. However, other
adaptive strategies, like self-defence, were found to equally occur at any time
following the amputation. Cause of amputation appeared to affect triggers, with
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traumatic amputees being more likely to report emotional triggers. Those reporting
emotional triggers were found to report poorer acceptance of the limitations of
amputations.
This study did not distinguish between triggers for painful sensations and triggers for
non-painful sensations. As discussed here previously, painful and non-painful
phantom sensations appear to follow different trajectories so this differentiation
between the sensation types is important and should be included in any future
research. This work utilised semi-structured questionnaires that rely on participant
self-report and memory and does not allow researchers to interrogate the responses
for clarification or deeper understanding. Methodology that addresses this might be
helpful in future research but also in clinical practice, e.g. the technique of Socratic
questioning could be used.
Effectiveness of psychological interventions for PLP
Niraj and Niraj (2004) reviewed the literature on CBT and hypnotherapy
interventions for PLP but concluded that the lack of methodologically sound reports
made it difficult to draw firm conclusions regarding the effectiveness of these
psychological therapies in the treatment of PLP. They did, however, suggest that the
research available indicates psychological factors do not have a causal relationship
with PLP and so psychological treatments should target reduction in PLP severity
but not the avoidance of development in the first place.
The only other paper identified in this review to explore psychological interventions
for PLP was Mercier and Sirigu (2009). Mercier and Sirigu (2009) tested virtual
visual feedback (mirror therapy) for PLP using a single case multiple baseline study
taking measures pre intervention, during the eight week intervention and during a
four week follow-up. Virtual visual feedback happened twice a week for eight weeks,
where eight male upper limb amputees were shown a virtual image of the missing
limb performing different movements and they were asked to follow the movements
with their phantom limb. Participants reported their levels of PLP using a visual
analogue scale (VAS) and the results were found to support the use of virtual visual
feedback for PLP. Five of the eight participants reported improvement in pain above
30% and this was maintained in four of these five participants at the four week
follow-up. Placebo effects cannot be ruled out from these findings as no control
group was included, which would be a recommendation for future research. The
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sample size was extremely small (n=8) and each of the included participants was at
least one year post amputation and had a significant level of continuous pain at
recruitment. These findings may therefore have been different for those with lower
pain levels, intermittent pain or shorter time since amputation. Again, future research
that took these factors into account would be helpful.
Conclusions
CBT for other chronic pain conditions
CBT appears to have more reliable success in the enhancement of life quality for
chronic pain patients, in the presence of pain, over reduction of pain to improve
quality of life. The cognitive elements of CBT appear to be important in this effort,
with behavioural therapy alone showing less impact.
CBT was also found to show benefits in the reduction of anxiety and depression with
associated adjustment and quality of life improvements. Catastrophic thinking was
found to be associated with poorer outcomes and acceptance with more positive
outcomes. The literature points to CBT being an effective intervention for fostering
acceptance, managing attention and reducing catastrophising, thus reducing pain
interference and supporting quality of life improvements.
The literature points to negative emotional and physical symptoms being triggered in
chronic pain patients when distressing index images were evoked. CBT based
imagery work was found to be beneficial for re-scripting such distressing index
images, which were found to be common in chronic pain samples, though only
discussed by patients through questioning having being confused initially with
thoughts. The impact (negative emotions and pain) of distressing index images
appeared worse in chronic pain patients with significant trauma symptoms than in
those with low or no trauma symptoms.
Factors relevant to CBT intervention in PLP
Some predictive links were found between PLP and pre-amputation pain and stump
pain and PLP, though a pain memory theory was not supported as the nature of
PLP appeared to differ to both the pre-amputation and stump pain. Fostering
realistic pain expectations is indicated to be important in satisfaction and adjustment
following amputation, where degree of PLP was accounted for but it is not clear
what factors are important for fostering those realistic expectations. This suggests
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targeting memories of pain would not be beneficial but efforts may be best focussed
on fostering realistic post amputation pain expectations for improved adjustment
outcomes.
The literature points towards a temporal difference between phantom sensations
and PLP, with PLP being persistent over time but sensations reported to tail off after
two years and being hypothesised to be a normal part of the adjustment to limb loss.
This suggests that if PLP is present it is unlikely to reduce independently over time
and thus waiting to intervene would serve no obvious benefit, though may differ in
target depending on time since amputation, e.g. anxiety and low mood are proposed
to tail off naturally after two years and catastrophising may have benefits for
engaging social support early on.
Little to no evidence was found for anxiety and depression being a predictive factor
for PLP but they do both have an impact on quality of life when present so should be
a target for intervention with amputees, regardless of the presence of PLP.
A trend was found suggesting passive coping strategies were more strongly
correlated with PLP than active coping strategies. Catastrophising was found to
account for 35% of the variance in PLP in one study, a predictive factor of PLP
interference was identified in a second and a third suggested that catastrophsing is
not simply a result of developing PLP. Questions have been raised about potential
benefits of catastrophising in the short term as a way of eliciting social support,
though this is currently only conjecture.
Social support has been found to be correlated with better outcomes following
amputation, including lower PLP interference. Interventions may therefore be
beneficial to PLP patients where they help foster social support and concentrate on
enhancing active coping strategies such as acceptance and reducing passive
strategies such as catastrophising.
Psychological interventions for PLP
No meaningful conclusions can be made here about the efficacy of current
psychological interventions for PLP due to a lack of methodologically rigorous
studies with ample sample sizes. There is some indication that virtual visual
feedback (mirror therapy) may be helpful but the evidence is not compelling at this
point.
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Suggestions for CBT for PLP patients
As discussed throughout this paper, the literature on PLP, chronic pain and
psychological interventions for both are diverse and relatively non-convergent. The
methods and quality in the studies included ranged greatly and so the conclusions
we draw can only ever be tentative because of this. Any conclusions or
recommendations made will require more rigorous testing in the future before being
implemented generally in clinical practice for patients with PLP.
Given the evidence, CBT may provide a useful adjunctive therapy for symptoms of
anxiety and depression, to management of pain expectations and to support
adjustment and quality of life post-amputation. This should be provided as early as
possible, including pre-amputation, where appropriate. It is recommended that
appropriate patients should be encouraged to engage in well-resourced and
facilitated group CBT programmes in light of the potential non-manualised benefits
these might hold. Clinical data should be used to evaluate these suggestions.
It is recommended that RCTs be used to test a CBT intervention for PLP patients
against an active control group such as visual feedback (mirror box) therapy and a
waitlist control. Measures should include pain (though this will not be a target for the
CBT), catastrophising, acceptance, distressing index images, quality of life and
interference. The CBT intervention may not actively target pain reduction, but rather
should actively work to manage pain expectations in PLP patients. The CBT
intervention should be developed to use techniques to support distressing index
image rescripting, to foster acceptance and reduce catastrophic thinking. The main
aim of the CBT should be to support improvements in quality of life and reduce
interference from pain.
Clinicians and researchers alike should continue to publish findings of clinical and
experimental data that contribute to the understanding of psychological factors
associated with quality of life improvements in patients with PLP and not just focus
on pain reduction. Data and findings on what works for whom when, as well as what
doesn’t, are strongly encouraged.
Limitations
This review has been limited by the dearth of studies available in the literature
specifically looking at psychological interventions for PLP patients. This limitation
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meant neither meta nor systematic analyses were possible, thus a theoretical review
was undertaken. Writing style and omissions of key pieces of information in some
papers have made understanding some studies difficult, including one paper that
mentioned a control group then omitted any details of that group in the main writeup. Methodological limitations in many studies meant correlations were rife but
establishing causality between PLP experience and other factors was near
impossible. Sample size and homogeneity mean many studies cannot be
generalised to larger populations and many actively excluded groups such as those
with known psychiatric illnesses. Comparability between studies has been difficult
due to methodological diversity and a multitude of measurement tools across
studies for each factor.
Implications
Despite the noted limitations, this review suggests CBT interventions for PLP
patients should focus on quality of life improvements rather than pain reduction. It
makes suggestions for RCTs with PLP patients as well as general clinical
interventions for all actual or potential amputees. It is expected that this synthesis of
information will be useful for clinicians looking for psychological interventions for
their patients with PLP and researchers looking to develop clinical research trials on
CBT for PLP.
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Abstract
Research shows psychological or emotional symptoms are common in people
discharged from critical care and these can lead to diagnoses of anxiety, depression
and post-traumatic stress disorder (PTSD). Reducing stress and improving coping is
thought to reduce the risk of developing mental health issues. PTSD, anxiety and
depression rates were found to be higher in the RUH discharged critical care
patients than the general population and nearly half of those that completed a
questionnaire were concerned about the psychological and emotional effects of their
stay in critical care. Data from the RUH discharged critical care patient
questionnaires, a staff focus group and staff email feedback were used to develop
recommendations to reduce stressors and improve coping. These recommendations
focus on the unrelenting nature of the critical care units; symptoms and treatment of
physical ill health; disorientation, confusion and uncertainty; worries for family and
quality of life. Recommendations include a mental health lead to implement the
recommendations; staff training; diary keeping for each patient; information leaflets
for all patients; orientation, communication and sleep aids; a time and resource
protected outreach service to follow-up discharged patients on wards; a time and
resource protected flexible talking service for discharged patients and an audit of
these recommendations’ implementation and their outcomes.
Keywords: critical care; trauma; mental health; stress; coping
Introduction
Critical care at the RUH: ‘Critical care’ (CC) refers to intensive care or intensive
therapy provided in intensive care units (ICUs), intensive therapy units (ITUs) or
high dependence units (HDUs) (NICE, 2009). The CC unit at the Royal United
Hospital (RUH), Bath, has eleven beds (7 ITU and 4 HDU), which are used flexibly.
According to the Health and Social Care Information Centre (2014), the RUH CC
unit had records for 682 CC admissions for April 2012-April 2013, with an average of
57 per month (range of 46-70). A recent Care Quality Commission (CQC) inspection
report (CQC, 2014) noted that the unit discharge and mortality rates were roughly
equivalent to the national average (national mortality rates are reported as 84% alive
when discharged from CC and 76% alive when discharged from hospital (Intensive
Care National Audit & Research Centre (INARC), 2014).
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Why this service improvement project was undertaken: Numerous studies (e.g.
Cuthbertson, Scott & Strachan et al., 2005; Griffiths, Cuthbertson and Young, 2006
and Wade, Howell & Weinman et al., 2012) have identified a range of non-physical
symptoms in patients discharged from CC that can lead to diagnosis rates above
those found in the general population for anxiety, depression and post-traumatic
stress disorder (PTSD). For example, the 2007 Adult Psychiatric Morbidity Study
found 3% of the general population met the criteria for current PTSD, 4.4% for
general anxiety and 2.3% for depression, whereas Wade et al (2012) found
probable rates of 27.1% for PTSD, 46.3% for depression and 44.4% for anxiety in
their ITU sample, three months after discharge. Research has also shown that
discharged CC patients, who do not receive formal diagnoses, often experience
false memories, confusion, hallucinations and amnesia, which all have an impact on
the patient’s recovery (Hale, 2010). Due to the survival rates from CC and such
research findings, the National Institute for Health and Clinical Excellence (NICE)
recognised the need to focus on optimising recovery after a CC stay rather than
merely focusing on survival. The Rehabilitation after critical illness guideline (NICE,
2009) includes recommendations for the identification, management and
improvement of ‘non-physical morbidity’.
The RUH CQC 2014 report stated that resources in the RUH CC unit are stretched
and insufficient, though noted that the staff provided ‘compassionate care and
outstanding emotional support’ (CQC, 2014, page 17). There is currently no
established mental health or psychological therapy care pathway from CC at the
RUH and staff are concerned that discharged patients may be at a higher risk of
non-physical, psychological morbidity than the general population. They requested
assistance in identifying and implementing appropriate ways to measure and reduce
psychological morbidity following CC stays.
Theoretical underpinnings of the project: There is some evidence to suggest that
working from a stress-vulnerability model (Zubin & Spring 1977), which proposes
that issues with poor mental health most likely arise in those that have high
vulnerability and high levels of stress, could be appropriate for this setting.
Researchers at University College London (Wade, et al., 2012), looked at clinical,
acute psychological, socio-demographic and chronic health risk factors during the
CC admissions of 157 patients and then assessed the same patients for any signs
of PTSD, depression and anxiety three months after discharge. This study found
that acute stress reactions during CC were the strongest risk factors for developing
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non-physical symptoms post-discharge. They concluded that preventative
approaches to stress during CC could be an appropriate intervention.
Aims and objectives of the project: This project aimed to work with the RUH CC
staff and their discharged patients to develop recommendations to reduce
psychological and emotional risk and morbidity in discharged patients.
The project’s key objectives are outlined in Table 1, to be met by answering the
questions in Table 2, which are oriented around the theoretical underpinnings
outlined above.

Table 1. Project aims
1 Engage patients and multidisciplinary staff from RUH CC throughout the
project.
2 Produce a report that includes a range of recommendations, with varying
degrees of cost and resource implications, to help support service
improvement in the area of emotional and psychological morbidity of
discharged RUH CC patients.
Table 2. Project questions
1 What is the current PTSD, anxiety and depression symptom rate in a sample
of patients discharged from RUH CC?
2 What are the main stressors for patients on the RUH CC unit?
3 What factors help patients feel better able to cope with their stressful RUH
CC experiences?
4 What do RUH CC staff identify as the key barriers and facilitators to reducing
patient stress on the unit and improving the patients’ abilities to cope?

Method
Staff engagement: I visited the RUH CC unit and spoke with consultant
anaesthetists, senior nurses and other ward staff to introduce the project. This
helped establish an ongoing dialogue for staff to share their thoughts throughout the
project. Information posters (see Appendix 1) were put in the staff kitchen and
update emails were shared with staff via the Nurse in Charge, Junior Sister and
Consultant Anaesthetist throughout the project.
Patient questionnaires - design: Patient questionnaires (see Appendix 2) were
designed around the aims and objectives. They included three clinical screening
scales, detailed in Table 3.
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Table 3. Clinical measures used in patient questionnaires
Measure
What was
Properties of the tool
being
measured
The Impact of PTSD
Short and easy to administer measure, has good
Events Scale
psychometric properties (Weiss, 2004) and is
– Revised
commonly used in clinical and research settings
(IES-R)
(Elhai, 2005).
Generalised
Anxiety
Short measure that is commonly used and has
Anxiety
been found to be a reliable and valid measure of
Disorder
anxiety in the general population (Löwe, Decker &
Assessment
Muller et al, 2008).
(GAD-7)
Patient
Depression
Found to be a reliable and valid measure for
Health
making criteria-based diagnoses of depression as
Questionnaire
well as judging depression symptom severity
(PHQ-9)
(Kroenke, Spitzer, and Williams, 2001). It is also
widely used clinically and in research.
Additional questions were included to access the experiences of the discharged
patients, related to their RUH CC stays. These are outlined in Table 4 and were
were based on research already undertaken in this field, e.g. the study at UCL by
Wade, et al. (2012).
Table 4. Experience related questions in the patient questionnaires
Project question
Experiential aspects of questionnaires
addressed
Q1 and Q3 – prevalence
If they had any concerns or had spoken to anybody
and coping
about emotional or psychological symptoms following
their CC discharge
Q2 - stressors
How stressful they had found various aspects of their
stay in CC
Q3 - coping
Receiving information about psychological outcomes
or symptoms from their CC stay
Q3 - coping
How helpful they thought CC staff may have been if
they needed emotional or psychological support
during their stay
Q3 - coping
Things that they may or may not have found helpful
for coping with a stay in CC
Q3 - coping
What they had found personally helpful for coping
A small group of lay individuals read the information and questionnaires and
provided feedback on readability, appropriateness and time to complete. Where
issues were raised, these were addressed.
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Patient questionnaires – data collection: RUH Information Governance
generated a list of 119 patients who met the following criteria:
•

Discharged from RUH CC within past 3 months

•

18+ years old

•

Alive

One month after the contact details were requested, the 119 discharged patients
were posted a questionnaire pack (Appendix 2). It contained a personalised cover
letter, an information sheet, a questionnaire and a Freepost self-addressed
envelope. Eleven responses were received to say that the intended recipient was
unable to participate. Where it was appropriate, these responders were sign-posted
to available services for support. Of the remaining 108, 30 (28%) returned
questionnaires.
Patient questionnaires - analysis: The quantitative data from the questionnaires
was analysed using SPSS version 22.
Staff focus group - design: The staff focus group followed guidelines in Krueger &
Casey (2009) and Wilkinson (2008) and aimed to include 5-8 participants from a
range of experiences and disciplines. Based on the aims and objectives of the
project, the staff focus group questions were developed in liaison with the project
supervisors and CC staff and are shown in Table 5.
Table 5. Staff focus group questions
1. What, in your experience, causes patients distress or concern from their CC
stays?
2. What do you think helps or would help patients feel better able to cope with
distress or concerns related to their CC stays?
3. Are there any particular barriers in the CC unit at RUH that might make making
changes to help reduce distress or concern in patients tricky?
4. Is there anything in particular about the CC unit at RUH that would make
making changes to help reduce distress or concern in patients easier?
5. Do you feel there are any issues/benefits with CC staff from the RUH
supporting a patient who demonstrates distress or concern from their CC stay?
Staff focus group – data collection: All RUH CC staff were invited via emails
cascaded by senior nurses and the Consultant Anaesthetist, through posters in the
staff room/kitchen, by adding it to the unit’s diaries and verbally. Those unable to
attend were invited to make contact via email or telephone to provide their feedback.
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Three nurses attended the focus group and emails were received from four other
professionals, including medics and therapists.
Staff data - analysis: The qualitative data were analysed using thematic analysis,
following the stages outlined by Braun and Clarke (2006) (see Table 6). The data
collected from the focus group (transcribed verbatim) and emails were analysed
separately because of the different sources and formats.
Table 6. Stages of thematic analysis taken from Braun and Clarke (2006)
Stage
1
Familiarisation with the data: Included listening to the focus group audio
recording and transcribing it verbatim plus reading and re-reading the
transcript and emails.
2
Coding: Labels were allocated to what appeared to be key features of the
data, in relation to the project questions.
3
Searching for themes: Themes were actively constructed from the codes
that were interpreted to fit together coherently, guided by the project
questions.
4
Reviewing themes: The themes were checked to see how they worked in
relation to the coded data chunks, the data-sets as wholes and the project
questions.
5
Defining and naming themes: Each theme was given a concise yet
informative name.
6
Writing up: The themes were threaded together to form an analytic
narrative that could be related to the existing literature and other data
sources from the project.
As recommended by Elliott, Fischer & Rennie (1999), the themes were reviewed by
an experienced qualitative researcher against the raw data as a credibility check
and any discrepancies were discussed with the themes amended, as agreed. The
themes are outlined in the results section with examples to demonstrate their
grounding in the raw data.
Findings
Patient questionnaire findings: The results from the questionnaire data analysis
are presented below by the research question they address.
Question 1: What is the current PTSD, anxiety and depression symptom rate
in a sample of patients discharged from RUH CC?
Post-Traumatic Stress Disorder (PTSD): The clinical cut off for PTSD on the IESR is a score of >33 (Improving Access to Psychological Therapies (IAPT), 2011);
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10% (n=3) of responders recorded scores indicating PTSD related to their CC stay
(scores: 54, 55 and 57).
Anxiety: A score of >8 on the GAD-7 indicates ‘caseness’, which is the threshold at
which it is appropriate to initiate treatment (IAPT, 2011); 17% (n=5) of responders
met caseness.
Depression: A score of >10 on the PHQ-9 indicates ‘caseness’ (IAPT, 2011); 23%
(n=7) of responders met caseness.
A PHQ-9 question asks if the responder has had “thoughts that you would be better
off dead or of hurting yourself in some way”; 23% (n=7) had these thoughts at least
several days over the past 14, with 10% (n=3) having these thoughts every day.
Current mental health vs concerns about emotional or psychological wellbeing and speaking to someone about it (Q6, see Appendix 1)): Nine
responders (30%) met caseness for PTSD, anxiety or depression. Eight responded
to Q6, outlined in Table 7.

Table 7. Responses to Q6
n/8
Response
1
No concerns about their emotional or psychological wellbeing
1
Concerned about their emotional and psychological wellbeing but had not
spoken to anybody about it
1
Spoken only to family or friends
3
Spoken to family and friends plus a health professional (only 1 had
spoken to a mental health professional or were on a waiting list to see
one).
Question 2: What are the main stressors for patients on the RUH CC unit?
Respondents were asked to rate the following items for how stressful / worrying they
had found it (0=no stress, 4=lots of stress). The experiences found to be most
stressful are at the top of the table (Table 8). Respondents were also given a ‘not
relevant’ option so the n varies between items.
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Table 8. Ratings of how stressful/worrying patients found experiences in CC (those
rated most stressful are at top of table) (0=no stress to 4=lots of stress)
N
Mean
Having a tube in your nose or throat
20
2.70
Worries about your family or people close to you
24
2.42
General confusion
17
1.94
Worries about your physical health
25
1.88
Being stuck in bed
26
1.85
Not knowing what was going to happen to you next
24
1.83
Being dependant on others
23
1.78
Physical pain
26
1.77
General discomfort
25
1.76
Not being able to communicate
12
1.75
Worries about people/animals you were a carer for
14
1.71
Being disconnected from a ventilator
10
1.70
Not knowing where you were
15
1.67
Noise/s from the equipment that was specifically for you on ITU
21
1.62
Not being listened to / your opinions not being taken into
15
1.60
account
Having other people help you with your self-care, such as
23
1.52
keeping clean or going to the toilet
Worries about your job
12
1.42
Other medical procedures
15
1.40
Being dependent on machines
18
1.39
Lack of natural light or views of outside
21
1.38
General noise from the equipment on ITU
24
1.38
Discussions, which you were not involved in, about your
16
1.38
treatment or health
Worries about your emotions/psychological health, e.g. anxiety,
18
1.33
low mood, seeing or hearing unusual things that were not easy
to explain
Not knowing what time it was
22
1.32
Worries about how your brain worked, e.g. concentration,
17
1.29
memory, ability to understand things
Not surviving
18
1.17
General noise from conversations on ITU
25
1.16
Comments from doctors and nurses that you overheard
21
1.10
Brightness from lights
22
1.09
Discussions, which you were involved in, about your treatment
27
1.07
or health
Worries about money
17
1.06
Worries about your home
17
1.00
Having injections
24
.96
Lack of privacy
25
.92
Being given medication
27
.67
Noise outside of the ITU
15
.33
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Question 3: What factors help patients feel better able to cope with stressful
RUH CC experiences?
Responders were asked if they remembered being given information or being talked
to about possible emotional or psychological effects of staying in CC; 72% (n=21/29)
did not remember receiving any information of this kind (Table 9). Of those that did,
multiples of ‘yes’ options could be selected.
Table 9. Responses to question about whether respondents remember information
being provided to them about emotional or psychological effects of staying in CC.
Agreed to
% of
statement (n / 29)
responders
No, I do not remember this ever happening
21
72
Yes, after I had left ITU
5
17
Yes, during my ITU stay
3
10
Yes, at discharge from ITU
1
3
If responders chose any ‘yes’ options in the previous question (Q3), they were
asked how they found the information they were given. On the whole, when
information had been provided it was given positive feedback (Table 10).
Table 10. How responders found the information provided on emotional and
psychological effects of staying in CC
Agreed to statement (n / 8)
Relevant to me and my situation at that time
4
Reassuring
4
Helpful
3
Easy to understand
3
Relevant to me and my situation subsequently
2
Not relevant
1
Worrying
1
Confusing
0
Respondents were asked if they felt CC staff would have been helpful, had they
needed any help with emotional or psychological experiences or concerns during
their CC stay; Table 11 shows the 24 responses, with staff groups rated most helpful
at the top. Other staff mentioned were bank nurses, cleaners and caterers; bank
nurses/weekend staff were reportedly more unreliable than week day staff and
would be less helpful. One respondent praised the cleaners and caterers as being
potentially helpful.
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Table 11. Perceived helpfulness of staff for emotional or psychological experiences
Not at all
Yes,
Yes, most of
Yes, all
(0)
sometimes
the time (2)
the time
(1)
(3)
Senior nurses
Nurses
Senior doctors
Healthcare
assistants
Junior doctors

n
6
5
6
6

%
25
21
25
25

N
8
4
17
7

%
8
17
17
29

n
4
6
6
4

%
17
25
25
17

n
12
9
8
7

%
50
38
33
29

Mean
1.9
1.8
1.7
1.5

7

29

17

17

6

25

7

29

1.5

Respondents were asked to rate how CC staff were in terms of helping/supporting
them cope with stressful/worrying experiences (0=no help/support to 4=lots of
help/support). The items in Table 12 are presented with the experiences given the
highest mean helpful/supportive ratings at the top.
Table 12. CC staff helpfulness/supportiveness for coping with potentially
stressful/worrying experiences (0=no help/support to 4=lots of help/support)
n
Having other people help you with your self-care, such as keeping clean
or going to the toilet
Being disconnected from a ventilator
General discomfort
Having a tube in your nose or throat
Physical pain
Other medical procedures
Having injections
Being dependant on others
Worries about your physical health
General confusion
Discussions, which you were involved in, about your treatment or health
Worries about your family or people close to you
Being stuck in bed
Being given medication
Being dependent on machines
Brightness from lights
Not knowing what was going to happen to you next
Not surviving
Lack of privacy
Noise/s from the equipment that was specifically for you on ITU
Not being listened to / your opinions not being taken into account
Not knowing what time it was
Worries about how your brain worked, e.g. concentration, memory,
ability to understand things
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Mean

18

3.50

7
18
15
18
11
16
16
19
12
21
18
19
18
11
15
18
12
16
13
14
15
10

3.29
3.17
3.13
3.11
3.00
3.00
3.00
2.84
2.83
2.81
2.78
2.74
2.67
2.64
2.60
2.56
2.25
2.19
2.00
2.00
2.00
2.00

Not knowing where you were
Lack of natural light or views of outside
Worries about your job
Discussions, which you were not involved in, about your treatment or
health
General noise from the equipment on ITU
Worries about people/animals you were a carer for
General noise from conversations on ITU
Worries about your emotions/psychological health, e.g. anxiety, low
mood, seeing or hearing unusual things that were not easy to explain

9
15
6
11

1.89
1.87
1.83
1.82

15
8
16
11

1.80
1.75
1.69
1.64

Not being able to communicate
Worries about your home
Worries about money
Noise outside of the ITU
Comments from doctors and nurses that you overheard

8
9
9
9
13

1.63
1.56
1.44
1.33
1.23

Respondents were asked if they had spoken to anybody (professional or not) about
emotional or psychological effects or concerns relating to their stay on CC and 27
people responded (Table 13).
Table 13. Responses to questions about whether they had spoken to anybody about
any emotional or psychological effects or concerns relating to their stay.
n / 13
I have had such effects or concerns but have not spoken to anybody 2
I have spoken to a friend/family member
10
I have spoken to a GP
7
I have spoken to a mental health professional, e.g. counsellor, psychiatrist, 3
mental health nurse, psychologist, psychotherapist
I have spoken to a physical health nurse or doctor on one of the wards
2
(not ITU)
I am on a waiting list for a mental health assessment or service
2
I have spoken to a member of staff from the ITU
1
I have attended or spoken to a group of other discharged ITU patients
0
I have spoken to a charity or helpline
0
I have spoken to a health professional in A&E
0
Respondents were asked if things suggested by other CC units and research might
have been helpful to them for coping with emotional or psychological effects or
concerns; Table 14 gives the means for the 28 responses.
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%
15
77
54
23
15
15
8
0
0
0

Table 14. Ratings of potentially helpful suggestions to support coping with emotional
or psychological effects or concerns (0=not helpful at all, to 4=very helpful)
Mean
Specialist training for medical ward (non-ITU) staff and GPs to help them
2.25
identify any emotional or psychological effects or concerns that you may
have had, that related to your ITU stay
Having someone contact you after you were discharged from ITU to talk
1.96
about your ITU stay
A diary kept by you, your family or the staff about your time on the ITU
1.89
Information about: common ITU emotional and psychological experiences
1.86
or concerns; who you could talk to; how you could get help if needed
An assessment to see if you might have benefitted from professional
1.71
emotional or psychological support for any experiences or concerns
related to your ITU stay
Visiting the ITU after discharge to help you understand your time on ITU
1.57
better
A group for discharged ITU patients to go to, to share experiences
1.04
Respondents were asked for qualitative feedback on whether they found anything in
particular helped them cope with the emotional and psychological experiences of CC.
Eleven (n=11) respondents answered and are themed below with example quotes.
Theme one was ‘CC staff’:
“worked hard and professionally to keep me alive also very helpful to
wife/daughter/brother and sister in law. They were magicians.”
“So attentive and empathetic, nothing was too much”
A second theme was ‘acceptance and positive coping’:
“GP told me normal to feel depressed and it could last up to 6 months”
“I remained calm and centred through meditation [ ] I just went with the flow.”
“Talking about it and crying”
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Staff data findings
Staff email data analysis: Four key themes were identified in the email data,
analysed using theory-driven thematic analysis as they were collected with the
intention of addressing the particular questions of this study.
‘Reducing disorientation and confusion’ covers a range of ways that may reduce or
help patients cope with confusion and disorientation that are predicted to be key
stressors:
“Daily/weekly planners, long term care groups, improving communication – eg ipads,
better drugs to reduce delirium – shorter acting, cleaner, TVs, radios”
“Orientation boards for long term stayers”
‘Impact of physical health problems’ covers the recognition that patients are unwell
and aspects of this are stressful:
“Invasive/painful medical interventions”
“Concern that they might not recover (if awake)”
Staff emailed about the constant sounds in CC, the 24/7 nature of the unit and
alluded to a sense that the unit continues on regardless, with patients having little
control over it or what happens to them in it. This alien environment was thought to
be stressful and difficult to adjust to and is covered by the theme ‘unrelenting
environment’:
“ we could manage night/sleep better – routinely available ear plugs and eye pads
are known to improve sleep on ICU but we almost NEVER have them available or
used. Despite many of us asking.”
“Seeing multiple emergencies around the ICU; seeing family and friends upset (if
awake); difficult to communicate - eg tracheostomies; door bell ringing [ ] sure that
must disturb patients all the time”
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The final theme is that of ‘support for staff to provide the care they know is needed’.
Staff wrote of a strong staff team in the unit that wanted to provide the emotional
and psychological support they recognised as necessary. However, they felt they
were not adequately supported by the Trust on training, staffing numbers, time and
resources:
“There is nothing worse than feeling that you are giving less than excellent care to a
patient – if we were able to improve things then I think that staff satisfaction with
their jobs would improve, as well as the patient experience”
“A complete lack of ‘slack’ in the system so all we can do is the basic medical care
on ICU and psychological support comes second unless there is a crisis. They are
chasing their tails all day long.”
“I have never received any training in these areas and would really feel that some
would be beneficial.”
Staff focus group data analysis: The theory-driven thematic analysis with the
focus group verbatim transcript led to five key themes.
1. The first theme was ‘CC memories’. The nurses reported that patients do not
retain much information from CC, particularly if they have been unconscious
but they have been told that the alarms and bells do stay with people:
“they don’t have memories, even if they are awake in here for three or four
days chatting, to be honest they don’t remember. Sometimes they remember
bells or alarms”.
Diaries kept by family and friends are promoted by some nurses in CC to
help orient the patient to their time in CC and help them make sense of their
experiences:
“things that have been going on in the world, they might have been
unconscious for a few weeks and in 6 months’ time people won’t remember
that you were not awake when that happened”
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2. The second theme was “ideal aftercare”. The nurses felt that the impact of
CC was often not apparent until after discharge, when things had otherwise
calmed down. They identified a current gap between discharged distressed
patients getting nothing or seeing a GP for medication / being referred to a
psychologist. They suggested discharged CC patients should be visited by
an outreach service on the wards and invited, via various means, to talk
about their CC experiences:
“When you have a few days and you start to let reality sink in then you start
to think about what you have been through you then know a bit more. It
would be better if it was outreach”
“I think the ideal thing is if we had enough outreach to cope with the acute
deteriorations but also the follow up whilst they are in hospital and they can
remind the patient and the family that they have this service available.”
The talking service described would need to be flexible and appropriately
resourced, with protected, ring fenced staff time:
“that time has to be protected. It has to be ring fenced. They can’t say we
need you, you can say actually we still got to look after these past patients
too, they are still a priority.”
There was debate about whose role it would be to provide follow-up support
with the recognition that CC nurses knew their patients and the environment
but those in psychology, counselling or Chaplaincy roles may be more
experienced in providing the necessary emotional or psychological
experience and care provision:
“I think a clinic, you know that has a psychologist. You know, counsellors… it
should probably be run by a psychologist but if the patient comes back and
its like, we should get a nurse in because they are asking more nurse stuff or
a doctor, people they can call on.”
3. The third theme was ‘patient centred care’. The nurses felt that quality of life,
dignity and respect were all aspects important in reducing patient distress on
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the unit. They felt staff with less experience, gaps in training or difficulties
relating to patients as people made this less achievable:
“a lot of staff here who have tunnel vision, they come in, they do their abcs
but they forget that that is a body, it’s a person lying there. That is actually a
human being but they forget. They stand outside their room for hours and
won’t go in there.”
“You get doctors that come in here who haven’t been into ITU before. Most
of them are quite good but some of them you think you are not listening to a
nurse. They will fiddle with pumps and things and the patient thinks they are
a doctor and know what they are doing and you think you just broke my
patient [ ].”
They talked about “patient centred care” as important despite the relentless
environment:
“the noise, the lights and they have it 24/7 for days and weeks. Those bells
and alarms are 24/7 it doesn’t go quiet at all at night”
“It’s actually a torture chamber in here”
“There is no down time. The whole time they are being moved, fiddled with”
‘Patient centred care’ was deemed to extend to support for families,
recognising families also find adjusting to and coping with CC difficult:
“It’s for the families as well [ ] they have a lot going on as well. They are
needing the support just as much as the patient is.”
The nurses thought that keeping a diary would be an aid for families on bad
days, not just something to help the patients:
“On days they are having a bad day, if they are thinking oh god, I don’t know
what happened on that day they can go to their dairy and see oh yeah”
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4. A fourth theme throughout the focus group was the difference between CC
and the wards patients went to afterwards. “ITU vs other wards” covers
family, patient and staff concerns about the difference in numbers of patients
per nurse on wards than CC, difficulties of being in a side room to being on
an open ward, differences in visiting times and patients not getting the same
level of attention or care on the wards:
“really scared of their family member going to the ward. They are quite frail,
they won’t be able to do it for themselves, there will be no one to do it for
them”
“the amount of nursing you get on the ward compared to the itu, the itu is
incredible. They are used to so much attention”
“I have seen it more from the ward perspective, you know what you were
saying about the side room. They are literally clinging to the doors, they are
so afraid”
It also covers attempts by the CC nurses to ease this transition for their
patients:
“we try to get them to do things for themselves down here because the
wards can’t do what we do for them.”
5. Finally, the nurses were aware that there are existing resources that could
support patients cope with their CC stays that are not being fully utilised,
including the Trust Chaplain for spiritual not just religious conversations;
family diaries not always suggested because they forgot and information
leaflets ran out or staff forgot about them because they were not bedside:
“We don’t even give the leaflets out we have”
“I think we are bad at not pointing out to our families that you don’t have to
be religious to see these people”
“they said they had not heard about it. They should have been told that on
day one. We don’t keep it the family keep it”
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This is covered by the theme “utilising existing resources”.
Discussion and implications of the study
Clinical outcomes
The returned questionnaires were assessed for clinical risk, in particular the
responses to the question “thoughts that you would be better off dead or of hurting
yourself in some way”, the clinical scores and whether responders had indicated that
they were in contact with healthcare services about psychological or emotional
concerns. Three individuals who scored caseness for PTSD, depression and anxiety
and answered that they thought they would be better off dead were contacted by the
clinical psychologists at the RUH and offered a psychology assessment and
possibility of psychological therapy. One of these people took up this offer.
The screening of discharged patients allowed the offering of services to individuals
who may not have otherwise got the help and support needed. Had the resources
been available, this could have been offered to a greater number of those whose
questionnaires indicated caseness and that they were not currently seeking
healthcare support or intervention for this. All discharged patients were informed
about sources of assessment or support in their Information Sheets but it is not
known how many followed this up.
Main implications of study
This project aimed to address four questions, based on the stress-vulnerability
model by Zubin & Spring (1977), these will be discussed here in turn.
What is the current PTSD, anxiety and depression symptom rate in a sample
of patients discharged from RUH CC?
The data from the clinical screen sections of the patient questionnaires identified
that 10% indicated caseness for PTSD, 17% for anxiety and 23% for depression.
This equated to 9 individuals (30%) meeting caseness for at least one of the three
diagnoses and 3 individuals (10%) scoring levels indicating caseness for all three
diagnoses.
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In 2007 the Adult Psychiatric Morbidity Study found 3% of the general adult
population in England met the criteria for current PTSD, 4.4% for general anxiety
and 2.3% met the criteria for depression. The measures used in the 2007 survey
were different to those used in this study, though both used criteria from the World
Health Organisation’s International Classification of Diseases (ICD-10) to make
judgements on diagnosis or caseness. As predicted by the staff of the RUH and the
literature outlined previously, work to reduce psychological morbidity in the
discharged RUH CC patient population is necessary. To achieve this, the stressvulnerability model (Zubin & Spring, 1977) suggests the RUH should try to reduce
the stressors CC patients experience and improve the way they support patients to
cope with them. How to do this and monitor progress will form the basis of the
recommendations from this project.
What are the main stressors for patients on the RUH CC unit?
Data from the patient questionnaires, staff focus group and staff emails were used to
answer this question. The triangulation of findings from the three sources of data
indicate that patients and staff appear to overlap in their beliefs about the main
stressors for patients, which should be the focus of service improvement work on
the RUH CC units. The key stressors were found to be: the unrelenting nature of the
CC units; symptoms and treatment of physical ill health; disorientation, confusion
and uncertainty; worries for family or people close to them and loss of quality of life.
What factors help patients feel better able to cope with their stressful RUH CC
experiences?
Data from the patient questionnaires, staff emails and focus group were used to
address this question. Seventy-two percent of respondents told us that they did not
recall ever being given information about potential psychological or emotional side
effects of CC stays, which matched with staff themes of existing resources not being
utilised. Those patients who did receive information rated it positively, indicating that
CC staff should ensure such information is shared with all patients.
Patient respondents thought CC staff, on the whole, would have been helpful if they
needed psychological or emotional support but junior doctors, healthcare assistants,
bank nurses/weekend staff would have been less helpful and were more unreliable
than senior nurses, nurses or senior doctors. This fits with staff themes around
inexperienced, less trained staff, including doctors, impacting patient centred care
and finding talking to patients about difficult situations more uncomfortable.
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We asked discharged patients if they had any psychological or emotional effects or
concerns related to their CC stay and if they did, had they spoken to anybody about
it. Nearly half had psychological or emotional concerns. Those with concerns
reported that they had spoken to friends and family (77%), GPs (54%) and mental
health professionals (38%). Of concern are those that do not recognise there are
issues, despite meeting caseness and those who have not spoken to anybody.
These data indicate there is a potential benefit in screening discharged patients for
psychological or emotional effects and offering a service with trained professionals
for them to talk through any concerns.
None of the ideas taken from other healthcare organisations or research were rated
as 0 (not helpful at all) for potentially helping patients cope with psychological or
emotional effects of CC. The least popular suggestion and one that does not match
with any of the themes from the staff data was a group for discharged CC patients to
share experiences. It is therefore proposed that this is the only suggestion, of those
seven included in the questionnaire, that the RUH should not consider taking
forward.
Triangulation of themes from all qualitative data sources (patient questionnaire free
text and staff) identified CC staff plus acceptance and positive coping strategies as
being key to reducing stressors and helping patients cope
What do RUH CC staff identify as the key barriers and facilitators to reducing
patient stress on the unit and improving the patients’ abilities to cope?
Data from the staff focus group and staff emails were used to answer this question.
The staff data themes around an unrelenting environment speak of the difficulties of
balancing the psychological and emotional needs of patients (and staff) with the
resource, time, physical healthcare and unit needs, which could be a potential
barrier to change. Staff recognised that their patients are physically unwell and this
can have psychological consequences, as can their physical health interventions,
which could be difficult to change. They did however, talk of ways to minimise the
impact through patient centred care and reducing disorientation and confusion. Staff
thought that they would be a facilitator for change by utilising existing resources and
setting up and implementing new or improved services for discharged patients. They
felt that this would only be possible if they could get support from management and
the Trust through money, protected time, training and input from professionals such
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as counsellors, psychologists and the Chaplain. Getting and keeping these were
identified as current potential barriers to change.
The findings and recommendations of this study are not generalisable beyond the
RUH CC units because of the restricted nature of the participant population and thus
the data collected. It does, however, add to the existing literature, which we outlined
in the introduction, on the increased vulnerability of patients discharged from such
units to mental health disorders and non-diagnosed psychological effects (e.g.
Cuthbertson et al,. 2005; Griffiths, Cuthbertson and Young, 2006, Wade et al., 2012
and Hale et al, 2010). This study also suggests that the stress-vulnerability model
(Zubin & Spring, 1977) can be a useful theoretical basis on which to build a service
improvement project for reducing psychological morbidity in discharged patients
from CC units.
The findings, as discussed above, have been used to develop a range of
recommendations, with varying degrees of cost and resource implications.
Limitations
The method used to collect feedback from discharged patients, would, as with all
sampling techniques, have introduced an element of bias into the study. The sample
was selected from a three month discharge period, narrowing the potential number
and range of discharged patients contacted. This three month period was selected
based on the patient through-flow numbers from the unit in an attempt to balance
being meaningful and being manageable, in the time period available.
A discharged patient sample was thought to be preferable over gathering data from
current CC patients because of practicalities around data collection on the unit and
the ethical issues associated with collecting data from acutely unwell patients. The
opt-in approach to participation meant that the sample were necessarily selfselecting and therefore may not have been wholly representative of the discharged
patient population. The retrospective nature of the method also relied on patients
being able to accurately remember their stress levels and experiences whilst on ITU.
This means that the accuracy of the stress ratings and reports may have been
compromised by the methods used for data collection, which must be taken into
account when interpreting the results.
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The postal questionnaire method relied on those invited being able to read,
remember their experiences, complete a paper based questionnaire and post it
back. This therefore excluded those with some cognitive, motor and visual
impairments as well as those who cannot read or write English. This method was
chosen to gather as much data as possible from as many people as manageable
within the given resources and timeframe. The questionnaires were assessed to be
less burdensome to discharged patients than face-to-face methods, though these
may have produced more in-depth and idiographic experiential data.
The clinical screens were established tools used in research and clinical settings but
the other aspects of the questionnaires were developed specifically for this project,
with unknown psychometric properties. With more time and resources, establishing
the psychometric properties of the other elements of the questionnaire may be
beneficial so that their validity and reliability could be confirmed and reported,
particularly if the tool were to be used in more than just the RUH CC unit it was
designed for.
The analysis of qualitative research is a subjective process, influenced by a range of
factors including the researcher’s own experiences and perspectives. This study
openly aimed to explore particular aspects of the RUH adult CC experience from the
perspective of stressors and coding. The thematic analysis in this study was
therefore guided by the theoretical underpinnings of the project; this is not
necessarily problematic for the task itself but should be noted as experiential factors
unrelated to the study’s questions would not have been explored. The focus group
only had three participants, all of whom were nurses. The data and resulting themes
may therefore have differed with more or different attendees, though the email data
from other staff suggested some cross-cutting themes.
The researcher is a third year Trainee Clinical Psychologist, the supervisors are
both Clinical Psychologists (one of whom was the qualitative researcher who credit
checked the themes) and so this should be kept in mind when understanding the
thematic analysis. Those from other disciplines or different levels of experience may
have run the focus group and interpreted the data differently. As a way to help
mitigate these influences, efforts were made to triangulate the findings by collecting
data from a number of sources (discharged patient qualitative questionnaires, staff
focus group and staff emails) and drawing comparisons, which is advised to be a
method for enhancing the validity of qualitative methods (Yardley, 2008).
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Further work needed - Recommendations
The following recommendations are made for the RUH as a whole, the RUH adult
CC unit and the staff of the RUH CC unit.
Recommendations for RUH:
1.

Ensure these recommendations are built into CC units’ objectives and business
planning to support implementation and monitoring

2.

Ensure CC units have adequate and protected funding to support the
implementation of these recommendations.

3.

Ensure CC units are supported to audit ongoing implementation.

4.

Ensure clinical psychology and Chaplain support is made available to support
CC staff, patients and families, friends and carers in the implementation of
these recommendations.

5.

Support the development of a care pathway for discharged CC patients that
ensures they are followed up on wards by a protected, ring-fenced CC outreach
service. This service should provide an opportunity to have a basic assessment
for psychological issues related to their CC stay and ensure they are invited to
access a CC experience talking service. The aim would be to reduce the risk
and impact of emotional and psychological iatrogenic effects from CC for
patients, their families, friends and carers. This may also support the Trust in
reducing potential complaints and financial consequences.

6.

Ensure discharged patients, their families, friends, carers, CC staff and clinical
psychologists are engaged in any future redesigns of the CC units to help
reduce stressors and support coping.

Recommendations for RUH CC unit:
1.

Identify at least one mental health champion in the regular CC staff to lead this
work and be responsible for monitoring ongoing implementation. This work
should be handed over if that member of staff leaves or is off work. Protected
time and resources must be provided to this member of staff for this role.

2.

With the support of clinical psychologists at the RUH, continue to review
stressors to patients on the CC units and work to provide evidence-based
ways to reduce these and help patients cope. These should include
orientation, communication and sleep aids.
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3.

With the support of psychologists at the RUH, produce and provide openly
accessible information in staff, patient and visitor areas on emotional and
psychological risks from CC, morbidity, coping suggestions and details of
further information and support available, particularly on discharge. This
should include appropriate quantities of a leaflet that gets stored bedside.

4.

With the support of clinical psychologists at the RUH, provide regular training
to all CC staff about emotional and psychological risks from CC, morbidity,
coping suggestions and details of further information and support available,
particularly on discharge.

5.

Ensure all locum and bank staff starting on CC are reminded of the emotional
and psychological risks from CC, morbidity, coping suggestions and details of
further information and support available, particularly on discharge.

6.

Actively engage in outreach to GPs and receiving wards to provide information
about the emotional and psychological risks from CC, morbidity, coping
suggestions and details of further information and support that should be made
available to patients and their families, friends and carers.

7.

Put in place processes and resources and actively encourage staff to promote
ongoing diary keeping for all patients by family, friends and carers that they
(staff) also contribute to.

8.

Ensure at least one member of nursing staff and a medic are made available
for a regular, protected, open slot for discharged patients to visit the CC unit to
speak to a member of staff about their experiences and talk through their
clinical notes with them.

9.

Ensure all patients discharged from CC are contacted by an outreach service
following discharge to:
a. Provide an information leaflet on emotional and psychological risks from
CC, morbidity, coping suggestions and details of further information and
support available
b. Suggest they complete a self-scored PHQ-9, GAD-7 and IES-R clinical
scale; if they meet criteria for ‘caseness’ to seek help and support e.g. via
their GP
c. Offer the opportunity to visit the CC unit to speak to a member of staff
about their experiences and talk through their clinical notes with them, if
they would find this helpful.

10.

Audit implementation and outcomes from these recommendations, including
prevalence rates of PTSD, anxiety and depression.
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Recommendations for all CC staff (including doctors, locums and bank):
1.

All CC staff (including locums and bank staff) should ensure they are familiar
with the emotional and psychological risks related to CC, morbidity rates and
the symptoms associated with at least anxiety, depression and PTSD.

2.

All CC staff (including locums and bank staff) should ensure they regularly
familiarise themselves with the list of potential stressors for patients on CC and
continue to work individually and as a unit to reduce these and help patients
cope with them. Making use of the knowledge and experience of long-term
nursing staff will be vital.

3.

Every patient admitted to CC should be talked through an ‘emotional and
psychological effects’ leaflet by a member of nursing staff as soon as possible.
This should be documented in their notes and sent with them on discharge.

4.

A key carer, friend or family member of each CC patient should be talked
through an ‘emotional and psychological effects’ information leaflet by a
member of nursing staff as soon as is possible. This should be documented in
the patient’s notes and sent with them on the patient’s discharge from CC.

5.

A key carer, friend or family member of each CC patient should be strongly
encouraged to start and maintain a diary for them and the patient. This is
designed to help the carer, friend or family to support the patient make sense
of their experiences once they are able to, particularly once they are
discharged. A note that the diary has been suggested and its purpose
explained to the key carer, friend or family member should be documented in
the patient’s notes.

6.

Critical care staff should continue to ensure they practice patient centred care,
explaining to the patient any procedures or events occurring to or around them
before and as they happen, even if they are not conscious.

7.

Informed consent should continue to be sought whenever this is possible and
appropriate and documented accordingly.

8.

CC staff should continue to avoid having conversations that do not include the
patient next to or over them, even if they are not conscious.

Lay summary
A lay summary has been developed into an A1 sized poster (Appendix 3) and a
slide presentation (Appendix 4) to share with patients, families and staff.
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Response from service
The CC manager has shared the summary slides and poster (Appendix 3; Appendix
4) with their CC colleagues and CQC and a staff, patient and carer group will take
the recommendations forward. The report is now also being used to build a case for
specialist clinical psychology support for the CC units at the RUH.
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Abstract
Engagement in rehabilitation, such as physiotherapy, is critical to enhanced
outcomes from musculoskeletal injuries (MIs) and has been found to be related to
psychosocial factors, including increased personal control, higher levels of
autonomous-motivation and more problem-focused type coping strategies in sports
populations. However, this has not been empirically studied in British military
groups, despite MIs being the most common reason for medical discharge from the
British armed forces. Military personnel are thought to cope with injury within the
context of a ‘military culture’ that is not found in civilians. This study tested a concept
of military culture being related to greater adherence to masculine norms; higher
levels of perceived personal control and autonomous motivation; lower levels of
emotion-focused coping strategies; a greater use of problem-focused coping
strategies and better engagement in rehabilitation. Data from self-report
questionnaires and physiotherapist ratings of engagement in rehabilitation, provided
by two groups, was compared. Group one consisted of 16 serving male military
personnel and group two of 22 committed sports men; all had MIs sustained within
the past 6 months, for which they were having physiotherapy. The sports group
were found to show statistically significant greater adherence to masculine norms,
and use of problem-focused and emotion-focused coping strategies. No significant
differences were found between the groups on perceived personal control,
autonomous motivation nor engagement in rehabilitation. A military culture defined
by greater adherence to masculine norms, higher levels of perceived personal
control and autonomous motivation and a greater use of problem-focused coping
strategies has therefore not been supported by this study. However, only sufficient
power was achieved for the analysis of emotional-focused coping strategies so
caution must be taken when interpreting these results. Clinical and research
implications are discussed with recommendations for further work with
methodological lessons learnt.
Introduction
Background
Damage to the muscular or skeletal systems of the body, commonly arising from
strenuous activity such as sport or work, are known as musculoskeletal injuries
(MIs). In the UK, musculoskeletal problems are consistently the most commonly
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reported reasons for work days lost, with 30.6 million days lost in 2013 alone (Office
of National Statistics, 2014).
Nicoll, Coleman & Williams (1991) estimate that 1-1.5 million episodes of exerciserelated MIs occur each year in the United Kingdom (UK), with sports-acquired MIs
leading to lost time in participation and training (Ford, Eklund and Gordon, 2000),
increased likelihood of re-injury (Knowles, Marshall & Bowling, et al., 2006),
individual psychological trauma (Crossman, 1997) and depression (Smith, Scott and
Wiese, 1990). Musculoskeletal problems were the most common cause of medical
discharge from the British armed forces between 2008 and 2013 (MOD, 2013) and
Strowbridge and Burgess (2002) found lower limb MIs accounted for 55.8% of all
referrals to the sports injury and rehabilitation centre of a large British Army garrison.
MI rehabilitation is essential for improved recovery and the prevention of re-injury,
however not all those with injuries engage wholly with recommended treatment
programmes with specialists, such as physiotherapists (Chan, Hagger & Spray,
2011). Available literature identifies some psychosocial predictive factors of
engagement in rehabilitation in sports injury groups (e.g. Hagger, Chatzisarantis &
Griffin et al., 2005) but there is currently no research exploring this with British
military personnel.
Leventhal, Meyer & Nerenz (1980) Self-regulation Model and cultural context
Social cognition models, such as Leventhal et al’s (1980) self-regulation model,
provide explicit testable frameworks to explore the ways in which social cognitive
constructs impact coping strategies and outcomes; they have been used to show
links between injury stress, coping responses, injury occurrence, rehabilitation
adherence and clinical and emotional outcomes (Hagger et al, 2005). According to
the Leventhal et al (1980) model, the patient develops cognitive representations and
emotional responses, which are idiosyncratic to them and the injury and are
informed by a general pool of lay information, expert information and advice, and
their own experiences of the injury. Cognitive representations can include ‘identity’,
i.e. the number of symptoms; ‘timeline-acute/chronic’, i.e. how long the patient thinks
the injury will continue; ‘timeline-cyclical’, i.e. the patient’s perceptions of their
fluctuating symptoms; ‘consequences’, i.e. the patient’s expectations of the effects
and outcomes from the injury; ‘personal control’, i.e. the patient’s belief that their
injury is/can be self-controlled; ‘treatment control’, i.e. the patient’s belief that their
injury is/can be controlled by treatment; ‘illness coherence’, i.e. how much the
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patient understands/comprehends their injury and ‘causal attributions’, i.e. the
patient’s own ideas about the aetiology of their injury. The emotional responses can
include fear, anger, worry, stress and distress.
The model proposes that the idiosyncratic injury representation and response
determines the coping strategy that the individual employs to manage any perceived
threat from that injury. The coping strategies triggered by cognitive representations
involve problem-focused coping and those triggered by emotional responses involve
emotion-focused coping. In the context of injury and pain, problem-focused coping
strategies can include efforts to self-manage pain and the injury, seeking
instrumental social support and engagement in rehabilitation (Hagger et al, 2005).
Emotion-focused coping strategies can include venting and seeking social support
for emotional reasons (Hagger et al, 2005). The model also includes a process by
which the individual reviews and evaluates the effectiveness of their coping
procedures, providing potential for each construct to influence others within the
system. Leventhal et al’s (1980) model is outlined simply in Figure 1.
Figure 1. Leventhal et al’s (1980) self-regulation model, taken from Callaghan,
Condie & Johnston (2008)

Using the model with sporting-acquired MI participants, Hagger et al (2005) found
personal control was associated with problem-focussed coping and less negative
emotional affect. Personal control and problem-focussed coping strategies were
both found to be positively correlated with attendance at rehabilitation (with problemfocused coping mediating the effect of personal control). Chan et al. (2011) also
found that injured athletes with more autonomous-motivation were more likely to
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engage fully with rehabilitation and thus have improved outcomes than those who
were pressured or coerced. Autonomous motivation is a sense of personal agency
or choice over a behaviour or action; the more autonomous motivation you have the
more likely you are to persist with that behaviour compared to other individuals with
less autonomous motivation (Chan and Hagger, 2012).
Individuals do not develop their responses to illness and injury in a vacuum. Culture
has been defined as ‘those things that people have learned in their history to do,
believe and enjoy. It is the totality of ideals, beliefs, skills, tools and customs (p106,
Sue & Sue, 2003 cited in Bryan & Morrow, 2011). Lazarus and Folkman (1984)
proposed, in their seminal work on stress and coping, that one’s cultural norms,
values and beliefs influence the appraisal of stressors and affect the assessment of
coping response appropriateness. Therefore, culture leads people to think about
and thus respond to stressors differently, including influencing the coping strategies
they use (Chun, Moos, & Cronkite, 2006). Cultural influence is implied by the selfregulation model in the sense that it would impact a person’s idiosyncratic injury
representation and response; however, the impact of culture is not explicitly stated.
To take account of this, the Leventhal et al (1980) self-regulation model is outlined in
Figure 2, with culture added as an explicit influential context on the stages of the
process.
Figure 2. Leventhal et al’s (1980) self-regulation model, with culture explicitly
included (adapted from Callaghan et al., 2008)

In this adapted model, if a military culture is found to exist and have an impact on
any of the predictive factors we might expect differences between military and nonPage 70 of 158

military sports groups in response to MI, motivation for and engagement in
rehabilitation.
Military culture
It is generally accepted that the military has a discrete culture from the general
population. A study comparing US and Norwegian naval cadets with US civilians
found that the military groups had more character strengths in common with each
other than either did with the civilian population (Matthews, Eid & Kelly, et al., 2006).
Bryan and Marrow (2011) suggest this is evidence for military personnel having
more characteristics in common with other nations’ service members than with
civilians from their own countries and thus the existence of a military culture. Military
culture is said to promote a warrior ethos in the serving individual that ‘rewards
physical and emotional prowess and frowns upon weakness and timidity’ (Abb and
Goodale, 2011). The warrior culture has also been described as strongly promoting
strength, resilience, courage and personal sacrifice, instilling a sense of elitism and
superiority with an emphasis on mental toughness, inner strength and self-reliance
in dealing with injury and illness (Taniellian and Jaycox, 2008).
Brooks (2001) proposed that men who adopt traditional male gender ideologies or
masculine norms, such as the toughness described above, are more likely to be
drawn to military service and thus have this further reinforced by the military or
warrior culture. Thompson and Pleck (1986) describe the construct of ‘toughness’, in
the context of Western cultural male gender norms, as promoting the avoidance of
expressing vulnerable emotions such as fear and worry and the avoidance of relying
on others in times of distress. Tamres et al (2002) looked at gender differences in
coping strategies and found that men were more likely to adopt problem-focused
coping strategies, which would likely be even more prominent in a group adhering
more strongly to male gender norms, e.g. military men. Despite a wealth of such
military culture postulations in the literature, research testing the characteristics,
existence and influence of a British military culture could not be found. This
highlights a dearth of empirical evidence in this area and thus a gap in the literature.
Sports culture
To test the notion that military culture is distinct from other cultures around it, is
important to make comparisons with a group that, according to the literature, shares
some of its predicted characteristics. Young, McTeer & White (1994), for example,
undertook research with male athletes and asked them to reflect on sport, injury and
Page 71 of 158

pain. Their research showed that injury and pain could be experienced as
‘masculising’, with the concept of a ‘pain principal’ discussed. The ‘pain principal’ is
a notion that pain is prioritised above pleasure, leading male athletes to play sport in
a confrontational manner for the benefit of the team and winning, with full awareness
of the potential for pain or injury. Young, McTeer & White propose that as
masculinity in society becomes frowned upon, sport is one of the few areas where
certain types of masculinity are constructed and reconstructed. Male sports people
may therefore also embody the traits discussed in reference to military culture so
makes a useful comparison group here.
Summary
The limited amount of existing literature appears to suggest that some psychosocial
differences in response to injury, motivation for and engagement in rehabilitation
could be expected when comparing a non-military injury group to injured military
personnel adhering to a military culture. Due to the proposed existence of a military
culture, it was expected that the military group would respond to musculoskeletal
injury within the context of greater adherence to masculine norms and so
demonstrate less vulnerability and more ‘toughness’. As a way of testing if the
military culture was indeed distinct in the ways predicted, the ‘control’ group was
selected to be sporting men.
Using the Leventhal et al (1980) model along with the findings from Hagger et al
(2005) and Chan et al. (2011), it was predicted that this military culture context
would lead to higher levels of perceived personal control or autonomous motivation
(cognitive representations part of the self-regulation model); lower levels of emotionfocused coping strategies and a greater use of problem-focused coping strategies
(coping procedures part of the self-regulation model) and better engagement in
rehabilitation in the military group (health-related behaviour predicted by the selfregulation model).
This feasibility study tested these predictions around British military culture, with the
aim of producing recommendations for future research on the topics of military
culture and engagement in MI rehabilitation in military personnel. It also aimed to
make methodological suggestions for researchers in this field but working outside of
the Ministry of Defence.
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Hypotheses
It was predicted that due to a military culture, the military group would demonstrate:
1. greater adherence to masculine norms;
2. higher levels of perceived personal control and autonomous motivation;
3. lower levels of emotion-focused coping strategies and a greater use of
problem-focused coping strategies and
4. better engagement in rehabilitation than the non-military injury group.
Method
Study design
This feasibility study employed a quantitative quasi-experimental design using
participant self-report questionnaires and engagement rating scales completed by
physiotherapists.
Ethics
Ethical approval was granted (see Appendix 5) by the British Ministry of Defence
and University of Bath Psychology Ethics Committee in November 2015, on the
condition that amendments were made to the recruitment process. To improve
recruitment rates, two minor amendments were requested once the study had
started. These requests were to broaden the awareness raising strategy to include
email and Facebook social media and to broaden the inclusion criteria from lower
limb MI only to MI anywhere, excluding head injury or where paralysis had occurred.
These requests were approved in February and April 2016.
Participants
Table 1 outlines the inclusion and exclusion criteria for recruited participants, with
military status determining group allocation. Demographics of the samples can be
found in the results section.
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Table 1. Inclusion and exclusion criteria
Inclusion criteria
Male
Currently serving in the British military
OR male sports person and never
served in the military

Exclusion criteria
Not had an amputation
Not a military reservist

Aged 18-40 years
Had a muscular or skeletal injury, within
the past 6 months (excluding those to
the head or causing paralysis)
Having or going to be having
physiotherapy (not on NHS)

Sex and age were limited to reduce confounding factors as this was a feasibility
study. Military reservists and veterans were excluded to preserve the military/nonmilitary homogeneity of the groups. Injury type was initially limited to lower-limbs to
increase homogeneity but this was broadened in response to slow recruitment rates.
Materials
The participant questionnaire booklet (Appendix 6) contained measures with some
known psychometric properties and were selected for their relative brevity to reduce
participant burden.
A 21-point Numeric Pain Rating Scale (NRPS) was used to capture current level of
injury pain (Section D). The NRPS has been found to have excellent concurrent
validity, e.g. with the 11-point NPRS (0.87) and good face validity e.g. when shown
5 rating scales, the highest percentage of participants preferred a 21-point NPRS
(35.3%) (Herr, Spratt & Mobily et al, 2004). It was also shown to have good testretest reliability (0.96) and construct validity (0.86-0.95) (Hawker, Mian and
Kendzerska, 2011).
The Brief Illness Perception Questionnaire (Brief IPQ) was used to measure
perceived personal control (question 3 from Section B, reverse scored) and injury
causal factors (question 9 in Section B). It has been found to have good test-retest
reliability (0.72), good concurrent validity (0.65) and good internal consistency (0.73)
(Hallegraeth, van der Schons & Krijnen et al., 2013).
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The Generalised Anxiety Disorder Assessment 7 (GAD-7) was used to measure
anxiety (total score of first 7 questions from Section J) and has been found to be a
reliable and valid measure of anxiety in the general population (Löwe, Decker &
Muller et al, 2008). It has good test-retest reliability (0.83), internal consistency
(0.92), construct validity (0.75) and convergent validity (0.72-0.74) (Spitzer, Kroenke
& W illiams et al., 2006).
The Patient Health Questionnaire 9 (PHQ-9) was used to measure depressive
symptoms (total score from last 9 questions from Section J); it has been found to be
a reliable and valid measure for making criteria-based diagnoses of depression and
judging depression symptom severity (Kroenke, Spitzer, and Williams, 2001). It has
been found to have good test-retest reliability (0.84), internal consistency (0.86-0.89)
and construct validity (0.73) (Kroenke, Spitzer, and Williams, 2001).
The Trauma Screening Questionnaire (TSQ) was used to measure trauma
symptoms (total score from Section K); it has been found to consistently perform
well and has been validated within one year of a traumatic event (Brewin, 2005),
though specific data scores on validity and reliability could not be identified readily,
despite the Brewin reference being used widely in the literature to support the
psychometric properties of the tool.
The Conformity to Masculine Norms Inventory – 46 (total score of section I) was
included and as a shorter version of the original; it has been found to have strong
internal consistency (0.77-0.91), high construct validity (0.89-0.98) and high testretest reliability (Parent and Moradi, 2009).
The Treatment Self-regulation Questionnaire (TSRQ) was used as a measure for
autonomous motivation (total score of questions 1, 3, 6, 8, 11, 13 and 15 from
Section L) and has been previously used to test patients’ motivation for
physiotherapy treatment and been found to be reliable (Chan, Lonsdale & Ho et al,
2009), with good internal consistency (0.73-0.93) (Levesque, Williams & Elliot et al.,
2006).
The Brief Cope was used to measure problem-focused coping, using the subscales
of active coping, active planning and seeking social support for instrumental reasons
(questions 2, 7, 14, 25, 10 and 23 from Section F). It was also used to measure
emotion-focused coping using the sub-scales of venting emotions and seeking
Page 75 of 158

social support for emotional reasons (questions 9, 21, 5 and 15 from Section F). The
scales have been found to have good internal consistency overall (0.90) (Hagger et
al, 2005), with emotion focused coping and problem focused coping also showing
good internal consistency (0.72 and 0.84) as well as test-retest reliability (0.58 and
0.72) by Cooper, Katona & Livingston (2008).
Engagement in physiotherapy was measured using the Self-reported Occupational
Injury Rehabilitation Adherence Scale (total score of Section C), which has been
found to have good internal consistency (0.86) (Chan and Hagger, 2011).
Demographic and injury details were collected using a purposely designed set of
questions for this study and included age, ethnicity, age left school, site of injury,
type of injury, whether it was a repeat or new injury, time since injury and whether
they had had previous physiotherapy.
A group of military veterans, who otherwise fit the study criteria, were asked to test
the draft questionnaire booklet and provide feedback on time to complete (average
of 20 minutes) and readability; suggested amendments were made in response to
this feedback.
As well as self-reported engagement, the study collected engagement data from
participant’s physiotherapists via the Hopkins Rehabilitation Engagement Rating
Scale (see Appendix 7). It has been found to be a valid and reliable clinician rating
tool for rehabilitation engagement, with an internal consistency of 0.91, an inter-rater
reliability of 0.73 and construct validity ranging from 0.72 to 0.95 (Kortte, Falk &
Costello et al, 2007).
Procedure
Potential participants were invited to volunteer through posters and leaflets seen in
non-NHS medical and physiotherapy receptions and via sports and military email
and Facebook groups. Participants emailed to express an interest in taking part;
they were then screened against the inclusion/exclusion criteria and emailed an
information sheet to read over 24 hours before opting in to receive a questionnaire
pack. Participants opted in by providing a postal address to which the study
materials were mailed.
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Questionnaires were returned anonymously with a signed copy of the consent form.
Participants asked their physiotherapist to complete the Hopkins Rehabilitation
Engagement Rating Scale and provided a Freepost envelope in which to return it
anonymously, once completed.
The anonymous questionnaire and physiotherapist rating scale were linked by a
Personal Identification Number (PIN) pre-completed before posting to participants. If
forms were not received after 4 weeks, one reminder correspondence was sent to
the participant.
Figure 3 outlines the response rates by aspect of the study and group. All included
participants returned their questionnaire but not all returned a physiotherapy form.
Figure 3. Response rates by aspect of the study and group

Treatment of missing data
Though the questionnaires and forms returned were relatively well completed, 11
individual missing data items were identified across the entire participant
questionnaire dataset. Where a data item was missing, the participant’s most
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commonly answered response (mode) for that entire measure or subscale was used
to complete the dataset.
Analysis
Results from previous research using the Brief IPQ were used to manually group the
primary qualitative causal factor data by theme. Hagger et al. (2005) identified the
themes of ‘risk factor cause attribution’, which included diet, heredity, mental attitude
and low resistance; ‘chance cause attribution’, which included carelessness,
accident, negligence and chance and ‘overtraining cause attribution’, which included
working too hard in training, overtraining, trying too hard in competition, overwork
and fatigue.
All other analysis was conducted using SPSS 22. Between-group analyses were
performed on the demographic and injury factors to test for potential confound
factors. The between group analyses to test the study hypotheses were undertaken
with the other factors.
Results
Demographics
In total, 38 participants returned data; 22 in the sports committed group and 16 in
the military group. Demographics for the two groups and total sample are shown in
Table 4. The two groups were compared for significant differences in age (t-test);
age left school (t-test) and ethnicity (chi-square). The military group was found to be
statistically significantly younger (M= 27.25, SD=4.18) than the sports group (M=
32.55, SD=5.86), t=-3.08, df=36, two-tailed p<0.05. No significant differences
between groups were found for ethnicity or mean ‘age left school’.
Table 4. Demographics
Mean age (yrs.)
Group

Military
Sports

Mean age left

Ethnicity

school (yrs.)

White

Mixed

27.25

17.38

16

0

(SD=4.18)

(SD=0.96)

(100%)

(0%)

32.55

17.32

20

1

(SD=5.86)

(SD=0.99)

(95%)

(5%)
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The two groups were compared using chi-squares for significant differences in type
of injury, site of injury, time since injury, new or old injury, primary perceived cause
of injury and whether they had had previous physiotherapy. A statistically significant
difference was found between groups for site of injury (X2= 10.59, df=1 p<0.05), with
more lower limb injuries seen in the sports group. This is possibly a consequence of
recruitment to this group mostly happening prior to the broadening of the inclusion
criteria to MI anywhere on the body.
There was a statistically significant difference between groups on whether the injury
was a new or recurring injury (X2= 5.55, df=1 p<0.05), with the military group
reporting more first time injuries. The military group also reported less previous
physiotherapy, which was statistically significant (X2=4.47, df=1 p<0.05). This meant
that overall, the military group were more likely to be more physiotherapy
rehabilitation naïve than the sports group.
No other statistically significant differences were found between groups for the injury
related factors included in Table 5. The two groups were also compared for
differences in perceived level of pain; no statistically significant differences were
found between the military group mean (M=5.63, SD=3.61) and the sports group
mean (M=5.68, SD=3.39).
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Table 5. Injury factors
Group

Type of injury

Site of injury
Time since
injury

New or old
injury

Primary cause
of injury

Had previous
physiotherapy

Fracture
Dislocation,
sprain, strain
of joints or
ligaments
Muscle or
Tendon Injury
Crush Injury
Other
Lower limb
Other
0-1 wk.
2-3 wks.
1-2 months
3-4 months
5-6 months
First time had
this injury
Longstanding
or
reoccurring
Psychological
or physical
risk factors
Bad luck or
personal
responsibility
Overtraining
or physical
stress
No
Yes

Military
Count
%
3
19%
8
50%

Sports
Count
%
1
5%
8
36%

Total
Count
4
16

%
11%
42%

4

25%

10

46%

14

37%

0
1
8
8
1
1
6
5
3

0%
6%
50%
50%
6%
6%
38%
31%
19%

1
2
21
1
0
8
4
4
6

5%
9%
96%
5%
0%
36%
18%
18%
27%

1
3
29
9
1
9
10
9
9

3%
8%
76%
24%
3%
24%
26%
24%
24%

12

80%

9

41%

21

57%

3

20%

13

59%

16

43%

1

6%

6

27%

7

18%

6

38%

5

23%

11

29%

9

56%

11

50%

20

53%

9
7

56%
44%

5
17

23%
77%

14
24

37%
63%

There were no significant differences found between groups on the measures of
emotional affect in Table 6 when analysed using t-tests.
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Table 6. Measures of emotional affect
GAD-7 (depression)
PHQ-9 (anxiety)
Trauma screen

Group
Military
Sports
Total
Military
Sports
Total
Military
Sports
Total

M
5.56
5.50
5.53
4.94
4.36
4.61
2.19
1.77
1.95

SD
3.95
3.94
3.89
4.58
2.75
3.59
2.51
1.93
2.17

Hypothesis 1: The two groups were compared on adherence to masculine norms
using a t-test. The sports group (M=123.64, SD=11.89) reported greater adherence
to the masculine norms than the military group (M=108.38, SD=11.78) and this
difference was found to be statistically significant (t=3.92, df=36, two-tailed
p<0.001).
Hypothesis 2: The two groups were compared on perceived personal control and
autonomous motivation using t-tests. The military group mean (M=5.25, SD=2.49)
did not differ significantly from the sports group mean (M=5.55, SD=2.28) on the
measure of perceived personal control (t=0.379, df=36, two-tailed p=0.71). The
military group mean (M=36.50, SD=6.55) did not differ significantly from the sports
group mean (M=36.50, SD=5.44) on the measure of autonomous control (t=0.37,
df=31, two-tailed p=1).
Hypothesis 3: The two groups were compared on use of emotion-focused and
problem-focused coping strategies using t-tests. The sports group (M=17.55,
SD=4.19) were found to use more problem-focused coping strategies than the
military group (M=13.94, SD=3.13) and this difference was found to be statistically
significant (t=2.90, df=36, two-tailed p<0.05). The sports group (M=8.45, SD=1.92)
were also found to use more emotion-focused coping strategies than the military
group (M=6.25, SD=1.57), which was also found to be statistically significant
(t=3.76, df=36, two-tailed p<0.05).
Hypothesis 4: The sports and military group were compared on self-reported
engagement in physiotherapy using a t-test and on physiotherapist reported
engagement in physiotherapy using a non-parametric equivalent of a t-test (MannWhitney U test) as the sample sizes were too small (sports, N=16 and military,
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N=14) for parametric analyses. No significant difference was found between the
military group mean (M=20.13, SD=4.36) and the sports group mean (M=20.82,
SD=5.12) of self-reported engagement (t=0.42, df=35, two tailed p=0.68). The
Mann-Whitney U-test found no statistically significant difference between the military
and sports groups for physiotherapist reported engagement (U=78, N1=14, N2=16,
two-tailed p=0.15).
Discussion
The homogeneity of the groups and their relatively small sample size impacts on the
generalisability of the study findings, which must be taken into account when
interpreting the results. The samples were just large enough to perform mostly
parametric analyses but greater numbers would have given more power and thus
greater reliability to the study findings. Only sufficient power was achieved with
these sample sizes in the analysis of emotional-coping strategies. Considerably
larger sample sizes would also have supported approaches such as regression
analysis to test the Leventhal et al (2005) self-regulation model and the relationships
between cultural context, cognitive representations, coping strategies and
engagement in rehabilitation. Despite the limited sample size, this feasibility study
has started to test theory-based hypotheses about the effect of a conceptualised
military culture on serving personnel, their response to MI and their motivation for
and engagement in rehabilitation.
It was proposed that men who adopt traditional male gender ideologies or masculine
norms are more likely to be drawn to military service and thus have this further
reinforced by the military culture (Brooks, 2001). It was therefore hypothesised that
the military group would demonstrate greater adherence to masculine norms than a
non-military committed sports group. This study found the opposite to be true, with
the sports group demonstrating significantly greater adherence to masculine norms
than the military group, thus providing evidence against this hypothesis. This finding
appears to challenge a masculine norms oriented view of military culture and its
impact on serving personnel in response to MI. However, this may be because the
military group have been compared to a sporting group, from a culture also
associated with adherence to masculine norms. Comparison of these two groups
with the general population would be a recommendation for future research.
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It was proposed that military men with MI would demonstrate both greater perceived
personal control and autonomous motivation for rehabilitation because of the military
culture, which is said to promote ideals such as self-reliance in dealing with injury
and illness (Taniellian and Jaycox, 2008). No significant differences were found
between the military and sports group on perceived personal control or autonomous
motivation, thus not supporting hypothesis 2. This might suggest that neither
adherence to masculine norms (as demonstrated by the sports group) nor a military
culture has a significant impact on the cognitive representations of perceived
personal control or autonomous motivation. Alternatively, it might be that perceived
control and autonomous motivation are not showing up in this military group
because of the prescribed nature of healthcare in the military but are still key
elements of the military culture in other contexts. The lack of statistical power for this
analysis prevents this conclusion from being clearly drawn; however, the means for
the two groups are almost identical, suggesting that a statistically significant result
would not emerge with greater numbers.
It was hypothesised, using predictions about military culture frowning upon
perceived weakness and timidity (Abb and Goodale, 2011) and promoting selfreliance in dealing with injury and illness (Taniellian and Jaycox, 2008) that the
military group would demonstrate greater use of problem-focused coping strategies
and less emotion-focused coping strategies than the non-military group in response
to MI. This study found that the sports group reported significantly greater use of
problem-focussed coping strategies than the military group, the opposite of what
was predicted. This might suggest that a military culture does not predict greater use
of problem-focused coping strategies in response to MI. This study found that the
military group did report significantly lower levels of emotion-focused coping
strategies, thus supporting this part of the hypothesis. This finding appears to
support the notion that a military culture and lower levels of emotion-focused coping
in military personnel in response to MI are related.
Finally, it was hypothesised that due to the military culture, a military group would
show greater physiotherapy rehabilitation engagement levels than a non-military
sports committed group. No significant differences were found between groups
possibly suggesting that the military culture does not have an impact on
physiotherapy rehabilitation adherence for MIs however, the lack of power for this
analysis prevents clear conclusions being drawn.
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This study has not supported the concept of a military culture as defined by greater
adherence to masculine norms, higher levels of perceived personal control and
autonomous motivation for rehabilitation, greater use of problem-focused coping
strategies and greater engagement in physiotherapy rehabilitation but some lack of
power in statistical analyses prevents firm conclusions being drawn. However, this
study did find support for a definition of military culture including lower levels of
emotion-focused coping strategies in response to MI.
Clinical implications
The military group were found to be using significantly lower levels of both problem
and emotion-focused coping strategies, which raises an interesting clinical question
about what strategies they are using in response to MI and how these might be
captured to help inform clinical practice. It might simply be that the way MIs are
handled in the military system negates the need for individual serving personnel to
employ their own coping strategies as they have a pre-defined process imposed on
them. If this is the case, this raises questions about what happens to injured service
personnel on medical discharge when this pre-defined process is lost and they then
need to activate their own coping strategies to respond to MI. For example, a paper
reflecting on clinical experience notes that British military veterans with chronic pain
appear to differ from the general population in their approach to rehabilitation:
‘anecdotally, veterans appear to struggle with pacing themselves, acknowledging
their limitations and paying mindful attention to physical sensations’ (p5, GauntlettGilbert and Wilson, 2013).
Research implications
This study found statistically significant differences between the groups on
adherence to masculine norms (cultural context), emotion-focused coping strategies
and problem-focused coping strategies but no significant differences between
groups on perceived personal control, autonomous motivation or engagement in
rehabilitation, which is not what was predicted. It might be that some factors are
mediating others so obscuring the relationships, however, such inferences would
need regression testing with much larger sample sizes before any conclusions could
be substantiated. This is a key recommendation for future research looking to guide
clinicians on where to focus when trying to improve engagement in MI rehabilitation
with serving military personnel.
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It might be that the predicted results have not shown up in this study because of the
way they were measured. For example, the Conformity to Masculine Norms
Inventory 46 measures 11 subscales of ‘winning’, ‘emotional control’, ‘risk taking’,
‘violence’, ‘power over women’, ‘dominance’, ‘playboy’, ‘self-reliance’, ‘disdain of
homosexuality’, ‘pursuit of status’ and ‘primacy of work’ and these may be outdated
or different male norms than those pertinent to a modern military culture. It is
recommended that further research be undertaken to clarify the definition of a
military culture so that a valid and reliable tool can be developed and used to
continue to more adequately test any impact it has on healthcare related behaviour.
It would additionally be of interest, as indicated by the Gauntlett-Gilbert and Wilson
(2013) paper, to test this definition and tool with military veterans, where engaging in
physiotherapy would no longer be driven by a military-prescribed system for dealing
with MIs nor a possible fear of losing one’s military service role/employment and
thus identity, comrades, finances and everything else that goes with military service.
This would help identify if the systemic military process for dealing with MIs is
negating the need for personally derived coping strategies and so masking the
military culture’s impact on idiosyncratic responses to MI in military personnel.
Limitations
Overall, the participants in this study, though injured, were high functioning in that
their mean mood ratings were not near clinical levels and their mean pain ratings
were relatively low, thus limiting the generalisability of these findings for less
functional populations, with higher pain and mood ratings.
Despite attempts to keep the groups as homogenous as possible to reduce
confounding factors in the analysis a number of statistically significant demographic
and injury-related differences were found between the two groups that could
potentially introduce questions around the validity of the findings. For example, older
men might adhere more to masculine norms than younger men and so the sports
group being significantly older may have had an impact on this measure. A larger
sample size may have mitigated against this and future research should look to
further control for these factors. As discussed previously, the sample sizes for this
study were small. This adds questions about the reliability of the findings and
caution should be taken to avoid inappropriately rejecting the hypotheses, with only
the analysis for emotion-focused coping strategies having adequate power. The
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study participants were self-selecting, introducing potential selection bias; data
collected using a different method, such as physiotherapists giving all eligible
patients questionnaires, may show different results.
The Brief Cope was not originally designed to differentiate between emotion and
problem focused coping strategies, despite being used to do so here and in a
number of other studies, which have identified the psychometric properties of these
factors. Ideally, had time and resources allowed, a specific tool to measure these
properties would have been developed for this study, with psychometric properties
established. This is a recommendation for future work.
Research feasibility conclusions
It is hypothesised that a number of methodological aspects of this study hindered
recruitment as well as collection of data once participants made contact. The
intended method of recruitment and data collection had to be amended in response
to requests from the MOD Ethics Panel; this was the first study of its kind so the
passive approach of using leaflets and posters (as opposed to direct approach) was
requested, though it was unknown at the time if this would be a feasible way to
collect adequate amounts of data from our two groups. This approach had to be
tested through this study before evidence-based recommendations for recruitment
could be made for future research.
The initial intention was to recruit directly through physiotherapists who would hand
questionnaire packs to patients who met the criteria for the study on their case-load
instead of relying on email contact in response to posters or leaflets. Feedback from
potential participants during the study stated military personnel were reluctant to
identify themselves as currently serving, avoiding linking their status with their email
and postal addresses because of the potential security threat in this current climate.
The intended method would have reduced the data collection steps; potential
participants could have read the information sheet, decided to opt in, completed
their questionnaire and got their physiotherapist form filled in immediately. Feedback
from participants told us that the method used felt unduly laborious. Feedback from
participants also highlighted issues with using email for communication; MOD
firewalls quarantined Information Sheet and awareness-raising emails so intended
recipients were not receiving them or did but with great delay. Compounding this
Page 86 of 158

issue was the fact that follow-up telephone calls and messages to military contacts
to support recruitment were not being received because of the nature of military
working life, e.g. being on exercise, not being office-based etc.
Despite limitations, this study has shown some tentative differences between injured
British military personnel and civilians, suggesting that further research on a larger
scale should be undertaken. The lessons learnt from this feasibility study should be
used as evidence to justify more active recruitment strategies for such future work,
which may be particularly helpful for researchers outside of the MOD going through
its ethics process.
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Executive summary
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Military culture and psychosocial factors associated with motivation for and
engagement in rehabilitation after musculoskeletal injury: a feasibility study
with British military and civilian physiotherapy patients
Background: Engagement in rehabilitation is critical to enhanced outcomes from
musculoskeletal injuries. Engagement in rehabilitation has been found to be related
to psychosocial factors, including increased personal control, higher levels of
autonomous-motivation and more problem-focused coping strategies in sports
populations. However, this has not been empirically studied in British military
groups, despite musculoskeletal injury (MI) being the most common reason for
medical discharge from the British armed forces.
Aim: A concept of military culture related to greater adherence to masculine norms;
higher levels of perceived personal control and autonomous motivation; lower levels
of emotion-focused coping strategies; a greater use of problem-focused coping
strategies and better engagement in rehabilitation was tested in this study. It aimed
to make evidence-based recommendations for work with British military MI
response, motivation for and engagement in rehabilitation.
Method: Data were collected from two groups, who volunteered in response to
posters/leaflets inviting participation in the study. Group one consisted of 16 serving
male British military personnel (not reservists) and group two consisted of 22
committed sports men, who had never served in the military. All participants were
aged 18-40 years and had MIs sustained within the past 6 months, for which they
were having non-NHS physiotherapy. Those with amputations, head injuries or
paralysis were excluded.
Participants completed a self-report questionnaire that collected data on current
level of pain; perceived personal control; autonomous motivation; injury cause;
anxiety; depression; trauma; conformity to masculine norms; problem-focused
coping strategies; emotion-focused coping strategies; engagement in physiotherapy;
demographic and injury details. Physiotherapists completed a patient engagement
rating form.
Findings: The sports group showed statistically significant greater adherence to
masculine norms, and use of problem-focused and emotion-focused coping
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strategies. No significant differences were found between the groups on perceived
personal control, autonomous motivation nor engagement in rehabilitation.
A military culture defined by greater adherence to masculine norms; higher levels of
perceived personal control and autonomous motivation and a greater use of
problem-focused coping strategies has therefore not been supported by this study.
However, only sufficient statistical power was achieved for the analysis of emotionfocused coping strategies so caution must be taken when interpreting these results.
Clinical implications: The military group were found to be using significantly lower
levels of both problem and emotion-focused coping strategies, which raises a
clinical question about what strategies they are using in response to MI and how
these might be captured. It might be that the way MIs are handled in the military
negates the need for individuals to employ their own coping strategies. If this is the
case, this raises questions about what happens to injured service personnel on
medical discharge when this process is lost and they then need to activate their own
coping strategies.
Research implications: This study found statistically significant differences
between the groups on adherence to masculine norms (cultural context), emotion
and problem-focused coping strategies but no significant differences between
groups on perceived personal control, autonomous motivation nor engagement in
rehabilitation, which was not predicted from the literature reviewed. It might be that
some factors are mediating others so obscuring the relationships, however, such
inferences need regression testing with much larger sample sizes before any
conclusions could be substantiated. This is a key recommendation for future
research looking to guide clinicians on where to focus when trying to improve
engagement in MI rehabilitation with serving military personnel.
It might be that the predicted results have not shown up in this study because of the
way they were measured. For example, the Conformity to Masculine Norms
Inventory 46 measures 11 subscales of ‘winning’, ‘emotional control’, ‘risk taking’,
‘violence’, ‘power over women’, ‘dominance’, ‘playboy’, ‘self-reliance’, ‘disdain of
homosexuality’, ‘pursuit of status’ and ‘primacy of work’ and these may be outdated
or different male norms than those pertinent to a modern military culture. It is
recommended that further research be undertaken to clarify the definition of a
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military culture so that a valid and reliable tool can be developed and used to
continue to more adequately test any impact it has on healthcare related behaviour.
It would additionally be of interest to test this definition and tool with military
veterans, where engaging in physiotherapy would no longer be driven by a militaryprescribed system for dealing with MIs nor a possible fear of losing one’s military
service role/employment. This would help identify if the systemic military process for
dealing with MIs is negating the need for personally derived coping strategies and
so masking the military culture’s impact on idiosyncratic responses to MI in military
personnel.
Research feasibility conclusions: It is hypothesised that a number of
methodological aspects of this study hindered recruitment as well as collection of
data once participants made contact. The initial intention was to recruit directly
through physiotherapists who would hand questionnaire packs to patients who met
the criteria for the study on their case-load. Instead, the project had to rely on email
contact in response to posters or leaflets following requests from ethics to amend
the approach. Feedback from potential participants during the study stated military
personnel were reluctant to identify themselves as currently serving, avoiding linking
their status with their email and postal addresses because of the potential security
threat in this current climate.
The intended method would have reduced the data collection steps; potential
participants could have read the information sheet, decided to opt in, completed
their questionnaire and got their physiotherapist form filled in immediately. Feedback
from participants told us that the method used felt unduly laborious. Feedback from
participants also highlighted issues with using email for communication; MOD
firewalls quarantined Information Sheet and awareness raising emails so intended
recipients were not receiving them or did but with great delay.
Despite limitations, this study has shown some tentative differences between injured
British military personnel and civilians, suggesting that further research on a larger
scale should be undertaken. The lessons learnt from this feasibility study should be
used as evidence to justify more active recruitment strategies for such future work,
which may be particularly helpful for researchers outside of the MOD going through
its ethics process.
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Connecting narrative
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Our Western cultural understanding of health and illness and thus our health
systems have been built around the idea that the mind and body are separate.
Some argue Descartes and dualism are to thank for this unhelpful divide but I think
we must also accept responsibility as individuals within this culture and
professionals within these health systems for our role in not challenging it enough or
even perpetuating it. I wanted my doctorate research to contribute to the bridging of
the gap between psychological theory, mental health, physical health and physical
healthcare. My literature review looked at how a psychological therapy could be
used to help patients with a physical health issue in phantom limb pain; my service
improvement project used psychological theory to better understand stressors and
coping responses in a physical health setting to avoid development of mental health
problems and my main research project looked at psychosocial factors, including
coping strategies, involved in musculoskeletal injury and engagement in
physiotherapy. My case studies also incorporate a biopsychosocial approach,
including in the formulations neuro-developmental issues; the impact of injury or
physical health problems on mood and physical manifestations of anxiety.
I believe that an even stronger connecting theme running through this research
portfolio (including the case studies) is one of coping. We cope in the best ways we
can, that we know how to or just how we always have. We rely on our toolkits of
experience, knowledge, skill and support to deal with the spectrum of life, including
any traumas that may come our way. This can lead to toolkits stocked from
haberdasheries to fix an engine or toolkits stocked with power tools to mend a
crochet blanket. The work here has involved trying to better understand variance;
what might work for whom; when and how people might be supported to try
something new and how they can be helped to make the most of the tools they
already have.
My CAMHs case study was a piece of work with a boy and his family, who were
struggling with the challenges of his behaviour. I found that neurodevelopmental
difficulties were likely making coping with the demands of school and home life
difficult and effortful for him. I formulated that he was coping by dedicating his
energy to school work and thus not raising any significant concerns there but this
meant he did not have the reserves to cope with the expectations of his parents at
home. He was coping with the demands on him in the best way he knew how but
because this had previously been misunderstood it looked like defiance at home.
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Unpicking this helped his parents understand him and his behaviours differently; it
also opened up ways to help him cope differently.
My working age adult, learning disability and older adult case studies explored
coping with anxiety, low mood and low self-esteem and the impact that the client’s
strategies were having on their quality of life. Each of these case studies highlighted
that the coping strategies we use to deal with one problem can then morph into
problems themselves. My elective case study was with a military veteran who, we
hypothesised, was also experiencing this phenomena. His need to feel in control
was hitting against his biological system; the healthcare system; the benefits and
pension systems and difficult personal relationships. It appeared the more he tried to
maintain or gain control, the more his behaviours, thoughts, feelings and physical
sensations led him to feel further out of control. He reported feeling stuck in this
vicious cycle because he did not know any way to cope other than to just keep
working at it harder.
I have noticed themes around pushing through despite adversity, strong work ethic,
and the importance of physical and emotional fitness and resilience growing up and
living amongst military men and their families. These are all admirable qualities and
can serve the individuals and our armed forces well when coping with very difficult
and unique challenges. However, as a trainee clinical psychologist reflecting on
phrases from my childhood like ‘man up cup-cake’ and ‘stop crying wet pants’ you
start to wonder if this military way of coping might also have some less favourable
side-effects. I hoped to undertake some form of work during training that made use
of my personal experiences but that would also help me learn more about the
military coping culture and its relationship with mental and physical health.
This military coping interest I share with Dr Jeremy Gauntlett-Gilbert, who attended
our first year research fair from the Royal National Hospital for Rheumatic Diseases,
where he had noted military veterans appeared to differ to civilians in their response
to injury and rehabilitation. Jeremy and I met to discuss potential projects, gaps in
the literature and the feasibility of doing injury-related research with a military
population. We could not find an empirically tested definition of military culture,
though the concept was widely referenced. There was also no empirical literature
with British military personnel on how a military culture might influence response to
and coping with injury. Given that I had found the most common cause of medical
discharge from the British armed forces was musculoskeletal injury, I was pleased to
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have identified a gap in the literature that needed investigation but remember
wondering why this gap was yet to be filled. The proposed study would be the first of
its kind looking at military culture and coping in this way but would also be a
personal exploration through my own coping strategies and responses to difficulties.
Trainees before me had wanted to do research with military personnel but had been
unable to do so as it had been difficult to make the necessary links to people on ‘the
inside’. Therefore, before embarking further on developing a proposal, I needed to
test the water to see if I would have the same issues. Using personal connections
and insider knowledge of the military structure I made countless calls, left many
answer phone messages, sent email after email and generally just kept going until I
started to make some breakthroughs (that military resilience, pushing through
despite adversity and strong work ethic I had witnessed had apparently rubbed off). I
built a network of support for the project, with MOD psychologists, MOD researchers
and physiotherapists that used to work in the MOD all willing to put their name to the
proposed project, offering access to their networks and providing ideas and support
for recruitment. This included plans to share recruitment efforts with a project at
Headley Court, where I visited to agree this with them in person.
To ensure the project met the needs of the course, Jeremy and I started to work with
Dr Andrew Medley as my first internal supervisor. He had a particular interest in
psychosocial interventions for physical health conditions, illness perceptions, coping
styles and compassionate mind approaches. He also had good links with regional
sports teams, including Bath Rugby and Team Bath. Together, the three of us had
interests, experience and connections covering injury and pain, psychosocial
interventions for physical health, the military, sport, illness perception and coping.
Unfortunately, Andrew resigned from the course ending his connection to the project
quite quickly. There had been a high level of staff turn-over in the course team
during this period, reducing the availability of appropriate supervisors for the project,
which was far from ideal and quite concerning. I was allocated a new supervisor but
very quickly they had to take unexpected leave; there was promise of their return but
it was unclear when and in what capacity this would be. This occurred as I was
preparing to go to MOD Ethics, a daunting and unknown entity. I had empathy for
the new supervisor during a difficult time and the course because of the pressure of
losing valuable and highly relied on staff but I felt left in limbo and unable to
progress for far too long at this key juncture of my time-pressured project.
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Eventually, I was assigned another new supervisor, Megan, who caught up with the
concept of the project quickly and has been invaluable for working through
methodological hurdles. Based on a project proposal accepted by the course and
developed with all of my supervisors prior to Megan, I completed the MOD ethics
application form. During the final review of this form, just before submission to meet
the next available panel, Jeremy realised the planned analysis had gone adrift. On
reflection, this looks to have happened when I made requested amendments
following the marking of my proposal by the course, which happens to have also
been around the time of the first supervisor changes. With Megan’s supervision, I
was able to reflect on the situation and Jeremy’s concerns, helping me see that
Jeremy was right to have intervened. Looking back on our correspondence, he had
tried to raise the point earlier a number of times but I had missed it in its subtlety. I
wonder if I had also missed it because I was trying to cope with all the uncertainty
around university supervisors.
With support from Jeremy and Megan I reworked the ethics form and the analysis
plan and submitted it for the following month’s panel. Unfortunately, that panel was
already full, as they run a first come, first serve policy so I was put into the next one.
The first panel was of eight people on a secure military base in Wiltshire, which I
attended on my own as my supervisors had prior commitments. The panel’s main
concern was the recruitment process; they requested that recruitment did not
involve physiotherapists and gave participants 24 hours between reading an
information leaflet and receiving a questionnaire pack. Once these amendments
were made, approved by my supervisors and returned, the next MOD ethics panel
at MOD Main Building in Whitehall was already full and we were added to the
following month’s list. The large ethics committee sat in a wooden panelled room
around an oval table with two small seats at the far end for Jeremy and I to have our
interrogation. I was grateful for Jeremy’s support and advice and we were approved,
with a number of conditions to be met, including further recruitment passivity.
Gaining approval felt like a huge achievement given we were outside of the MOD
and trainees had struggled in the past.
Quite quickly after approval I heard from Headley Court that they would be unable to
help with recruitment because the timing now clashed with a number of large
randomised control trials they were conducting. The following six months involved
daily calls to military bases, commanding officers, British Army Land Forces
Headquarters, rehabilitation centres, medical centres and personal military contacts
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just to get the posters and leaflets out into places they could be seen so men could
volunteer. I offered to visit bases in Yorkshire, Wiltshire, Plymouth and Essex,
amongst others, to get the ball rolling. It was painstaking and demoralising, just as I
felt I had a breakthrough a medical centre manager would decline to help, a helpful
physiotherapist would go on paternity leave or my request would need to go through
another level of command to be approved. I did have a number of successes though
with the Bath Rugby health care team, Team Bath physiotherapists, a number of
private physiotherapists, unit and regimental commanding officers, sports teams
across the country, national obstacle course racing groups, climbing groups, military
sports secretaries and military physiotherapists and medics offering support by
sharing leaflets and promoting the project through their networks. This included a
request for help cascaded down from the British Army Land Forces Headquarters to
the entire Army.
Despite all this hard work and two minor ethics amendments (we did not have time
to go through the process for major amendments) the sample sizes remained small
and the deadline for the project had to be pushed back. I can wholeheartedly say I
tried my best and exhausted every strategy I could in the attempt to get the numbers
up. This project has been an exploration of my own coping strategies and resilience
and I think having flexibility and a toolkit of different approaches has been what has
helped me cope with the stress and got the project to a point of completion.
The stress vulnerability model that I used in my service improvement project (SIP) is
an interesting one to personally reflect on at this point of my doctorate process. This
model proposes that reducing stressors and equipping people to better cope with
them can reduce the likelihood of psychological problems arising. I used this model
to look at how intensive care stressors could be reduced and patients better
supported to cope with their experiences to reduce the likelihood of mental health
issues arising after discharge. I wonder if this model could similarly be used with
doctorate training as it is a stressful experience. I am not proposing in any way that
it is as stressful as being in intensive care but it is life changing and can make you
question a lot about yourself, others and the world. I think doctorate courses and the
profession of clinical psychology should continue to reflect on themselves, using the
tools and theories we have to help us identify and cope with the demands and
challenges of our training and roles. Research, audit and service improvement
initiatives should not only be undertaken by us for the benefit of others but by us for
us and the future of our profession. I look forward to having a role in this endeavour.
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I also plan to continue working towards service and intervention quality improvement
for the benefit of service users, their friends and families, clinicians and services. I
want to make use of my knowledge and experience gained during research posts at
the Institute of Psychiatry; the establishment and management of the Rapid
Reporting and Response function of the National Reporting and Learning System;
my project lead, research and evaluation roles at the National Patient Safety
Agency; my national mental health audit and quality improvement Programme
Manager roles at the Royal College of Psychiatrists; my MSc in Psychological
Research Methods and my teaching and research during clinical training. I can see
this most likely taking the form of consultancy work or service improvement
initiatives initially as I think this can often have a more real-time impact but I would
also like to remain open to more academic based research projects, including
supervising future clinical trainees.
I will also work towards my case studies, literature review, main research project
and service improvement project all being re-formatted and submitted to the target
peer-reviewed journals within the next 12 months. I hope to see them cited and
discussed as helpful pieces of work, which have an impact on understanding and
treatment in some way. I am pleased to say that I have already presented two of my
case studies as posters at the British Association for Behavioural and Cognitive
Psychotherapists annual conference; winning an award for best poster for one of
them.
I have a number of ambitions for my future in research but can only guess what will
actually come to bear, as per this Boring (1963 cited in Goodwin, 1999) quote:
“The seats on the train of progress all face backwards: you can see the past but only
guess about the future”
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Appendix 2: SIP: Questionnaire Packs for Discharged Patients

Pain clinic
Royal United Hospital
Combe Park
Bath
BA1 3NG

Address

Tel: 01225 824331
Mike.osborn@nhs.net
www.ruh.nhs.uk

19th June 2015

Dear Name,

We are writing to invite you to take part in some important work, which we hope will help
improve how future patients feel after they are discharged from a stay in intensive care
(ITU). We are inviting all those who have recently been discharged from ITU at the Royal
United Hospital, Bath to be involved in this project and would be very grateful for your
help.

Before you decide, we want you to understand why the work is being done and what it
would involve for you. Please read the information sheet included with this letter, talk to
others about the study and feel free to ask any questions, if you wish.
If you have any questions or concerns regarding the research at any time (either during or
after the project), please contact Rachel Paskell (nee Marsh), Trainee Clinical Psychologist
via rachel.marsh6@nhs.net.

We have tried our best to ensure our records are correct and that we are not sending
letters and questionnaires out to patients who may not be able to complete them. If,
however, our records are not correct, we apologise that you have received this. Please let
us know by returning the Freepost envelope with a note or email Rachel Paskell so that our
records can be amended.
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Thank you for taking the time to read this letter and taking part, if you chose to. We are
grateful for all patient feedback as it is vital to making improvements for patients on the
units.
Yours sincerely,

Dr Mike Osborn
Clinical Psychologist
Royal United Hospital, Bath

Dr Catherine Butler
Clinical Psychologist
University of Bath
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Rachel Paskell
Trainee Clinical Psychologist
University of Bath

Working with patients and staff to try and reduce non-physical,
psychological risks and ill health in patients discharged from intensive
care (ITU)
Information about the project for discharged patients asked to take part
Please read this information, talk to others about the study and feel free to ask any
questions, if you wish. When we have explained the study, answered your
questions, and you have had enough time to decide, you will then be able to choose
whether to take part.
What is the purpose of the study?
This study aims to better understand what patients found most stressful during their
stay at Royal United Hospital (RUH) ITU and how the ITU staff can reduce at least
some of this stress to help patients cope better with the experience. It is hoped that
by doing this, patients will be less likely to experience negative psychological effects
or concerns from their ITU stay, once they are discharged.
Why have I been invited?
You have been invited to take part because you have recently been discharged from
ITU at the RUH. We are inviting all those who have recently been discharged from
ITU at RUH to be involved in the research study.
Do I have to take part?
No. Taking part in this study is voluntary, it will not affect your care in any way
whether you choose to take part or not. If you choose to take part you also have the
right to withdraw yourself and your responses at any point up to when the data has
been analysed, without having to give any reasons. If you wish to give us feedback,
we will give you an opportunity to do so. If you withdraw from the study, we will keep
your data as important information about the study unless you ask us to destroy it.
What will happen if I take part?
If you choose to take part, please complete the questionnaire that came with this
information sheet. This should take about 15 minutes. Please do not write your
name on the questionnaire, we want them to remain anonymous and confidential.
Once you have completed the questionnaire please put it in the envelope addressed
to Rachel Paskell, seal it and post it.
What are the risks and benefits?
This service improvement project presents minimal risk. We hope that this project
will help to improve the service and will be of benefit to future patients treated in the
ITU at the RUH. You will not receive any payment for taking part in this study.
Confidentiality and Data Protection
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By returning this questionnaire you are consenting for the data you return to be used
in this study. All information gathered in the process of this study will be treated as
patient data. This means that it will be kept completely confidential (private) and
anonymised. Staff working in the ITU will not be able to link what you put in your
questionnaires to you.
Completed questionnaires will be kept separately from your personal details in a
locked cabinet or case. The information we collect will be fed back to the ITU staff
and managers in a confidential, anonymised and aggregate format, where
individuals cannot be identified by what they have said on their questionnaires.
The only time we may break this confidentiality is if we find anything or you tell us
anything that means that you or someone else are at risk of harm. In this case, we
would talk to you first, and then talk to your care team to ensure you receive the
appropriate care, support, or advice.
Any other information regarding the study that you provide, such as feedback, will
be kept anonymous and confidential unless you specifically request otherwise.
Questions or concerns?
If you have any questions or concerns regarding the research at any time (either
during or after the project), please contact Rachel Paskell (nee Marsh), Trainee
Clinical Psychologist via rachel.marsh6@nhs.net.
We do not expect that people will find taking part in this study distressing, however,
we do know that ITU can be an upsetting experience that affects people differently.
If you are distressed and need someone to talk to immediately, please contact the
Samaritans on 08457 909090. Alternatively, you can speak to one of your care team
or your GP who will be able to offer you advice on how you can help with what you
are experiencing.
What now…?
If you would like to take part in this study:
1. Please complete the questionnaire that came with this information sheet, this
should take about 15 minutes.
2. Please do not write your name on the questionnaire, we want them to remain
anonymous and confidential.
3. Once you have completed the questionnaire please put it in the envelope
addressed to Rachel Paskell, seal it and post it.
Thank you for your time

Dr Mike Osborn
Clinical Psychologist
Royal United Hospital, Bath

Dr Catherine Butler
Clinical Psychologist
University of Bath

Rachel Marsh
Trainee Clinical Psychologist
University of Bath

All research in the NHS is looked at by independent group of people, called a
Research Ethics Committee, to protect your interests. This study has been
reviewed and given favourable opinion by the University of Bath Psychology
Ethics Committee.
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Reducing the psychological
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Appendix 4: SIP: Feedback slides

Service Improvement Project:
“Working with patients and staff to
reduce psychological risk and
morbidity in patients discharged
from adult critical care at Royal
United Hospitals (RUH), Bath”

1

Who took part in this project:


Rachel Paskell, Clinical Psychology Trainee, University of Bath - Lead



Dr Mike Osborn, Clinical Psychologist, RUH, Bath - Supervisor







Dr Catherine Butler, Clinical Psychologist and Tutor, University of
Bath - Supervisor
Adult Critical Care Unit Staff, RUH, Bath – Commissioners and
Contributors
Discharged Adult Critical Care Patients, RUH, Bath - Contributors

2

Page 123 of 158

Project aim:
To work with RUH critical care staff and
discharged patients to identify
recommendations to reduce psychological
and emotional risk and morbidity in patients
discharged from RUH adult critical care units.

3

Background:


Psychological and emotional issues found to result from critical care:
◦
◦
◦
◦
◦
◦
◦







False memories
Confusion
Hallucinations
Amnesia
Depression
Anxiety
Post-traumatic stress disorder (PTSD)

All impact on a patient’s recovery.
No mental health or psychological care pathway from RUH adult
critical care units.
Staff at the RUH and in community services are concerned about
this.

4
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Project questions:
1.

2.

3.

4.

What is the current PTSD, anxiety and depression
symptom rate in a sample of patients discharged
from RUH critical care?
What are the main stressors for patients on the RUH
critical care units?
What factors help patients feel better able to cope
with their stressful RUH critical care experiences?
What do RUH critical care staff identify as the key
barriers and facilitators to reducing patient stress
on the units and improving the patients’ ability to
cope?

5

Patient data collection:




Patients discharged from RUH adult critical care units
over 3 month period (18yrs+ and not known to have
died).
119 patients - personalised letter, information sheet,
questionnaire and self addressed envelope.



11 patients/families responded - could not take part.



30 questionnaires received (28%).

6
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Questionnaires:
3 clinical screening scales:



◦
◦
◦

The Impact of Events Scale – Revised (IES-R) for PTSD
Generalised Anxiety Disorder Assessment (GAD-7)
Patient Health Questionnaire (PHQ-9) for depression

Do they remember receiving information about psychological outcomes or symptoms
from their critical care stay?



Did they find that inform ation helpful (if received)?



How helpful did they think critical care staff may have been if they needed emotional or
psychological support du ring their stay?



Did they have any c oncerns or had they spoken to anybody about em otional or
psychological symptoms following their c ritical care discharge?



How stressful did they find various aspects of their stay in critical care?



Options for things that they may or may not h ave found helpful for coping with a stay in
critical care



What had they f ound personally helpful for c oping?



7

Staff data collection:






All adult critical care staff at the RUH invited
to staff focus group.
3 nurses attended.
4 other professionals (including medics and
therapists) provided feedback via email.

8
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Focus group questions:
1.

2.

3.

4.

5.

What, in your experience causes patients distress or concern from
their critical care stays?
What do you think helps or would help patients feel better able to
cope with distress or concerns related to their critical care stays?
Are there any particular barriers in the critical care units at RUH
that might make making changes to help reduce distress or
concern in patients tricky?
Is there anything in particular about the critical care units at RUH
that would make making changes to help reduce distress or
concern in patients easier?
Do you feel there are any issues/benefits with critical care staff
from the RUH supporting a patient who demonstrates distress or
concern from their critical care stay?

9

Findings – Mental Health Screen
Over half respondents concerned about psychological or
emotional effects of critical care stay.
Rates higher in the RUH discharged critical care patients
than general population:
◦ PTSD (10% vs 3%)
◦ Anxiety (17% vs 4.4%)
◦ Depression (23% vs 2.3%)

‘Caseness’ = treatment should be offered!

10
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Findings – Mental Health Screen
How often over past 14 days have you had…
“Thoughts that you would be better off dead or
of hurting yourself in some way”
At least several days = 23% (7)
Everyday = 10% (3)
1/3 of respondents had this at least several
days within past 14.
11

Findings – Mental Health Screen


9 (30%) = anxiety/depression/PTSD ‘caseness’
◦ Only 1/9 had spoken to a mental health professional or
were on a waiting list



3 = caseness for PTSD and anxiety and depression
◦ Only 1/3 indicated they were seeking support for their
emotional or psychological concerns

12
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Stressors – patient reported top 10
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

having a tube in their nose or throat;
worries about family or people close to them;
general confusion;
worries about their physical health;
being stuck in bed;
not knowing what was going to happen to them
next;
being dependant on others;
physical pain;
general discomfort;
not being able to communicate.

13

Stressors – staff perspective









disorientation and confusion;
physical health problems;
not getting person centred care (which
covered issues of quality of life;
dignity and respect and the relentlessness of
critical care);
fear of transitions from critical care;
worries about support for families.

14
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Stressors – summary








the unrelenting nature of the critical care
units;
symptoms and treatment of physical ill
health;
disorientation, confusion and uncertainty;
worries for family;
loss of quality of life.

15

Information provided about emotional or psychological effects
72% (21/29) said “no, I do not remember this ever happening!”
If

it did happen, most was after ITU discharge:

Mostly

positive about information given:
n/8
Relevant to me and my situation at that time

4

Reassuring

4

Helpful

3

Easy to understand

3

Relevant to me and my situation subsequently

2

Not relevant

1

Worrying

1

Confusing

0

16
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Helpfulness of staff on ITU if had emotional or
psychological concerns
0

=
=
2 =
3 =
1

not at all
yes, sometimes
yes, most of the tim e
yes, all of the tim e

Mean
Senior nurses

1.9

Nurses

1.8

Senior doctors

1.7

Healthcare assistants

1.5

Junior doctors

1.5

17

Helpfulness/support of staff on ITU for
dealing with stressors
None

of the top-ten stressors identified by patients
were rated 4/4 for staff providing lots of help/support
in helping them cope, indicating that there is room for
improvements to be made.

Of

particular concern are the stressors ‘not being able
to communicate’, which scored a mean of 1.63/4 for
staff help/support and ‘not knowing what was going to
happen to you next, which scored a mean of 2.56/4.

18
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Have you spoken to anybody about emotional or
psychological effects or concerns from ITU stay?
Over half respondents were concerned about psychological and
emotional effects from their stay in critical care.
Those with concerns reported that they had spoken to:
• Friends and family (77%)
• GPs (54%)
• Mental health professionals (38%).
Of concern are those that do not recognise there are issues, despite scoring
caseness levels on the screens and those who report not to have spoken to
anybody.

19

Helpfulness of suggestions from other ITUs and
research:
Spec ial ist tr ain ing for med ica l ward (no n-ITU) staff an d GP s to help th em id entify any em otion al or
psy ch ologi cal effects or co nce rns that y ou m ay ha ve h ad, that r ela ted to y our ITU s tay

Mean
2.2 5

Hav ing s ome one c ontac t you after you wer e di sc har ged fr om ITU to tal k ab out yo ur ITU sta y
A dia ry kep t by yo u, you r fam ily or th e sta ff about y our time o n the ITU
Infor matio n about: c om mon ITU em otiona l and p syc hol ogic al ex per ienc es or con cer ns ; wh o you
cou ld talk to; ho w y ou c ould g et help if need ed
An as s ess me nt to se e if yo u mig ht hav e be nefitted fr om pro fess ion al em otiona l or psy cho logic al
sup por t for a ny ex per ienc es or c onc er ns rel ated to y our ITU s tay
Vis iting the ITU after d isc har ge to help y ou un der stand your tim e on ITU better
A gr oup fo r di sc har ged ITU patie nts to go to, to s har e ex per ienc es

1.9 6
1.8 9
1.8 6
1.7 1
1.5 7
1.0 4

0 = not at all helpful
4 = very helpful

20
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What helped you cope?
Staff work ed hard and professi onally
to k eep me alive also v ery h elpful to
wife/daughter/broth er and sister in
law. They were magicians.

My mem ories of critical
care ar e all positive, the
staff wer e all fantas tic,
not str essful.

Kindness (divine love). This involves having empathy and
understanding/gentleness and lightness of touch. The s taff
showed this naturally to m e and others . P atience too, par ticularly
a nurse from abroad. S o attentive and empathetic, nothing was
too much. S o important, in fac t m ost impor tant… I thought staff
wer e naturally kind as well as efficient. My thanks to them .

Going home and being away fr om it
all and having outdoors to enjoy in
my garden. B eing among people
and objects that ar e par t of my life.

Talking about it and crying

The staff wer e absolutely
brilliant with me and I gr ew a
really good b ond with the
ladies looking after me.
Couldn't ask for anything
else. Thank you so much.

The main critical care
team wer e brilliant and
without them I would not
have c ome through I think
they should have m or e
praise for this.

I would like to thank all members of staff,
especially the surgeons because with out
their skill I would now be dead. So as far
as my s tay in critical car e, it was very
beneficial and my th anks go to ev ery
member of staff.

GP told me n ormal to feel depress ed,
it could last up to 6 m onths.

I rem ained very positive throughout and
felt c ertain I would recover . I r emained
calm and centr ed through meditation. I
am a naturally cheerful and optimistic
person so I was not depress ed at all. I
just went with the flow.

Without fail the staff fr om HCA to S enior Nurses wer e
professional and caring. If th at c ould be replicated on
leaving critical care the experience would be perfect.
21

Barriers and facilitators for change – staff data
Barriers






Unrelenting environment = difficulties in balancing psychological and
emotional needs of patients (and staff) with resource, time, physical
healthcare and unit needs.
Patients are physically unwell and this can have psychological
consequences, as can their physical health interventions, which could be
difficult to change.
Need support from management and the Trust through money,
protected time, training and input from professionals such as
counsellors, psychologists and the Chaplain. Getting and keeping these
were identified as current potential barriers to change.

Facilitators
 Patient centred ca re and re ducing disorientation and confusion = reduce
impact of stressors.
 Staff = facilitator for change by utilising existing resources, setting up
and implementing new or improved services f or discharged patients.

22
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Recommendations for RUH, starting immediately:
1.
2.
3.
4.

5.

6.

Ensure these recommendations are built into critical care units’ objectives
and business planning to support implementation and monitoring
Ensure critical care units have adequate and protected funding to support
the implementation of these recommendations.
Ensure critical care units are supported to audit ongoing implementation.
Ensure clinical psychology and Chaplain support is made available to
support critical care staff, patients and families, friends and carers in the
implementation of these recommendations.
Support the development of a care pathway for discharged critical care
patients that ensures they are followed up on wards by a protected, ringfenced critical care outreach service. This service should provide an
opportunity to have a basic assessment for psychological issues related to
their critical care stay and ensure they are invited to access a critical care
experience talking service. The aim would be to reduce the risk and impact
of emotional and psychological iatrogenic effects from critical care for
patients, their families, friends and carers. This may also support the Trust
in reducing potential complaints and financial consequences.
Ensure discharged patients, their families, friends, carers, critical care staff
and clinical psychologists are engaged in any future redesigns of the critical
care units to help reduce stressors and support coping.

23

Recommendations for critical care units, starting immediately:
1.

2.

3.

4.

5.

Identify at least one mental health champion in the regular critical care staff to
lead this work and be responsible for monitoring ongoing implementation. This
work should be handed over if that member of staff leaves or is off work.
Protected time and resources must be provided to this member of staff to
undertake this role.
With the support of clinical psychologists at the RUH, continue to review
stressors to patients on the critical care units and work to provide evidencebased ways to reduce these and help patients cope. These should include
orientation, communication and sleep aids.
With the support of psychologists at the RUH, produce and provide openly
accessible information in staff, patient and visitor areas on emotional and
psychological risks from critical care, morbidity, coping suggestions and details
of further information and support available, particularly on discharge. This
should include appropriate quantities of a leaflet that gets stored bedside.
With the support of clinical psychologists at the RUH, provide regular training
to all critical care staff about emotional and psychological risks from critical
care, morbidity, coping suggestions and details of further information and
support available, particularly on discharge.
Ensure all locum and bank staff starting on critical care are reminded of the
emotional and psychological risks from critical care, morbidity, coping
suggestions and details of further information and support available,
particularly on discharge.

24
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Recommendations for critical care units, starting immediately cont.:
6.

7.

8.

9.

Actively engage in outreach to GPs and receiving wards to provide information
about the emotional and psychological risks from critical care, morbidity,
coping suggestions and details of further information and support that should
be made available to patients and their families, friends and carers.
Put in place processes and resources and actively encourage staff to promote
ongoing diary keeping for all patients by family, friends and carers that they
(staff) also contribute to.
Ensure at least one member of nursing staff and a medic are made available for
a regular, protected, open slot for discharged patients to visit the critical care
unit to speak to a member of staff about their experiences and talk through
their clinical notes with them.
Ensure all patients discharged from critical care are contacted by an outreach
service following discharge to:
a.

b.
c.
10.

Provide an inform ation leaflet on emotional and psychologic al risks from critic al
care, morbidity, coping suggestions and details of further in formation and support
available
Suggest they complete a self-scored PHQ-9, GAD-7 and IES-R clinical scale; if they
meet criteria for ‘caseness’ to s eek help and support e.g. via their GP
Offer the opportunity to visit the c ritical care unit to speak to a member of staff
about their experiences and talk through their clinical notes with them, if they
would find this helpful.

Audit implementation and outcomes from these recommendations, including
prevalence rates of PTSD, anxiety and depression.

25

Recommendations for all critical care staff (including locums and bank), starting immediately:
1.

2.

3.

4.

5.

6.

7.
8.

All critical care staff (including locums and bank staff) should ensure they are familiar with the
emotional and psychological risks related to critical care, morbidity rates and the symptoms
associated with at least anxiety, depression and PTSD.
All critical care staff (including locums and bank staff) should ensure they regularly familiarise
themselves with the list of potential stressors for patients on critical care and continue to work
individually and as a unit to reduce these and help patients cope with them. Making use of the
knowledge and experience of long-term nursing staff will be vital.
Every patient admitted to critical care should be talked through an ‘emotional and psychological
effects’ information leaflet by a member of nursing staff as soon as is possible. This should be
documented in their notes and sent with them on discharge.
A key carer, friend or family member of each critical care patient should be talked through an
‘emotional and psychological effects’ information leaflet by a member of nursing staff as soon as is
possible. This should be documented in the patient’s notes and sent with them on the patient’s
discharge from critical care.
A key carer, friend or family member of each critical care patient should be strongly encouraged to
start and maintain a diary for them and the patient. This is designed to help the carer, friend or
family to support the patient make sense of their experiences once they are able to, particularly once
they are discharged. A note that the diary has been suggested and its purpose explained to the key
carer, friend or family member should be documented in the patient’s notes.
Critical care staff should continue to ensure they practice patient centred care, explaining to the
patient any procedures or events occurring to or around them before and as they happen, even if
they are not conscious.
Informed consent should continue to be sought whenever this is possible and appropriate and
documented accordingly.
Critical care staff should continue to avoid having conversations that do not include the patient next
to or over them, even if they are not conscious.

26
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Summary of recommendations














A mental health lead is identified in the critical care team and given appropriate time
and resources to implement these reco mmendations
Critical care, ward and GP staff are given training in the potential psychological
effects of a critical care stay, what might help them cope and how patients can seek
further information or support
Staff to suggest that all patients have a diary kept for them by their family or friends
to help fill in their gaps in memory and orient then to their experiences in critical
care
All patients and family/friends are given an information leaflet by staff about the
potential psychological effects of a critical care stay and where to get help and
support
Orientation, communication and sleep aids are implemented to support all critical
care patients
A time and resource protected outreach service is established to follow-up
discharged critical care patients on wards, providing an opportunity for an
assessment of any psychological effects from critical care
A time and resource protected flexible talking service is established for discharged
critical care patients to contact to talk about their critical care experiences - to
include clinical psychology, Chaplain, nursing and medical staff.
An audit of these recommendations’ implementation and their outcomes.

27
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Appendix 5: Ethical approval from MOD

From the Alternate Vice Chairman
Professor David Baldwin
Professor of Psychiatry and Head of Mental Health Group
University of Southampton Faculty of Medicine
University Department of Psychiatry
Academic Centre, College Keep, 4- 12 Terminus Terrace,
Southampton SO14 3DT
Telephone: 02380 718 520
e-mail:dsb1@soton.ac.uk

Ms Rachel Paskell
Department of Psychology
University of Bath
Claverton Down
Bath
BA2 7AY

Our Reference:
681/MODREC/15
Date: 29th October 2015

Rachel.marsh6@nhs.net

Dear Ms Paskell
Thank you for submitting your revised Application 681/MODREC/15 with
tracked changes, and the covering letter with detailed responses to the
MODREC letter.
I can confirm that the revised Application has been approved by the
Officers of MODREC ex-Committee, but you still need to send the CVs of
the two Advisors in due course, via an Amendment, which could be
approved ex-committee.
I wish you and your colleagues a successful study. In due course please
send the Secretariat a final report containing a summary of the results so
that these can be filed in accordance with the arrangements under which
MODREC operates. Please would you also send a brief interim report in one
year if the study is still continuing.
This approval is valid for three years and is conditional upon adherence to
the protocol – please contact the MODREC Secretariat when the amendment
is ready.
Yours sincerely
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Professor David Baldwin MB BS DM FHEA F RCPsych
Cc Professor Allister Vale, Professor David Jones, Ethics Secretariat
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From the Alternate Vice Chairman
Professor David Baldwin
Professor of Psychiatry and Head of Mental Health Group
University of Southampton Faculty of Medicine
University Department of Psychiatry
Academic Centre, College Keep, 4- 12 Terminus Terrace,
Southampton SO14 3DT
Telephone: 02380 718 520
e-mail:dsb1@soton.ac.uk

Ms Rachel Paskell
Department of Psychology
University of Bath
Claverton Down
Bath
BA2 7AY

Our Reference:
681/MODREC/15
Date: 17th February 2016

Rachel.marsh6@nhs.net

Dear Ms Paskell
Psychosocial factors associated with motivation for and engagement in
rehabilitation after musculoskeletal injury: a comparison between military
and civilian patients
You have requested approval to increase the advertisements for your Study by
distributing the currently approved posters via email groups and Facebook
Social Media groups.
You have explained that this is required to help improve recruitment.
This amendment is approved.
Yours sincerely

Professor David Baldwin MA DM FHEA F RCPsych
Cc Professor Allister Vale, Professor David Jones, Ethics Secretariat

Page 139 of 158

From the Alternate Vice Chairman
Professor David Baldwin
Professor of Psychiatry and Head of Mental Health Group
University of Southampton Faculty of Medicine
University Department of Psychiatry
Academic Centre, College Keep, 4- 12 Terminus Terrace,
Southampton SO14 3DT
Telephone: 02380 718 520
e-mail:dsb1@soton.ac.uk

Ms Rachel Paskell
Department of Psychology
University of Bath
Claverton Down
Bath
BA2 7AY

Our Reference:
681/MODREC/15
Date: 12th April 2016

Rachel.marsh6@nhs.net

Dear Ms Paskell
Psychosocial factors associated with motivation for and engagement in
rehabilitation after musculoskeletal injury: a comparison between military
and civilian patients
You have requested approval to broaden the inclusion criteria from lower
limb musculoskeletal injury to musculoskeletal injury anywhere on the body,
excluding head or where paralysis has occurred.
You have explained that this is required to help improve recruitment.
This amendment is approved.
Yours sincerely

Professor David Baldwin MA DM FHEA F RCPsych
Cc Ethics Secretariat
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Appendix 6: Information sheets, consent forms and questionnaires
PARTICIPANT INFORMATION SHEET – Military

Motivation for and engagement in rehabilitation after musculoskeletal injury: A
comparison between military and civilian patients
Invitation to take part
Please read this information, talk to others about it and feel free to ask questions.
Once you have had enough time to decide (at least 24 hrs), you will then be able to
choose to take part or not.
What is the purpose of the research?
To better understand how military men and sportsmen respond to injury and engage
in rehabilitation. Understanding this better might lead to improvements in treatment.
Who is doing this research?
• This research is managed by Rachel Paskell, Clinical Psychologist in Training
from the University of Bath.
• The project is being conducted in conjunction with DMRC, Headley Court and
Team Bath physiotherapists.
• Funding for this project is via the University of Bath Doctorate in Clinical
Psychology Programme.
Why have I been invited to take part?
You have been invited to take part because you are in the military, male and have
recently had an injury.
Do I have to take part?
No. Taking part in this study is voluntary; it will not affect your care or career in
any way whether you choose to take part or not.
What will I be asked to do?
1. Complete a questionnaire booklet that we will post to you. This should take
approximately 20 minutes. Once you have completed the questionnaire, seal it in
the Freepost envelope addressed to Rachel Paskell and post it.
2. Hand your physiotherapist a form to complete and a Freepost envelope that
we will send in the post with your questionnaire booklet. Your physiotherapist
will complete this and return it to us. They will not write any information on it
that will identify you so it will also remain anonymous and confidential.
What are the risks and benefits of taking part?
This research presents minimal risk. There are no immediate, personal or financial
benefits involved in taking part.
Can I withdraw from the study? What will happen if I don't want to carry on?
Yes you can, there will be no impact on your military career in the event of
withdrawal. However, your responses are anonymous – we will not know which
questionnaire comes from which person. Once questionnaires have been posted back
by you, you will no longer be able to withdraw your data from the study.
Whom do I contact if I have any questions or a complaint?
If you have any questions or concerns regarding the research at any time, please
contact Rachel Paskell, Trainee Clinical Psychologist via Rachel.paskell@nhs.net. If
you have a complaint about the study, please write to Professor Paul Salkovskis,
Clinical Psychology Department, 6 West, University of Bath, BA2 7AY.
If you have any concerns about your emotional or psychological well-being and
would like to get advice or support there is help and support for serving personnel:
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• Your first point of call should be your chain of command, unit medical officer,
welfare officer or chaplain if you are in the UK or overseas. They are there to help
and offer the best advice. Contact numbers for medical out of hours support are
available through your medical centre.
• In an emergency you should contact your local medical officer. If your local
medical officer is unavailable and you are in England, Scotland or Wales contact
your local NHS accident and emergency (A&E) unit. In Northern Ireland, Medical
Reception Station Aldergrove operates 24/7 telephone manning with access to
appropriate specialists.
• Additionally, Combat Stress/Rethink offer a 24 hour Freephone helpline if you
have concerns about your mental health. The number to call is 0800 138 1619.
They provide emotional support, a listening ear and signposting service.
• The MoD has contracted with the Big White Wall which provides safe, anonymous
support to anyone struggling with a range of common mental health issues, or who
feels burdened by everyday worries and concerns. It is free for all serving
personnel, veterans, and their families and is available 24/7 at
www.bigwhitewall.com, and via a smartphone app for iOS and Android. Members
can talk to each other anonymously and share experiences, express themselves in
images, and follow guided self-help courses on topics such as managing anxiety,
stopping smoking, dealing with alcohol, and getting better sleep. There is also a
range of clinical tests, guides and tips to improve wellbeing including articles on
self-esteem, relationships and many more. Trained counsellors (called Wall Guides)
are on hand at all times to moderate the service and provide support. Go to
www.bigwhitewall.com for more information.
Will my records be kept confidential?
By returning the questionnaire and providing your physiotherapist with their form to
complete you are consenting for these data to be used in this study. All information
gathered in the process of this study will be treated as patient data. It will be kept
completely confidential (private) and anonymised. Completed questionnaires and
forms will be kept separately from your personal details in a locked cabinet or case.
The information we collect will be reported in a confidential, anonymised and
summarised form, where individuals cannot be identified by what they have said.
Any other information regarding the study that you provide, e.g. feedback, will be
kept anonymous and confidential unless you request otherwise.
Who has reviewed the study?
This study has been reviewed and given favourable opinion by the Ministry of
Defence Research Ethics Committee (MoDREC). Ref: 681MoDREC15
Compliance with the Declaration of Helsinki.
This study complies, and at all times will comply, with the Declaration of
Helsinki1as adopted at the 64th WMA General Assembly at Fortaleza, Brazil in
October 2013.

1

World Medical Association Declaration of Helsinki [revised October 2013]. Recommendations
Guiding Medical Doctors in Biomedical Research Involving Human Subjects. 64th WMA General
Assembly, Fortaleza (Brazil).
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PARTICIPANT INFORMATION SHEET – Non-military
Motivation for and engagement in rehabilitation after musculoskeletal injury: A
comparison between military and civilian patients
Invitation to take part
Please read this information, talk to others about it and feel free to ask any questions.
Once you have had enough time to decide (at least 24 hours), you will then be able to
choose to take part or not.
What is the purpose of the research?
To better understand how military men and sportsmen respond to injury and engage
in rehabilitation. Understanding this better might lead to improvements in treatment.
Who is doing this research?
• This research is managed by Rachel Paskell, Clinical Psychologist in Training
from the University of Bath.
• The project is being conducted in conjunction with DMRC, Headley Court and
Team Bath physiotherapists.
• Funding for this project is via the University of Bath Doctorate in Clinical
Psychology Programme.
Why have I been invited to take part?
You have been invited to take part because you are a sportsman and have recently
had an injury.
Do I have to take part?
No. Taking part in this study is voluntary; it will not affect your care or career in
any way whether you choose to take part or not.
What will I be asked to do?
3. Complete a questionnaire booklet that we will post to you. This should take
approximately 20 minutes. Once you have completed the questionnaire, seal it in
the Freepost envelope addressed to Rachel Paskell and post it.
4. Hand your physiotherapist a form to complete and a Freepost envelope that
we will send in the post with your questionnaire booklet. Your physiotherapist
will complete this and return it to us. They will not write any information on it
that will identify you so it will also remain anonymous and confidential.
What are the risks and benefits of taking part?
This research presents minimal risk. There are no immediate, personal or financial
benefits involved in taking part.
Can I withdraw from the study? What will happen if I don't want to carry on?
Your responses are anonymous – we will not know which questionnaire comes from
which person. Once questionnaires have been posted back by you, you will no longer
be able to withdraw your data from the study.
Whom do I contact if I have any questions or a complaint?
If you have any questions or concerns regarding the research at any time, please
contact Rachel Paskell, Trainee Clinical Psychologist via Rachelpaskell@nhs.net. If
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you have a complaint about the study, please write to Professor Paul Salkovskis,
Clinical Psychology Department, 6 West, University of Bath, BA2 7AY.
If you have any concerns about your emotional or psychological well-being and
would like to get advice or support, please speak to a member of your care team or
contact a GP. If your concerns are more urgent and possibly life threatening, you can
visit your local A&E or contact the Samaritans on 08457 90 90 90.
Will my records be kept confidential?
By returning the questionnaire and providing your physiotherapist with their form to
complete you are consenting for these data to be used in this study. All information
gathered in the process of this study will be treated as patient data. This means that it
will be kept completely confidential (private) and anonymised. Completed
questionnaires and forms will be kept separately from your personal details in a
locked cabinet or case. The information we collect will be reported in a confidential,
anonymised and summarised form, where individuals cannot be identified by what
they have said. Any other information regarding the study that you provide, e.g.
feedback, will be kept anonymous and confidential unless you request otherwise.
Who has reviewed the study?
This study has been reviewed and given favourable opinion by the Ministry of
Defence Research Ethics Committee (MoDREC). Ref: 681MoDREC15
Compliance with the Declaration of Helsinki.
This study complies, and at all times will comply, with the Declaration of Helsinki2as
adopted at the 64th WMA General Assembly at Fortaleza, Brazil in October 2013.

2

World Medical Association Declaration of Helsinki [revised October 2013]. Recommendations
Guiding Medical Doctors in Biomedical Research Involving Human Subjects. 64th WMA General
Assembly, Fortaleza (Brazil).
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Study Consent Form
Factors associated with motivation for and engagement in rehabilitation after
musculoskeletal injury: A comparison between military and civilian patients
681MoDREC15

Please:

□ Read it
□ Sign it, if you are happy to
□ Return it in the same enveloped as your completed questionnaire
You are consenting to the following statements:

 The nature, aims and risks of the research have been explained to me. I have
read and understood the information sheet and understand what is expected
of me. All my questions have been answered fully and to my satisfaction.

 I understand that if I decide that I no longer wish to participate in this project, I
can withdraw at any time, without having to give a reason but I will not be able
to withdraw my data once I have returned the questionnaire. This will not affect
my care or my career in any way.

 I consent to the processing of my personal information for the purposes of this
study. I understand that such information will be treated as strictly confidential
and handled in accordance with the provisions of the Data Protection Act
1998.

 I agree to volunteer as a participant for the study described in the information
sheet and give full consent.

 This consent is specific to the particular study described in the information
sheet sent to me and shall not be taken to imply my consent to participate in
any subsequent study or deviation from that detailed here.
Signed:
Date:
Please return this signed consent form in the same envelope as your
completed questionnaire.
They will be separated as soon as they are received.
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Questionnaire Booklets (Pages 1, 2 are different for military and sportsmen and
so are both included. All other pages are the same).
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Appendix 7: Hopkins Rehabilitation Engagement Scale

Job Title: ___________________
Date: ______________________
Please rate the patient’s participation in your portion of his/her rehabilitation
program on the following scales.
1. The patient regularly attended my therapy/ rehabilitation activity.
□
□
□
□
□
□
Always
Never Seldom Some of the time Most of the time Nearly Always
2. The patient required verbal or physical prompts to actively participate in my
therapy/ rehabilitation activity.
□
□
□
□
□
□
Always
Never Seldom Some of the time Most of the time Nearly Always
3. The patient expressed a positive attitude towards my therapy/rehabilitation
activity.
□
□
□
□
□
□
Always
Never Seldom Some of the time Most of the time Nearly Always
4. The patient acknowledged a need for rehabilitation services and the benefit of
therapy exercises or rehabilitation activities.
□
□
□
□
□
□
Always
Never Seldom Some of the time Most of the time Nearly Always
5. The patient actively participated in his/her rehabilitation therapy/activity.
□
□
□
□
□
□
Always
Never Seldom Some of the time Most of the time Nearly Always
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