
BackgroundBackground Early single-sessionEarly single-session

psychological interventions, includingpsychological interventions, including

psychologicaldebriefing following trauma,psychologicaldebriefing following trauma,

havenot been shownto reducehave not been shownto reduce

psychological distress.Longer earlypsychological distress.Longerearly

psychological interventions have shownpsychological interventionshave shown

somepromise.somepromise.

AimsAims To examine the efficacyof aTo examine the efficacyof a

four-session cognitive^behaviouralfour-session cognitive^behavioural

intervention followingphysical injury.intervention followingphysical injury.

MethodMethod Atotal of152 patientsAtotal of152 patients

attendingan accident and emergencyattendingan accident and emergency

departmentdisplayingpsychologicaldepartmentdisplayingpsychological

distress followingphysical injuryweredistress followingphysical injurywere

randomised1^3 weekspost-injury to arandomised1^3 weekspost-injury to a

four-session cognitive^behaviouralfour-session cognitive^behavioural

interventionthat started 5^10 weeksinterventionthat started 5^10 weeks

after the injuryor to no intervention andafter the injuryor to no intervention and

then followedup for13 months.then followedup for13 months.

ResultsResults At13 months, the total ImpactAt13 months, the total Impact

of Event Scale scorewas significantlymoreof Event Scale scorewas significantlymore

reduced inthe intervention groupreduced in the intervention group

(adjustedmeandifference(adjustedmean difference¼8.4,95% CI8.4,95% CI

2.4^14.36).Otherdifferenceswere not2.4^14.36).Otherdifferenceswerenot

statistically significant.statistically significant.

ConclusionsConclusions Abrief cognitive^Abrief cognitive^

behavioural interventionreducesbehavioural interventionreduces

symptoms of post-traumatic stresssymptoms of post-traumatic stress

disorder in individualswith physical injurydisorder in individualswith physical injury

who display initial distress.who display initial distress.

Declaration of interestDeclaration of interest None.None.

Attempts have been made to prevent theAttempts have been made to prevent the

development of post-traumatic stressdevelopment of post-traumatic stress

disorder (PTSD) and other psychiatricdisorder (PTSD) and other psychiatric

disorders by providing psychological inter-disorders by providing psychological inter-

ventions shortly after major traumaticventions shortly after major traumatic

events. A Cochrane systematic review ofevents. A Cochrane systematic review of

randomised controlled trials of earlyrandomised controlled trials of early

single-session psychological interventionssingle-session psychological interventions

that involved some reliving of the traumaticthat involved some reliving of the traumatic

experience compared with no interventionexperience compared with no intervention

found no effect on subsequent psychologi-found no effect on subsequent psychologi-

cal distress despite being well received bycal distress despite being well received by

a majority of participants (Rosea majority of participants (Rose et alet al,,

2001). More complex early psychological2001). More complex early psychological

interventions using cognitive–behaviouralinterventions using cognitive–behavioural

methods have provided more positive preli-methods have provided more positive preli-

minary results (Andreminary results (André et alet al, 1997; Bryant, 1997; Bryant etet

alal, 1998, 1999). This and the effectiveness, 1998, 1999). This and the effectiveness

of exposure therapy and cognitive therapyof exposure therapy and cognitive therapy

in the treatment of established PTSD (Sher-in the treatment of established PTSD (Sher-

man, 1998) led us to develop a four-sessionman, 1998) led us to develop a four-session

early intervention that included elements ofearly intervention that included elements of

exposure therapy and cognitive restructur-exposure therapy and cognitive restructur-

ing. This study was designed to test the hy-ing. This study was designed to test the hy-

pothesis that the intervention would reducepothesis that the intervention would reduce

symptoms of PTSD after physical injurysymptoms of PTSD after physical injury

and to identify factors that predict PTSDand to identify factors that predict PTSD

after physical injury.after physical injury.

METHODMETHOD

Participants were recruited through theParticipants were recruited through the

Accident and Emergency Unit of the Car-Accident and Emergency Unit of the Car-

diff Royal Infirmary, Wales, UK, betweendiff Royal Infirmary, Wales, UK, between

1 March 1997 and 28 February 1998 fol-1 March 1997 and 28 February 1998 fol-

lowing ethics committee approval. Indivi-lowing ethics committee approval. Indivi-

duals who appeared to satisfy the studyduals who appeared to satisfy the study

inclusion criteria were sent a descriptioninclusion criteria were sent a description

of the study and were contacted by tele-of the study and were contacted by tele-

phone 1 week after their physical injuryphone 1 week after their physical injury

by a research psychologist. Eligible andby a research psychologist. Eligible and

interested individuals were sent an infor-interested individuals were sent an infor-

mation sheet that described the study, ques-mation sheet that described the study, ques-

tionnaires and consent forms to be returnedtionnaires and consent forms to be returned

within 3 weeks of their injury. If nowithin 3 weeks of their injury. If no

response was received, a reminder was sent.response was received, a reminder was sent.

Study entry criteriaStudy entry criteria

The study entry criteria were: physicallyThe study entry criteria were: physically

injured (e.g. in a motor vehicle accident,injured (e.g. in a motor vehicle accident,

assault or industrial accident); local homeassault or industrial accident); local home

address; aged between 16 and 70 years;address; aged between 16 and 70 years;

no pre-existing major psychiatric disorder;no pre-existing major psychiatric disorder;

no major physical disability or illnessno major physical disability or illness

reported; no evidence of cognitive deficit;reported; no evidence of cognitive deficit;

evidence of acute psychological distress onevidence of acute psychological distress on

the three self-report questionnaires as deter-the three self-report questionnaires as deter-

mined by fulfilment of DSM–IV (Americanmined by fulfilment of DSM–IV (American

Psychiatric Association, 1994) PTSD symp-Psychiatric Association, 1994) PTSD symp-

tom criteria on the PTSD Diagnostic Scaletom criteria on the PTSD Diagnostic Scale

(Foa(Foa et alet al, 1993), a score of, 1993), a score of 4415 on the15 on the

anxiety or depression sub-scale of theanxiety or depression sub-scale of the

Hospital Anxiety and Depression ScaleHospital Anxiety and Depression Scale

(HADS; Zigmond & Snaith, 1983) or a(HADS; Zigmond & Snaith, 1983) or a

score ofscore of 4435 on the Impact of Event35 on the Impact of Event

Scale (IES; HorowitzScale (IES; Horowitz et alet al, 1979)., 1979).

DesignDesign

The study was a randomised controlledThe study was a randomised controlled

trial in which standard care only (the con-trial in which standard care only (the con-

trol condition that involved no formaltrol condition that involved no formal

psychosocial intervention) was comparedpsychosocial intervention) was compared

with standard care plus the four-sessionwith standard care plus the four-session

cognitive–behavioural intervention. Acognitive–behavioural intervention. A

placebo intervention condition was notplacebo intervention condition was not

used to control for non-specific interven-used to control for non-specific interven-

tion effects, given the previous neutral andtion effects, given the previous neutral and

negative findings with one-off interventionsnegative findings with one-off interventions

(Rose(Rose et alet al, 2001). The primary outcome, 2001). The primary outcome

measure was the change in IES score frommeasure was the change in IES score from

baseline at 3 and 13 months after injury.baseline at 3 and 13 months after injury.

Secondary outcome measures were aSecondary outcome measures were a

change in HADS scores and the total scorechange in HADS scores and the total score

on the clinician-administered PTSD Diag-on the clinician-administered PTSD Diag-

nostic Scale (Blakenostic Scale (Blake et alet al, 1990) at 3 and, 1990) at 3 and

13 months after injury. All of these scales13 months after injury. All of these scales

have been widely used in trauma researchhave been widely used in trauma research

and have been shown to have strongand have been shown to have strong

psychometric properties.psychometric properties.

RandomisationRandomisation

Following study entry, participants were al-Following study entry, participants were al-

located randomly either to the interventionlocated randomly either to the intervention

group or to standard care only (control)group or to standard care only (control)

group. Randomisation codes were gener-group. Randomisation codes were gener-

ated by computer in random-sized blocksated by computer in random-sized blocks

of four and six participants to ensureof four and six participants to ensure

equal-sized groups. Codes were written onequal-sized groups. Codes were written on

cards and sealed in opaque envelopes tocards and sealed in opaque envelopes to

conceal their contents from the researchconceal their contents from the research

psychologist prior to opening.psychologist prior to opening.

InterventionIntervention

The intervention consisted of four 1-hourThe intervention consisted of four 1-hour

weekly sessions between 5 and 10 weeksweekly sessions between 5 and 10 weeks
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after the physical injury. They were admi-after the physical injury. They were admi-

nistered by a research psychologist (R.P.),nistered by a research psychologist (R.P.),

fully trained and supervised in the interven-fully trained and supervised in the interven-

tion by J.I.B. Intervention fidelity was en-tion by J.I.B. Intervention fidelity was en-

sured in two ways. The intervention wassured in two ways. The intervention was

defined in detail in an intervention manualdefined in detail in an intervention manual

and 16 sessions were selected randomlyand 16 sessions were selected randomly

for audio-recording. J.I.B. listened to thefor audio-recording. J.I.B. listened to the

tapes and checked their content againsttapes and checked their content against

the instructions contained in the manual.the instructions contained in the manual.

The tapes confirmed that the interventionThe tapes confirmed that the intervention

was being delivered according to thewas being delivered according to the

instruction manual.instruction manual.

During the intervention, participantsDuring the intervention, participants

were educated regarding the stress responsewere educated regarding the stress response

to injury. They were then encouraged toto injury. They were then encouraged to

describe the traumatic incident in detail,describe the traumatic incident in detail,

in the first person present tense, includingin the first person present tense, including

thoughts, feelings, sights, smells, noises,thoughts, feelings, sights, smells, noises,

emotions and physical reactions. The ac-emotions and physical reactions. The ac-

count was read aloud by the participantscount was read aloud by the participants

and recorded on audio tape, which theyand recorded on audio tape, which they

were asked to listen to for at least half anwere asked to listen to for at least half an

hour every day throughout the interven-hour every day throughout the interven-

tion. The therapist also identified, discussedtion. The therapist also identified, discussed

and challenged any cognitive distortionsand challenged any cognitive distortions

such as unrealistic beliefs about being re-such as unrealistic beliefs about being re-

sponsible for their injury. Image habitua-sponsible for their injury. Image habitua-

tion training (Vaughan & Tarrier, 1992),tion training (Vaughan & Tarrier, 1992),

where a traumatic image is kept repeatedlywhere a traumatic image is kept repeatedly

in mind for 30 s or more, was used whenin mind for 30 s or more, was used when

the participant was being troubled by speci-the participant was being troubled by speci-

fic distressing intrusive images. A gradedfic distressing intrusive images. A graded inin

vivovivo exposure programme was devised ifexposure programme was devised if

the participant was avoiding real-life situa-the participant was avoiding real-life situa-

tions, for example car travel. Homeworktions, for example car travel. Homework

tasks comprised listening to the tape daily,tasks comprised listening to the tape daily,

using image habituation training whereusing image habituation training where

necessary and the achievement of anynecessary and the achievement of any

agreed exposure goals. During the finalagreed exposure goals. During the final

session, discussion focused on successessession, discussion focused on successes

and difficulties over the course of therapy.and difficulties over the course of therapy.

The participant was given a written sum-The participant was given a written sum-

mary that outlined successes, areas for at-mary that outlined successes, areas for at-

tention, potential problem areas and howtention, potential problem areas and how

to cope with these. In all the sessions, pro-to cope with these. In all the sessions, pro-

gress, levels of functioning and homeworkgress, levels of functioning and homework

compliance were reviewed.compliance were reviewed.

No interventionNo intervention

Individuals randomly allocated to the ‘noIndividuals randomly allocated to the ‘no

intervention’ group were advised of thisintervention’ group were advised of this

and that they would be contacted againand that they would be contacted again

12 weeks and 13 months after the trauma12 weeks and 13 months after the trauma

for further evaluation. Before randomis-for further evaluation. Before randomis-

ation, all individuals were advised that,ation, all individuals were advised that,

should they be allocated to the ‘no inter-should they be allocated to the ‘no inter-

vention’ group, they would not receive anvention’ group, they would not receive an

alternative intervention unless clinicallyalternative intervention unless clinically

indicated because this could compromiseindicated because this could compromise

interpretation of the results. They wereinterpretation of the results. They were

also advised that they could contact thealso advised that they could contact the

investigators at any time, should the needinvestigators at any time, should the need

arise.arise.

Patient evaluationsPatient evaluations

Baseline measures were obtained usingBaseline measures were obtained using

questionnaires designed to establish basicquestionnaires designed to establish basic

demographic information, levels of func-demographic information, levels of func-

tioning and perceptions of the trauma andtioning and perceptions of the trauma and

its impact. The HADS, IES and PTSDits impact. The HADS, IES and PTSD

Diagnostic Scale were also completed. AtDiagnostic Scale were also completed. At

12 weeks and 13 months after injury the12 weeks and 13 months after injury the

participants completed further question-participants completed further question-

naires, including the HADS and IES, tonaires, including the HADS and IES, to

determine the effects of injury. In addition,determine the effects of injury. In addition,

a second research psychologist (D.J.) inter-a second research psychologist (D.J.) inter-

viewed all participants and administeredviewed all participants and administered

the clinician-administered PTSD Diagnosticthe clinician-administered PTSD Diagnostic

Scale blind to whether or not the partici-Scale blind to whether or not the partici-

pant had received the intervention. D.J.pant had received the intervention. D.J.

was asked to indicate to which group shewas asked to indicate to which group she

thought that the participants had been allo-thought that the participants had been allo-

cated. Her classification was no differentcated. Her classification was no different

from chance, strongly suggesting successfulfrom chance, strongly suggesting successful

blinding.blinding.

Statistical analysisStatistical analysis

The protocol power calculation assumed aThe protocol power calculation assumed a

group difference in reduction of IES scoregroup difference in reduction of IES score

of 10 points over 13 months, with aof 10 points over 13 months, with a

within-group s.d. at baseline of 15. In orderwithin-group s.d. at baseline of 15. In order

to have a 95% probability of correctlyto have a 95% probability of correctly

detecting a significant difference and adetecting a significant difference and a

5% chance of incorrectly rejecting the null5% chance of incorrectly rejecting the null

hypothesis, a minimum sample size of 60hypothesis, a minimum sample size of 60

patients in each group was required. Thepatients in each group was required. The

main analysis of the results was anmain analysis of the results was an

intention-to-treat analysis based on allintention-to-treat analysis based on all

randomised participants as randomised.randomised participants as randomised.

The last valid score of those who did notThe last valid score of those who did not

complete the trial was carried forward forcomplete the trial was carried forward for

the final analysis. Unfortunately there isthe final analysis. Unfortunately there is

no really satisfactory solution to the generalno really satisfactory solution to the general

problem of missing data. It was thereforeproblem of missing data. It was therefore

decided also to analyse only those whodecided also to analyse only those who

completed, as a form of sensitivity analysis,completed, as a form of sensitivity analysis,

and to examine the degree to which thisand to examine the degree to which this

and the intention-to-treat analysis differ.and the intention-to-treat analysis differ.

The mean values obtained from the mainThe mean values obtained from the main

outcome measures at follow-up for the con-outcome measures at follow-up for the con-

trol group and the intervention group weretrol group and the intervention group were

compared using analysis of covariance,compared using analysis of covariance,

with the baseline score as covariate, andwith the baseline score as covariate, and

95% confidence intervals. Analysis of95% confidence intervals. Analysis of

covariance was performed separately forcovariance was performed separately for

each variable and time point. No inter-each variable and time point. No inter-

actions were tested. Dichotomous variablesactions were tested. Dichotomous variables

were analysed using relative risks and 95%were analysed using relative risks and 95%

confidence intervals.confidence intervals.

Forward linear stepwise regressionForward linear stepwise regression

analyses were performed to investigate theanalyses were performed to investigate the

impact of independent variables selectedimpact of independent variables selected aa

prioripriori through a review of the results of pre-through a review of the results of pre-

vious studies of predictors of PTSD on thevious studies of predictors of PTSD on the

total IES score at 3 and 13 months. Thetotal IES score at 3 and 13 months. The

independent variables selected were injuryindependent variables selected were injury

in assault, female gender, past psychiatricin assault, female gender, past psychiatric

history, past trauma history, neuroticism,history, past trauma history, neuroticism,

alexithymia, the intervention, compensa-alexithymia, the intervention, compensa-

tion claim, visual analogue scales regardingtion claim, visual analogue scales regarding

degree of self-blame, blaming others anddegree of self-blame, blaming others and

pain, and initial scores on the HADS anxi-pain, and initial scores on the HADS anxi-

ety and depression sub-scales and the IESety and depression sub-scales and the IES

intrusion and avoidance sub-scales. A vari-intrusion and avoidance sub-scales. A vari-

able was entered if the significance level ofable was entered if the significance level of

itsits FF-to-enter was less than the entry value-to-enter was less than the entry value

of 0.05, and removed if the significanceof 0.05, and removed if the significance

was greater than the removal value of 0.1.was greater than the removal value of 0.1.

All were measured at baseline with the ex-All were measured at baseline with the ex-

ception of the compensation variable (pro-ception of the compensation variable (pro-

portion who claimed compensation forportion who claimed compensation for

their injuries), which was determined attheir injuries), which was determined at

the 3- and 13-month follow-up interviews.the 3- and 13-month follow-up interviews.

RESULTSRESULTS

The trial profile is shown in Fig. 1. A totalThe trial profile is shown in Fig. 1. A total

of 473 individuals were sent the initialof 473 individuals were sent the initial

questionnaires because they described psy-questionnaires because they described psy-

chological symptoms and, potentially, ful-chological symptoms and, potentially, ful-

filled the other inclusion criteria. Of thefilled the other inclusion criteria. Of the

201 (42%) who were screened, 26 did not201 (42%) who were screened, 26 did not

fulfil the psychological distress criteria, 6fulfil the psychological distress criteria, 6

returned questionnaires too late, 10 hadreturned questionnaires too late, 10 had

pre-existing major psychiatric disorder, 6pre-existing major psychiatric disorder, 6

had major physical illness or disabilityhad major physical illness or disability

and 1 would not have been available forand 1 would not have been available for

follow-up. All 152 individuals who met allfollow-up. All 152 individuals who met all

the criteria were randomised; there werethe criteria were randomised; there were

87 females (57%) and 65 males (43%).87 females (57%) and 65 males (43%).

A total of 76 participants were random-A total of 76 participants were random-

ised to each group: 67 (88%) of the inter-ised to each group: 67 (88%) of the inter-

vention group and 61 (80%) of thevention group and 61 (80%) of the

control group completed the 3-monthcontrol group completed the 3-month

follow-up and 61 (80%) of the interventionfollow-up and 61 (80%) of the intervention

group and 55 (72%) of the control groupgroup and 55 (72%) of the control group

completed the 13-month follow-up. Therecompleted the 13-month follow-up. There

appeared to be no major differences inappeared to be no major differences in

relation to the outcome measures at base-relation to the outcome measures at base-

line between the 116 participants who com-line between the 116 participants who com-

pleted the follow-up period and the 36pleted the follow-up period and the 36

(24%) who did not: mean initial IES score(24%) who did not: mean initial IES score

was 46.0 (s.d.was 46.0 (s.d.¼16.3) for the former and16.3) for the former and

45.8 (s.d.45.8 (s.d.¼15.5) for the latter. Background15.5) for the latter. Background

variables and dimensions of trauma are setvariables and dimensions of trauma are set

out in Table 1. The intervention and con-out in Table 1. The intervention and con-

trol groups appeared equivalent. The meantrol groups appeared equivalent. The mean
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number of intervention sessions was 3.30number of intervention sessions was 3.30

(s.d.(s.d.¼1.24). Four (5%) of the intervention1.24). Four (5%) of the intervention

group completed no treatment sessions, 7group completed no treatment sessions, 7

(9%) completed one, 5 (7%) completed(9%) completed one, 5 (7%) completed

two, 6 (8%) completed three and 54 (71%)two, 6 (8%) completed three and 54 (71%)

completed all four. None of the controlcompleted all four. None of the control

group received alternative treatment.group received alternative treatment.

Dimensions of traumaDimensions of trauma

Of the intervention group 44 (58%) hadOf the intervention group 44 (58%) had

been injured as a result of a motor vehiclebeen injured as a result of a motor vehicle

accident, compared with 41 (54%) of theaccident, compared with 41 (54%) of the

control group; 25 (33%) of the interventioncontrol group; 25 (33%) of the intervention

group had been injured as a result of angroup had been injured as a result of an

assault, compared with 28 (37%) of theassault, compared with 28 (37%) of the

control group; and 7 (9%) of the interven-control group; and 7 (9%) of the interven-

tion group had been injured as a result oftion group had been injured as a result of

other incidents, compared with 7 (9%) ofother incidents, compared with 7 (9%) of

the control group. The latter included anthe control group. The latter included an

electrocution, partial amputation of finger-electrocution, partial amputation of finger-

tips, falls and a variety of industrial inju-tips, falls and a variety of industrial inju-

ries. The majority of individuals in bothries. The majority of individuals in both

groups – 61 (80%) of the interventiongroups – 61 (80%) of the intervention

group and 62 (82%) of the controlgroup and 62 (82%) of the control

group – had an Abbreviated Injury Scalegroup – had an Abbreviated Injury Scale

(Association for the Advancement of Auto-(Association for the Advancement of Auto-

motive Medicine, 1990) score of 1 (denot-motive Medicine, 1990) score of 1 (denot-

ing minor injury). Twelve (16%) of theing minor injury). Twelve (16%) of the

intervention group scored 2 (moderatelyintervention group scored 2 (moderately

severe injury), compared with elevensevere injury), compared with eleven

(15%) of the control group; and two(15%) of the control group; and two

(3%) of the intervention group and three(3%) of the intervention group and three

(4%) of the control group scored 3 (serious(4%) of the control group scored 3 (serious

injury). One incident involved the death ofinjury). One incident involved the death of

another individual.another individual.

Outcome measuresOutcome measures

The results of an intention-to-treat analysisThe results of an intention-to-treat analysis

of the main outcome measures based on allof the main outcome measures based on all

152 subjects are shown in Table 2. The152 subjects are shown in Table 2. The

mean reduction in the IES scores was signif-mean reduction in the IES scores was signif-

icantly greater in the intervention groupicantly greater in the intervention group

than in the control group at 13 monthsthan in the control group at 13 months

and was greater at 3 months, although thisand was greater at 3 months, although this

was not significant. These findings apply towas not significant. These findings apply to

the IES total score and to both the intrusionthe IES total score and to both the intrusion

and avoidance sub-scales. The clinician-and avoidance sub-scales. The clinician-

administered PTSD Diagnostic Scale scoresadministered PTSD Diagnostic Scale scores

were also lower in the intervention group atwere also lower in the intervention group at

both 3 and 13 months but the differencesboth 3 and 13 months but the differences

were not significant. There were no signifi-were not significant. There were no signifi-

cant differences in the reductions in thecant differences in the reductions in the

anxiety or depression sub-scale scores ofanxiety or depression sub-scale scores of

the HADS between the groups at anythe HADS between the groups at any

time point. The ‘completers-only’ analysistime point. The ‘completers-only’ analysis

revealed very similar results. The meanrevealed very similar results. The mean

reduction in IES scores was significantlyreduction in IES scores was significantly

greater in the intervention group at 13greater in the intervention group at 13

months and was greater than in the controlmonths and was greater than in the control

6 56 5

Fig. 1Fig. 1 Trial profile.Trial profile.

Table1Table1 Comparisonofbackgroundvariablesanddimensionsof traumabetweeninterventionandcontrolgroupsComparisonofbackgroundvariables anddimensionsof traumabetweeninterventionandcontrolgroups

Intervention groupIntervention group

(total(total nn¼76)76)

Control groupControl group

(total(total nn¼76)76)

Age, years (Age, years (nn (%))(%))

16^2416^24 20 (26%)20 (26%) 21 (28%)21 (28%)

25^3425^34 25 (33%)25 (33%) 16 (21%)16 (21%)

35^4435^44 17 (22%)17 (22%) 15 (20%)15 (20%)

45^5445^54 9 (12%)9 (12%) 12 (16%)12 (16%)

55^6455^64 5 (7%)5 (7%) 11 (14%)11 (14%)

65^6965^69 0 (0%)0 (0%) 1 (1%)1 (1%)

Female gender (Female gender (nn (%))(%)) 43 (57%)43 (57%) 44 (58%)44 (58%)

Employed (Employed (nn (%))(%)) 48 (63%)48 (63%) 46 (61%)46 (61%)

Married (Married (nn (%))(%)) 27 (36%)27 (36%) 30 (40%)30 (40%)

Past psychiatric history (Past psychiatric history (nn (%))(%)) 19 (25%)19 (25%) 17 (22%)17 (22%)

Previous trauma historyPrevious trauma history11 ((nn (%))(%)) 26 (34%)26 (34%) 28 (37%)28 (37%)

Motor vehicle accident (Motor vehicle accident (nn (%))(%)) 44 (58%)44 (58%) 41 (24%)41 (24%)

Assault (Assault (nn (%))(%)) 25 (33%)25 (33%) 28 (37%)28 (37%)

Other trauma (Other trauma (nn (%))(%)) 7 (9%)7 (9%) 7 (9%)7 (9%)

Category (Category (nn (%))(%))

MinorMinor 62 (82%)62 (82%) 62 (82%)62 (82%)

ModerateModerate 12 (16%)12 (16%) 11 (15%)11 (15%)

SeriousSerious 2 (3%)2 (3%) 3 (4%)3 (4%)

How stressfulHow stressful22 (mean (s.d.))(mean (s.d.)) 8.68 (1.88)8.68 (1.88) 8.84 (1.85)8.84 (1.85)

Blame othersBlame others22 (mean (s.d.))(mean (s.d.)) 8.38 (2.80)8.38 (2.80) 8.46 (2.85)8.46 (2.85)

Blame selfBlame self 22 (mean (s.d.))(mean (s.d.)) 2.37 (2.61)2.37 (2.61) 2.26 (2.46)2.26 (2.46)

Thoughtmight dieThoughtmight die22 (mean (s.d.))(mean (s.d.)) 3.96 (3.46)3.96 (3.46) 4.11 (3.65)4.11 (3.65)

Required rescue (Required rescue (nn (s.d.))(s.d.)) 26 (34%)26 (34%) 37 (49%)37 (49%)

Others injured (Others injured (nn (s.d.))(s.d.)) 21 (28%)21 (28%) 23 (30%)23 (30%)

1. Self-reported involvement in a traumatic event previously.1. Self-reported involvement in a traumatic event previously.
2. A 0^10 visual analogue scale.2. A 0^10 visual analogue scale.
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group at 3 months, although this was notgroup at 3 months, although this was not

significant. At 13 months the adjustedsignificant. At 13 months the adjusted

mean difference between scores for thosemean difference between scores for those

in the intervention group who completedin the intervention group who completed

the trial (the trial (nn¼61) and those in the control61) and those in the control

group was 10.0 (95% CI 3.4–16.6,group was 10.0 (95% CI 3.4–16.6,

PP¼0.003). There were no significant differ-0.003). There were no significant differ-

ences in the reductions in the anxiety orences in the reductions in the anxiety or

depression sub-scale scores of the HADSdepression sub-scale scores of the HADS

between the completer groups at any timebetween the completer groups at any time

point.point.

Twenty (30%) of both the interventionTwenty (30%) of both the intervention

and control groups satisfied the DSM–IVand control groups satisfied the DSM–IV

criteria for PTSD according to thecriteria for PTSD according to the

clinician-administered PTSD Diagnosticclinician-administered PTSD Diagnostic

Scale at 3 months (relative riskScale at 3 months (relative risk¼1.0, 95%1.0, 95%

CI 0.5–2.1). At 13 months, 10 (16%)CI 0.5–2.1). At 13 months, 10 (16%)

of the intervention group satisfied theof the intervention group satisfied the

DSM–IV criteria for PTSD compared withDSM–IV criteria for PTSD compared with

15 (27%) of the control group (relative15 (27%) of the control group (relative

riskrisk¼0.6, 95% CI 0.3–1.5). A 50%0.6, 95% CI 0.3–1.5). A 50%

reduction in the baseline IES score wasreduction in the baseline IES score was

found in 19 (25%) of the interventionfound in 19 (25%) of the intervention

group at 3 months compared with 15group at 3 months compared with 15

(20%) of the control group (relative(20%) of the control group (relative

riskrisk¼0.73, 95% CI 0.3–1.6). At 13 months0.73, 95% CI 0.3–1.6). At 13 months

34 (45%) of the intervention group had34 (45%) of the intervention group had

achieved a 50% reduction in the baselineachieved a 50% reduction in the baseline

IES score compared with 21 (28%) of theIES score compared with 21 (28%) of the

control group (relative riskcontrol group (relative risk¼0.5, 95%0.5, 95%

CI 0.2–0.9).CI 0.2–0.9).

Participants in the intervention groupParticipants in the intervention group

appeared to value the intervention, asappeared to value the intervention, as

judged by a mean score of 8.3 (s.d.judged by a mean score of 8.3 (s.d.¼1.7)1.7)
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Table 2Table 2 Main outcomemeasuresMain outcomemeasures

Psychometric measurePsychometric measure Intervention groupIntervention group

((nn¼76)76)

Mean (s.d.)Mean (s.d.)

Control groupControl group

((nn¼76)76)

Mean (s.d.)Mean (s.d.)

AdjustedmeanAdjustedmean

differencedifference

(95% CI)(95% CI)

FF PP11

HADS^AHADS^A

Initial scoreInitial score 12.0 (4.4)12.0 (4.4) 11.7 (4.4)11.7 (4.4)

Reduction at 3 monthsReduction at 3 months 2.1 (4.1)2.1 (4.1) 1.8 (3.7)1.8 (3.7) 0.3 (0.3 (770.9 to 1.5)0.9 to 1.5) 0.20.2 0.70.7

Reduction at 13 monthsReduction at 13 months 2.8 (4.4)2.8 (4.4) 2.4 (4.3)2.4 (4.3) 0.3 (0.3 (771.0 to 1.6)1.0 to 1.6) 0.20.2 0.60.6

HADS^DHADS^D

Initial scoreInitial score 8.5 (4.3)8.5 (4.3) 8.8 (4.5)8.8 (4.5)

Reduction at 3 monthsReduction at 3 months 2.0 (3.5)2.0 (3.5) 1.8 (4.0)1.8 (4.0) 0.3 (0.3 (770.8 to 1.5)0.8 to 1.5) 0.10.1 0.60.6

Reduction at 13 monthsReduction at 13 months 3.0 (3.9)3.0 (3.9) 2.6 (4.7)2.6 (4.7) 0.5 (0.5 (770.8 to 1.9)0.8 to 1.9) 0.80.8 0.40.4

IESIES

Initial scoreInitial score 47.0 (16.7)47.0 (16.7) 45.0 (15.5)45.0 (15.5)

Reduction at 3 monthsReduction at 3 months 10.0 (18.0)10.0 (18.0) 5.4 (16.3)5.4 (16.3) 4.1 (4.1 (771.3 to 9.4)1.3 to 9.4) 1.51.5 0.10.1

Reduction at 13 monthsReduction at 13 months 20.7 (22.3)20.7 (22.3) 11.2 (18.1)11.2 (18.1) 8.48.4 (2.4 to 14.4)(2.4 to 14.4) 9.09.0 0.0060.006

IES^IIES^I

Initial scoreInitial score 24.1 (8.9)24.1 (8.9) 23.8 (8.4)23.8 (8.4)

Reduction at 3 monthsReduction at 3 months 5.1 (9.9)5.1 (9.9) 3.8 (8.3)3.8 (8.3) 1.2 (1.2 (771.6 to 4.0)1.6 to 4.0) 0.30.3 0.40.4

Reduction at 13 monthsReduction at 13 months 11.4 (11.7)11.4 (11.7) 7.6 (9.4)7.6 (9.4) 3.63.6 (0.5 to 6.7)(0.5 to 6.7) 7.57.5 0.020.02

IES^AIES^A

Initial scoreInitial score 23.0 (9.5)23.0 (9.5) 21.1 (9.0)21.1 (9.0)

Reduction at 3 monthsReduction at 3 months 5.0 (10.2)5.0 (10.2) 1.6 (9.8)1.6 (9.8) 2.7 (2.7 (770.3 to 5.8)0.3 to 5.8) 2.42.4 0.10.1

Reduction at 13 monthsReduction at 13 months 9.4 (12.4)9.4 (12.4) 3.6 (10.8)3.6 (10.8) 4.84.8 (1.4 to 8.2)(1.4 to 8.2) 7.87.8 0.0060.006

CAPSCAPS

3 months3 months22 31.1 (21.3)31.1 (21.3) 34.8 (24.6)34.8 (24.6) 773.7 (3.7 (7711.4 to 4.1)11.4 to 4.1) 0.40.4

13 months13 months22 20.9 (16.6)20.9 (16.6) 27.5 (24.2)27.5 (24.2) 776.6 (6.6 (7713.6 to 0.4)13.6 to 0.4) 0.070.07

HADS^A, anxiety sub-scale of the Hospital Anxiety and Depression Scale; HADS^D, depression sub-scale of the Hospital Anxiety and Depression Scale; IES, Impact of Event Scale;HADS^A, anxiety sub-scale of the Hospital Anxiety and Depression Scale; HADS^D, depression sub-scale of the Hospital Anxiety and Depression Scale; IES, Impact of Event Scale;
IES^I, intrusion sub-scale of the Impact of Event Scale; IES^A, avoidance sub-scale of the Impact of Event Scale; CAPS,Clinician-Administered Post-Traumatic Stress Disorder Scale.IES^I, intrusion sub-scale of the Impact of Event Scale; IES^A, avoidance sub-scale of the Impact of Event Scale; CAPS,Clinician-Administered Post-Traumatic Stress Disorder Scale.
1. All statistics are analysis of covariance using baseline score as covariate, except CAPSwhere1. All statistics are analysis of covariance using baseline score as covariate, except CAPSwhere tt-test was used as therewas no baseline scale.-test was used as there was no baseline scale.
2. Independent rater measures. All other measures are self-rated.2. Independent rater measures. All othermeasures are self-rated.

Table 3Table 3 Stepwise linear regression analysis results using scores on the intrusion sub-scale of the Impact ofStepwise linear regression analysis results using scores on the intrusion sub-scale of the Impact of

Event Scale (IES^I) at 3 months and13 months as the dependent variableEvent Scale (IES^I) at 3 months and13 months as the dependent variable

VariableVariable RegressionRegression

coefficient (coefficient (BB))

Standard errorStandard error

ofof BB

TT PP

ThreemonthsThreemonths

IES^IIES^I 1.161.16 0.190.19 6.086.08 550.0010.001

HADS^DHADS^D 0.790.79 0.380.38 2.072.07 0.040.04

(Constant)(Constant) 1.811.81 4.554.55 0.400.40 0.690.69

ThirteenmonthsThirteenmonths

IES^IIES^I 0.800.80 0.200.20 4.094.09 550.0010.001

InterventionIntervention 8.868.86 3.363.36 2.642.64 0.010.01

PainPain 1.381.38 0.660.66 2.102.10 0.040.04

(Constant)(Constant) 7714.5214.52 7.457.45 771.951.95 0.050.05

HADS^D, depression sub-scale of the Hospital Anxiety and Depression Scale.HADS^D, depression sub-scale of the Hospital Anxiety and Depression Scale.
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when asked to evaluate the usefulness ofwhen asked to evaluate the usefulness of

the intervention on a 0–10 scale (0the intervention on a 0–10 scale (0¼‘no‘no

use at all’; 10use at all’; 10¼‘as useful as I can imagine’).‘as useful as I can imagine’).

Linear regression analysesLinear regression analyses

Total IES at 3 monthsTotal IES at 3 months

Table 3 displays the results of this analysis.Table 3 displays the results of this analysis.

The first variable to be added was the initialThe first variable to be added was the initial

intrusion score on the IES (IES–I), whichintrusion score on the IES (IES–I), which

accounted for 31% of the total variance.accounted for 31% of the total variance.

The variable entered in step 2 was theThe variable entered in step 2 was the

initial depression score on the HADSinitial depression score on the HADS

(HADS–D), which, along with the IES–I(HADS–D), which, along with the IES–I

score, accounted for 33% of the total vari-score, accounted for 33% of the total vari-

ance of the IES total score at 3 months. Noance of the IES total score at 3 months. No

further variables were added to the resultsfurther variables were added to the results

because the predetermined 0.05 limit wasbecause the predetermined 0.05 limit was

reached. This shows that the initial IES–Ireached. This shows that the initial IES–I

score influenced the total IES score atscore influenced the total IES score at

3 months more than any other independent3 months more than any other independent

variable, and that the initial HADS–D scorevariable, and that the initial HADS–D score

had a small additional influence on thehad a small additional influence on the

total IES at 3 months independently of thetotal IES at 3 months independently of the

IES–I.IES–I.

Total IES at 13 monthsTotal IES at 13 months

The first variable to be added was initialThe first variable to be added was initial

IES–I score, which accounted for 12% ofIES–I score, which accounted for 12% of

the total variance. The variable entered inthe total variance. The variable entered in

step 2 was the intervention, which, alongstep 2 was the intervention, which, along

with IES–I, accounted for 19% of the totalwith IES–I, accounted for 19% of the total

variance. The level of pain reported initiallyvariance. The level of pain reported initially

was entered in step 3, which, along withwas entered in step 3, which, along with

the intervention and the IES–I score,the intervention and the IES–I score,

accounted for 21% of the total varianceaccounted for 21% of the total variance

of the IES total score at 13 months. Noof the IES total score at 13 months. No

further variables were added to the resultsfurther variables were added to the results

because the predetermined 0.05 limit wasbecause the predetermined 0.05 limit was

reached. This shows that the initial IES–Ireached. This shows that the initial IES–I

score influenced the total IES score at 13score influenced the total IES score at 13

months more than any other independentmonths more than any other independent

variable. Receipt of the intervention alsovariable. Receipt of the intervention also

significantly influenced the total IES scoresignificantly influenced the total IES score

at 13 months to a lesser extent, as did theat 13 months to a lesser extent, as did the

level of initial pain reported.level of initial pain reported.

DISCUSSIONDISCUSSION

The main finding in this study was thatThe main finding in this study was that

symptoms of PTSD as measured by thesymptoms of PTSD as measured by the

IES had decreased significantly more inIES had decreased significantly more in

the intervention group than in the controlthe intervention group than in the control

group at the 13-month follow-up. Thegroup at the 13-month follow-up. The

avoidance sub-scale scores of the IES hadavoidance sub-scale scores of the IES had

decreased significantly more at 3 months.decreased significantly more at 3 months.

The treatment effect was modest and theThe treatment effect was modest and the

clinician-administered PTSD Diagnosticclinician-administered PTSD Diagnostic

Scale and the HADS scores did not dropScale and the HADS scores did not drop

differentially across the two groups. Theredifferentially across the two groups. There

were no other significant differenceswere no other significant differences

between the groups over time. Time had abetween the groups over time. Time had a

marked effect: symptoms in both groupsmarked effect: symptoms in both groups

decreased significantly over the 13 monthsdecreased significantly over the 13 months

on all measures. Linear regression analyseson all measures. Linear regression analyses

found that higher initial intrusion andfound that higher initial intrusion and

depression scores were predictive of worsedepression scores were predictive of worse

outcome at 3 months and that higher initialoutcome at 3 months and that higher initial

intrusion scores, not receiving the inter-intrusion scores, not receiving the inter-

vention and higher levels of reported painvention and higher levels of reported pain

initially were predictive of worse outcomeinitially were predictive of worse outcome

at 13 months.at 13 months.

DesignDesign

Rigorous study design and methodologicalRigorous study design and methodological

soundness were key objectives becausesoundness were key objectives because

many previous studies of the effectivenessmany previous studies of the effectiveness

of brief interventions have been character-of brief interventions have been character-

ised by porous methodology. The sampleised by porous methodology. The sample

size was larger than in previous studies ofsize was larger than in previous studies of

early multiple-session interventions follow-early multiple-session interventions follow-

ing traumatic events and those whoing traumatic events and those who

completed the follow-up period were repre-completed the follow-up period were repre-

sentative of those included. The 13-monthsentative of those included. The 13-month

follow-up period enabled longer-termfollow-up period enabled longer-term

assessment of the intervention than inassessment of the intervention than in

previous studies. The exclusion criteriaprevious studies. The exclusion criteria

may have led to some bias but were likelymay have led to some bias but were likely

to result in the exclusion of individuals lessto result in the exclusion of individuals less

likely to respond to a brief, focusedlikely to respond to a brief, focused

intervention.intervention.

Efficacy and mechanismEfficacy andmechanism

In common with the three previousIn common with the three previous

positive-outcome randomised controlledpositive-outcome randomised controlled

trials (Andretrials (André et alet al, 1997; Bryant, 1997; Bryant et alet al,,

1998, 1999) but contrary to the findings1998, 1999) but contrary to the findings

of investigations of early single-sessionof investigations of early single-session

interventions (Roseinterventions (Rose et alet al, 2001), the results, 2001), the results

of this study suggest that a four-sessionof this study suggest that a four-session

cognitive–behavioural intervention reducescognitive–behavioural intervention reduces

the symptoms of PTSD following physicalthe symptoms of PTSD following physical

injury and is well tolerated. However, thisinjury and is well tolerated. However, this

study is not directly comparable with thestudy is not directly comparable with the

studies of Bryantstudies of Bryant et alet al (1998, 1999) because(1998, 1999) because

Bryant and colleagues worked with patientsBryant and colleagues worked with patients

identified as having acute stress disorderidentified as having acute stress disorder

and the intervention was planned to beand the intervention was planned to be

applied withinapplied within 2 weeks. In our study2 weeks. In our study

individuals had toindividuals had to be experiencing symp-be experiencing symp-

toms but no diagnosis was required andtoms but no diagnosis was required and

the intervention was between 5 and 10the intervention was between 5 and 10

weeks post-trauma.weeks post-trauma.

Possible mechanisms for the positivePossible mechanisms for the positive

outcome in this study include the fact thatoutcome in this study include the fact that

processing may occur with regularprocessing may occur with regular

controlled exposure, as happens withcontrolled exposure, as happens with

multiple-session but not single-sessionmultiple-session but not single-session

interventions. This explanation is consis-interventions. This explanation is consis-

tent with psychological theories in whichtent with psychological theories in which

it is argued that the formation of fear struc-it is argued that the formation of fear struc-

tures and associated avoidance behaviourtures and associated avoidance behaviour

leads to the development of PTSD (e.g.leads to the development of PTSD (e.g.

Foa & Kozak, 1986). The educational com-Foa & Kozak, 1986). The educational com-

ponent and cognitive restructuring mayponent and cognitive restructuring may

also have facilitated the processing of trau-also have facilitated the processing of trau-

matic material. The absence of a significantmatic material. The absence of a significant

effect on outcome 3 months after injuryeffect on outcome 3 months after injury

except on the avoidance sub-scale of theexcept on the avoidance sub-scale of the

IES and the fact that rates of PTSD wereIES and the fact that rates of PTSD were

equal in both groups may be due to theequal in both groups may be due to the

recent completion of the month-longrecent completion of the month-long

intervention. It might have been desirableintervention. It might have been desirable

on this basis to have delayed the post-on this basis to have delayed the post-

treatment assessment until 1 month aftertreatment assessment until 1 month after

completion of the intervention, althoughcompletion of the intervention, although

previous studies have not found equivalentprevious studies have not found equivalent

rates of PTSD after intervention (e.g.rates of PTSD after intervention (e.g.

BryantBryant et alet al, 1998, 1999). Ongoing, 1998, 1999). Ongoing

confrontation of feared stimuli may haveconfrontation of feared stimuli may have

resulted in the positive effects of exposureresulted in the positive effects of exposure

work increasing over time, as has beenwork increasing over time, as has been

shown in treatment trials of exposureshown in treatment trials of exposure

therapy for established PTSD (Markstherapy for established PTSD (Marks et alet al,,

1998).1998).

The positive impact of the interventionThe positive impact of the intervention

was not very large. There are several poten-was not very large. There are several poten-

tial explanations for this. It may be that thetial explanations for this. It may be that the

intervention was not long enough, thatintervention was not long enough, that

the cognitive–behavioural techniques usedthe cognitive–behavioural techniques used

were not effective for some individuals orwere not effective for some individuals or

that the relative inexperience of the thera-that the relative inexperience of the thera-

pist had a bearing on the results. Thesepist had a bearing on the results. These

explanations would appear to be supportedexplanations would appear to be supported

by a study of acute stress disorder in whichby a study of acute stress disorder in which

individuals appeared to improve moreindividuals appeared to improve more

following five 1.5-h sessions delivered byfollowing five 1.5-h sessions delivered by

more experienced therapists (Bryantmore experienced therapists (Bryant et alet al,,

1998). However, the precisely defined1998). However, the precisely defined

nature of the therapy and the supervisionnature of the therapy and the supervision

and fidelity checks should have helped toand fidelity checks should have helped to

reduce any negative impact of therapistreduce any negative impact of therapist

experience. Previous research suggests thatexperience. Previous research suggests that

therapist inexperience has a small negativetherapist inexperience has a small negative

impact on outcome (Stein & Lambert,impact on outcome (Stein & Lambert,

1995).1995).

The focus of the intervention on PTSDThe focus of the intervention on PTSD

may account for the finding that there weremay account for the finding that there were

no significant differences in depression andno significant differences in depression and

anxiety scores between the intervention andanxiety scores between the intervention and

control groups: the intervention neithercontrol groups: the intervention neither

decreased nor increased anxiety and depres-decreased nor increased anxiety and depres-

sion relative to the control group. Thission relative to the control group. This

raises questions about the significance ofraises questions about the significance of

the effect of treatment of anxiety andthe effect of treatment of anxiety and

depression. It seems probable that otherdepression. It seems probable that other

symptoms such as anxiety and depressionsymptoms such as anxiety and depression

may require treatment in their own rightmay require treatment in their own right
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through psychological or pharmacologicalthrough psychological or pharmacological

techniques.techniques.

PredictorsPredictors

The finding that initial intrusion symptomsThe finding that initial intrusion symptoms

on the IES are predictive of poor outcomeon the IES are predictive of poor outcome

at both 3 and 13 months is supported byat both 3 and 13 months is supported by

previous studies (Brewinprevious studies (Brewin et alet al, 1998). The, 1998). The

association of a poorer outcome with initialassociation of a poorer outcome with initial

depression is also supported by otherdepression is also supported by other

studies (Wallace & Lees, 1988; Freedmanstudies (Wallace & Lees, 1988; Freedman

et alet al, 1999). The other factors identified, 1999). The other factors identified

as being predictive of poorer outcome atas being predictive of poorer outcome at

13 months were the absence of intervention13 months were the absence of intervention

and higher levels of initial pain. The findingand higher levels of initial pain. The finding

of an association with physical pain is inter-of an association with physical pain is inter-

esting. Physical pain may make the initialesting. Physical pain may make the initial

experience more traumatic or be anotherexperience more traumatic or be another

index of psychological distress. Pain hasindex of psychological distress. Pain has

been much researched and found to bebeen much researched and found to be

associated with poorer psychological out-associated with poorer psychological out-

come in other studies (Perrycome in other studies (Perry et alet al, 1987;, 1987;

DifedeDifede et alet al, 1997). The absence of an asso-, 1997). The absence of an asso-

ciation of IES score with the other variablesciation of IES score with the other variables

considered is also important.considered is also important.

Clinical implicationsClinical implications

This study suggests that individualsThis study suggests that individuals

presenting to accident and emergencypresenting to accident and emergency

departments with minor/moderately severedepartments with minor/moderately severe

injury can be helped by routine screeninginjury can be helped by routine screening

to detect the presence of acute psycho-to detect the presence of acute psycho-

logical sequelae and, if these are present,logical sequelae and, if these are present,

by a four-session cognitive–behaviouralby a four-session cognitive–behavioural

intervention. This intervention is straight-intervention. This intervention is straight-

forward and could be delivered by mentalforward and could be delivered by mental

health professionals or counsellors withhealth professionals or counsellors with

specific training and supervision. Imple-specific training and supervision. Imple-

mentation would have major resourcementation would have major resource

implications, however, because there is noimplications, however, because there is no

similar intervention being carried outsimilar intervention being carried out

routinely in trauma centres at present.routinely in trauma centres at present.

Given the lack of evidence of theGiven the lack of evidence of the

effectiveness of early single-session inter-effectiveness of early single-session inter-

ventions, we consider it unlikely that aventions, we consider it unlikely that a

shorter intervention than this one is likelyshorter intervention than this one is likely

to be beneficial. Streamlining the inter-to be beneficial. Streamlining the inter-

vention could reduce costs but would bevention could reduce costs but would be

unlikely to be cost-effective. It could beunlikely to be cost-effective. It could be

argued that it is not cost-effective to treatargued that it is not cost-effective to treat

all cases this early, given the high rate ofall cases this early, given the high rate of

remission in the control group. An alterna-remission in the control group. An alterna-

tive ‘stepped care’ approach could be intro-tive ‘stepped care’ approach could be intro-

duced where only those individuals whoduced where only those individuals who

remain symptomatic at, say, 3 months areremain symptomatic at, say, 3 months are

offered a four-session intervention, whichoffered a four-session intervention, which

would be likely to result in a reduction ofwould be likely to result in a reduction of

the numbers entering treatment. This could,the numbers entering treatment. This could,

however, result in the development of morehowever, result in the development of more

established and potentially more difficult-established and potentially more difficult-

to-treat disorders than those present 1to-treat disorders than those present 1

month after injury. Investment could,month after injury. Investment could,

potentially, lead to reduced morbidity andpotentially, lead to reduced morbidity and

improved functioning in what is a veryimproved functioning in what is a very

large population of those with physicallarge population of those with physical

injury.injury.

There remain many unanswered ques-There remain many unanswered ques-

tions. Not everyone in the interventiontions. Not everyone in the intervention

group experienced improvement andgroup experienced improvement and

although there was a modest reduction inalthough there was a modest reduction in

PTSD symptoms at 13 months it wasPTSD symptoms at 13 months it was

apparent that several individuals continuedapparent that several individuals continued

to experience significant distress. However,to experience significant distress. However,

this study is evidence that early inter-this study is evidence that early inter-

ventions can help and serves as a catalystventions can help and serves as a catalyst

to further research in this area. Futureto further research in this area. Future

research should investigate interventionresearch should investigate intervention

timing in more detail, specific interventionstiming in more detail, specific interventions

for coexisting anxiety and depressive symp-for coexisting anxiety and depressive symp-

toms and application to those with moretoms and application to those with more

serious trauma.serious trauma.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& Four sessions of early cognitive^behavioural therapy canmodestly reduceFour sessions of early cognitive^behavioural therapy canmodestly reduce
symptoms of post-traumatic stress disorder, but not depression or anxiety, insymptoms of post-traumatic stress disorder, but not depression or anxiety, in
individuals distressed following physical injury.individuals distressed following physical injury.

&& The benefits of four sessions of early cognitive^behavioural therapy appear toThe benefits of four sessions of early cognitive^behavioural therapy appear to
increase over time.increase over time.

&& A stepped-care approach could be implementedwith routine screening and theA stepped-care approach could be implementedwith routine screening and the
offer of four sessions of cognitive^behavioural therapy to symptomatic individuals.offer of four sessions of cognitive^behavioural therapy to symptomatic individuals.

LIMITATIONSLIMITATIONS

&& No interview datawere collected at baseline and therewas no placeboNo interview datawere collected at baseline and therewas no placebo
intervention condition.intervention condition.

&& The severity of injury wasmild tomoderate and it is notknown if this interventionThe severityof injury wasmild tomoderate and it is notknown if this intervention
would helpmore severely injured individuals.would helpmore severely injured individuals.

&& The cost-effectiveness of early intervention needs to be tested.The cost-effectiveness of early intervention needs to be tested.

JONATHAN I.BISSON,MD,Department of Liaison Psychiatry,Cardiff and Vale NHS Trust,University HospitalJONATHAN I.BISSON,MD,Department of Liaison Psychiatry,Cardiff and Vale NHS Trust,University Hospital
of Wales,Cardiff; JONATHANP. SHEPHERD, PhD, FMedSci,DEBORAH JOY,MPhil, RACHEL PROBERT,BA,of Wales,Cardiff; JONATHANP. SHEPHERD, PhD, FMedSci,DEBORAH JOY,MPhil, RACHEL PROBERT,BA,
Violence Research Group,Department of Oral Surgery,Medicine and Pathology,University of Wales College ofViolence Research Group,Department of Oral Surgery,Medicine and Pathology,University of Wales College of
Medicine,Cardiff; ROBERTG.NEWCOMBE, PhD,Department of Epidemiology, Statistics and Public Health,Medicine,Cardiff; ROBERTG.NEWCOMBE, PhD,Department of Epidemiology, Statistics and Public Health,
University of Wales College of Medicine,Cardiff,UKUniversity of Wales College of Medicine,Cardiff,UK

Correspondence: Jonathan I.Bisson,Department of Liaison Psychiatry,Cardiff and Vale NHS Trust,Correspondence: Jonathan I.Bisson,Department of Liaison Psychiatry,Cardiff and Vale NHS Trust,
Monmouth House,University Hospital of Wales,Heath Park,Cardiff CF14 4XW,UK.Monmouth House,University Hospital of Wales,Heath Park,Cardiff CF14 4XW,UK.
Tel: 029 20743940; fax: 029 20743928; e-mail:BissonJITel: 029 20743940; fax: 029 20743928; e-mail:BissonJI@@Cardiff.ac.ukCardiff.ac.uk

(First received 16 April 2003, final revision 24 July 2003, accepted 12 August 2003)(First received 16 April 2003, final revision 24 July 2003, accepted 12 August 2003)

https://doi.org/10.1192/bjp.184.1.63 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.184.1.63


EARLY CBT FOR PTSD SYMPTOMSEARLY CBT FOR PTSD SYMPTOMS

Blake, D. D.,Weathers, F.W., Nagy, L. M.,Blake, D. D.,Weathers, F.W.,Nagy, L. M., et alet al (1990)(1990)
A clinician rating scale for assessing current and lifetimeA clinician rating scale for assessing current and lifetime
PTSD: the CAPS-I.PTSD: the CAPS-I. BehaviourTherapyBehaviourTherapy,, 1313, 187^188., 187^188.

Brewin,C. R., Andrews, B., Rose, S.,Brewin,C. R., Andrews, B., Rose, S., et alet al (1998)(1998)
Acute stress disorder and post-traumatic stress disorderAcute stress disorder and post-traumatic stress disorder
in victims of violent crime.in victims of violent crime. American Journal of PsychiatryAmerican Journal of Psychiatry,,
156156, 360^366., 360^366.

Bryant, R. A.,Harvey, A. G., Dang, S.T.,Bryant, R. A.,Harvey, A. G., Dang, S.T., et alet al (1998)(1998)
Treatment of acute stress disorder: a comparison ofTreatment of acute stress disorder: a comparison of
cognitive^behavioral therapy and supportivecognitive^behavioral therapy and supportive
counselling.counselling. Journal of Consulting and Clinical PsychologyJournal of Consulting and Clinical Psychology,,
6666, 862^866., 862^866.

Bryant, R. A., Sackville,T., Dang, S.T.,Bryant, R. A., Sackville,T., Dang, S.T., et alet al (1999)(1999)
Treating acute stress disorder: an evaluation of cognitiveTreating acute stress disorder: an evaluation of cognitive
behavior therapy and supportive counselling techniques.behavior therapy and supportive counselling techniques.
American Journal of PsychiatryAmerican Journal of Psychiatry,, 156156, 1780^1786.,1780^1786.

Difede, J., Jaffe, A. B., Musngi,G.,Difede, J., Jaffe, A. B., Musngi, G., et alet al (1997)(1997)
Determinants of pain expression in hospitalized burnDeterminants of pain expression in hospitalized burn
patients.patients. PainPain,, 7272, 245^251., 245^251.

Foa, E. B. & Kozak, M. J. (1986)Foa, E. B. & Kozak, M. J. (1986) Emotional processingEmotional processing
of fear: exposure to corrective information.of fear: exposure to corrective information. PsychologicalPsychological
BulletinBulletin,, 9999, 20^35., 20^35.

Foa, E. B., Riggs, D. S., Dancu,C.V.,Foa, E. B., Riggs, D. S., Dancu,C.V., et alet al (1993)(1993)
Reliability and validity of a brief instrument for assessingReliability and validity of a brief instrument for assessing
post traumatic stress disorder.post traumatic stress disorder. Journal of Traumatic StressJournal of Traumatic Stress,,
66, 459^473., 459^473.

Freedman, S. A., Brandes, D., Peri,T.,Freedman, S. A., Brandes, D., Peri,T., et alet al (1999)(1999)
Predictors of chronic post-traumatic stress disorder. APredictors of chronic post-traumatic stress disorder. A
prospective study.prospective study. British Journal of PsychiatryBritish Journal of Psychiatry,, 174174,,
353^359.353^359.

Horowitz, M.,Wilner,N. & Alvarez,W. (1979)Horowitz, M.,Wilner,N. & Alvarez,W. (1979) ImpactImpact
of Event Scale: a measure of subjective stress.of Event Scale: a measure of subjective stress.
Psychosomatic MedicinePsychosomatic Medicine,, 4141, 209^218., 209^218.

Marks, I., Lovell, K., Noshirvani,H.,Marks, I., Lovell, K., Noshirvani,H., et alet al (1998)(1998)
Treatment of posttraumatic stress disorder by exposureTreatment of posttraumatic stress disorder by exposure
and/or cognitive restructuring: a controlled study.and/or cognitive restructuring: a controlled study.
Archives of General PsychiatryArchives of General Psychiatry,, 5555, 317^325., 317^325.

Perry, S.W.,Cella, D. F., Falkenberg, J.,Perry, S.W.,Cella, D. F., Falkenberg, J., et alet al
(1987)(1987) Pain perception in burn patients with stressPain perception in burn patients with stress
disorders.disorders. Journal of Pain Symptom ManagementJournal of Pain Symptom Management,, 22,,
29^33.29^33.

Rose, S., Bisson, J. & Wessely, S. (2001)Rose, S., Bisson, J. & Wessely, S. (2001) A systematicA systematic
review of brief psychological interventions (‘debriefing’)review of brief psychological interventions (‘debriefing’)
for the treatment of immediate trauma relatedfor the treatment of immediate trauma related
symptomssymptoms and the prevention of post-traumatic stressand the prevention of post-traumatic stress

disorder.disorder. Cochrane LibraryCochrane Library, issue 3.Oxford: Update, issue 3.Oxford: Update
Software.Software.

Shepherd, J. P. & Bisson, J. I. (2004)Shepherd, J. P. & Bisson, J. I. (2004) TowardsTowards
integrated health care: a model for assault victimsintegrated health care: a model for assault victims
(editorial).(editorial). British Journal of PsychiatryBritish Journal of Psychiatry,, 184184, 3^4., 3^4.

Sherman, J. J. (1998)Sherman, J. J. (1998) Effects of psychotherapeuticEffects of psychotherapeutic
treatments for PTSD: a meta-analysis of controlledtreatments for PTSD: a meta-analysis of controlled
clinical trials.clinical trials. Journal of Traumatic StressJournal of Traumatic Stress,, 1111, 413^436., 413^436.

Stein, D. M. & Lambert, M. J. (1995)Stein, D. M. & Lambert, M. J. (1995) GraduateGraduate
training in psychotherapy: are therapy outcomestraining in psychotherapy: are therapy outcomes
enhanced?enhanced? Journal of Consulting and Clinical PsychologyJournal of Consulting and Clinical Psychology,,
6363, 182^196., 182^196.

Vaughan, K. & Tarrier, N. (1992)Vaughan, K. & Tarrier, N. (1992) The use ofThe use of
image habituation training with post-traumaticimage habituation training with post-traumatic
stress disorders.stress disorders. British Journal of PsychiatryBritish Journal of Psychiatry,, 161161,,
658^664.658^664.

Wallace, L.M. & Lees, J. (1988)Wallace, L.M. & Lees, J. (1988) Apsychological follow-A psychological follow-
up study of adult patients discharged from a British burnup study of adult patients discharged from a British burn
unit.unit. BurnsBurns,, 1414, 39^45., 39^45.

Zigmond, A. S. & Snaith, R. P. (1983)Zigmond, A. S. & Snaith, R. P. (1983) The HospitalThe Hospital
Anxiety and Depression Scale.Anxiety and Depression Scale. Acta PsychiatricaActa Psychiatrica
ScandinavicaScandinavica,, 6767, 361^370., 361^370.

6 96 9

https://doi.org/10.1192/bjp.184.1.63 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.184.1.63

