
BackgroundBackground Patients attendinganPatients attendingan

accident and emergencydepartmentmayaccident and emergencydepartmentmay

exhibit psychological disturbancespost-exhibit psychological disturbancespost-

injury.Early interventions have beeninjury.Early interventions have been

suggested to reduce the riskof post-injurysuggested to reduce the riskof post-injury

disorder, includingpsychoeducation.disorder, includingpsychoeducation.

AimsAims We assessed the efficacyofWe assessed the efficacyof

providing such self-help information.providing such self-help information.

MethodMethod Patientswhohad experiencedPatientswhohad experienced

traumawere randomised to two groups:traumawere randomised to two groups:

those given (those given (nn¼75) andnotgiven (75) andnotgiven (nn¼67)67)

a self-help booklet.Psychologicala self-help booklet.Psychological

assessmentswere completedwithin 2,assessmentswere completedwithin 2,

10^12 and 24^26 weeks.10^12 and 24^26 weeks.

ResultsResults Post-traumatic stress disorderPost-traumatic stress disorder

(PTSD), anxiety and depression(PTSD), anxiety and depression

decreased (decreased (PP550.05) withtime butthere0.05) withtime butthere

wereno group differences in PTSDorwere no group differences in PTSDor

anxiety.The controlswere less depressedanxiety.The controlswere less depressed

((PP550.05) at follow-up.Therewas a0.05) at follow-up.Therewas a

reduction in PTSDcasenesswithinthereduction in PTSDcasenesswithinthe

control (50%) comparedwiththecontrol (50%) comparedwiththe

intervention (20%) groupwhichwasintervention (20%) groupwhichwas

almost significant (almost significant (PP550.06).0.06).

ConclusionsConclusions This trial failed to supportThis trial failed to support

the efficacyof providing self-helpthe efficacyof providing self-help

information as a preventive strategy toinformation as a preventive strategy to

ameliorate PTSD.ameliorate PTSD.
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Fundingdetailed in Acknowledgements.Fundingdetailed in Acknowledgements.

Following traumatic injury, people oftenFollowing traumatic injury, people often

experience adverse psychological conse-experience adverse psychological conse-

quences including post-traumatic stressquences including post-traumatic stress

disorder (PTSD) (O’Donnelldisorder (PTSD) (O’Donnell et alet al, 2003),, 2003),

other psychological symptoms (Masonother psychological symptoms (Mason etet

alal, 2002, 2002aa) and socio-economic conse-) and socio-economic conse-

quences (Masonquences (Mason et alet al, 2002, 2002bb). Effective). Effective

treatments (Ehlerstreatments (Ehlers et alet al, 2003; Harvey, 2003; Harvey etet

alal, 2003) exist but access is often limited, 2003) exist but access is often limited

by the availability of therapists. Accord-by the availability of therapists. Accord-

ingly, attempts have been made at early oringly, attempts have been made at early or

time-limited interventions (e.g. ‘psycho-time-limited interventions (e.g. ‘psycho-

logical debriefing’) but these have receivedlogical debriefing’) but these have received

little empirical support (Litzlittle empirical support (Litz et alet al, 2002;, 2002;

Bisson, 2003; McNallyBisson, 2003; McNally et alet al, 2003). Never-, 2003). Never-

theless, the development of secondary pre-theless, the development of secondary pre-

vention methods is attractive and onevention methods is attractive and one

possible approach is the provision of self-possible approach is the provision of self-

help information, such as that commonlyhelp information, such as that commonly

available in accident and emergencyavailable in accident and emergency

(A&E) departments. The present study(A&E) departments. The present study

constitutes a randomised controlled trialconstitutes a randomised controlled trial

designed to assess the efficacy of providingdesigned to assess the efficacy of providing

information booklets to patients seriallyinformation booklets to patients serially

attending an A&E department followingattending an A&E department following

physical injury.physical injury.

METHODMETHOD

PatientsPatients

Over a 4-month period 2818 patients whoOver a 4-month period 2818 patients who

attended A&E at the Northern Generalattended A&E at the Northern General

Hospital in Sheffield between August andHospital in Sheffield between August and

November 2001 were invited by letter toNovember 2001 were invited by letter to

participate in the study. Inclusion criteriaparticipate in the study. Inclusion criteria

were: age between 16 and 65 years andwere: age between 16 and 65 years and

injuries sustained only as a result of ainjuries sustained only as a result of a

road traffic accident (RTA), occupationalroad traffic accident (RTA), occupational

injury or assault. Patients were excludedinjury or assault. Patients were excluded

if they were non-English speaking becauseif they were non-English speaking because

of difficulties with the written self-of difficulties with the written self-

report assessments.report assessments.

ProcedureProcedure

Approval was obtained from the NorthApproval was obtained from the North

Sheffield Research Ethics Committee. InSheffield Research Ethics Committee. In

liaison with consultant medical staff,liaison with consultant medical staff,

clerical staff identified those patients visit-clerical staff identified those patients visit-

ing A&E following an RTA, occupationaling A&E following an RTA, occupational

injury or assault. Prior to contact, patientsinjury or assault. Prior to contact, patients

were checked to ensure that they metwere checked to ensure that they met

the inclusion criteria and were not toothe inclusion criteria and were not too

physically unstable to be approached forphysically unstable to be approached for

consent.consent.

Patients were first contacted by letter,Patients were first contacted by letter,

asked to read an information sheet, and ifasked to read an information sheet, and if

they agreed to take part in the study, tothey agreed to take part in the study, to

return the consent form in a prepaidreturn the consent form in a prepaid

envelope provided. Within 2 weeks ofenvelope provided. Within 2 weeks of

A&E attendance they were sent the firstA&E attendance they were sent the first

questionnaire designed to gather baselinequestionnaire designed to gather baseline

demographic data and information aboutdemographic data and information about

the accident. On return of this question-the accident. On return of this question-

naire, participants were assigned, usingnaire, participants were assigned, using

random number tables by a masked inde-random number tables by a masked inde-

pendent investigator, to either the inter-pendent investigator, to either the inter-

vention or control groups. Participantsvention or control groups. Participants

within the intervention group were sent awithin the intervention group were sent a

self-help booklet about emotional reactionsself-help booklet about emotional reactions

to physical injury, within 6–8 weeks ofto physical injury, within 6–8 weeks of

their attendance. Participants in the controltheir attendance. Participants in the control

group were sent a letter without the patientgroup were sent a letter without the patient

information. Four weeks later all partici-information. Four weeks later all partici-

pants were sent a second questionnaire topants were sent a second questionnaire to

assess differences in psychological outcome.assess differences in psychological outcome.

A follow-up questionnaire was sent to bothA follow-up questionnaire was sent to both

groups between 24 and 26 weeks followinggroups between 24 and 26 weeks following

attendance. Control participants wereattendance. Control participants were

offered a copy of the self-help booklet atoffered a copy of the self-help booklet at

the end of the study.the end of the study.

Self-help information bookletSelf-help information booklet

The self-help information comprised aThe self-help information comprised a

booklet (8 pages, 550 words) entitledbooklet (8 pages, 550 words) entitled

‘Responses to traumatic injury’ and was‘Responses to traumatic injury’ and was

based on a leaflet developed by the Psychol-based on a leaflet developed by the Psychol-

ogy Department at Harrogate Districtogy Department at Harrogate District

Hospital. In the leaflet, common physiolo-Hospital. In the leaflet, common physiolo-

gical, psychological and behavioural reac-gical, psychological and behavioural reac-

tions to traumatic injury are described andtions to traumatic injury are described and

normalised. Advice regarding non-avoidancenormalised. Advice regarding non-avoidance

and emotional support is also given,and emotional support is also given,

together with information on seekingtogether with information on seeking

further help. The booklet was approvedfurther help. The booklet was approved

by the Northern General Hospital’s Patientby the Northern General Hospital’s Patient

Information Group, which included a userInformation Group, which included a user

representative, and had a Flesch–Kincaidrepresentative, and had a Flesch–Kincaid

reading age (determined through Microsoftreading age (determined through Microsoft

Word) of 8 years, well below the ceilingWord) of 8 years, well below the ceiling

of 12 years recommended for use in theof 12 years recommended for use in the

National Health Service (NHS).National Health Service (NHS).

MeasuresMeasures

Questionnaires at baseline (2 weeks), post-Questionnaires at baseline (2 weeks), post-

intervention (10–12 weeks) and follow-upintervention (10–12 weeks) and follow-up

(24–26 weeks) included the self-report(24–26 weeks) included the self-report
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measures below, together with questionsmeasures below, together with questions

relating to demographic information andrelating to demographic information and

the nature of the injury. The main out-the nature of the injury. The main out-

comes were assessed as the difference incomes were assessed as the difference in

the following measures between baselinethe following measures between baseline

and post-intervention functioning 10–12and post-intervention functioning 10–12

weeks after the accident.weeks after the accident.

Post-Traumatic Diagnostic ScalePost-Traumatic Diagnostic Scale

The Post-Traumatic Diagnostic Scale (PDS)The Post-Traumatic Diagnostic Scale (PDS)

was selected as the primary outcomewas selected as the primary outcome

measure and is designed to self-assess PTSDmeasure and is designed to self-assess PTSD

according to DSM–IV criteria (Americanaccording to DSM–IV criteria (American

Psychiatric Association, 1994). The scalePsychiatric Association, 1994). The scale

has good agreement with the Structuredhas good agreement with the Structured

Clinical Interview for Diagnosis (FoaClinical Interview for Diagnosis (Foa et alet al,,

1997). The PDS asks about difficulties1997). The PDS asks about difficulties

experienced over the previous 4 weeks.experienced over the previous 4 weeks.

However, the wording of the question-However, the wording of the question-

naire at baseline was changed to reflectnaire at baseline was changed to reflect

difficulties since the incident.difficulties since the incident.

Hospital Anxiety and Depression ScaleHospital Anxiety and Depression Scale

The Hospital Anxiety and Depression ScaleThe Hospital Anxiety and Depression Scale

(HADS) was selected as a secondary out-(HADS) was selected as a secondary out-

come measure to reflect more generalcome measure to reflect more general

psychological sequelae and is widely usedpsychological sequelae and is widely used

to assess levels of anxiety and depressionto assess levels of anxiety and depression

(Snaith & Zigmond, 1994).(Snaith & Zigmond, 1994).

At follow-up patients within the inter-At follow-up patients within the inter-

vention group were asked whether theyvention group were asked whether they

had read the booklet and to rate how usefulhad read the booklet and to rate how useful

they had found it; they were also giventhey had found it; they were also given

the opportunity to complete some openthe opportunity to complete some open

questions about their experiences.questions about their experiences.

Statistical analysisStatistical analysis

Questionnaires were analysed using SPSSQuestionnaires were analysed using SPSS

for Windows Version 11. Multivariatefor Windows Version 11. Multivariate

analyses of variance (MANOVAs) and ana-analyses of variance (MANOVAs) and ana-

lyses of variance (ANOVAs) were used tolyses of variance (ANOVAs) were used to

compare groups (control and intervention)compare groups (control and intervention)

for outcome measures across time intervals.for outcome measures across time intervals.

All results were taken as significant at theAll results were taken as significant at the

level oflevel of PP550.05 employing two-tailed tests0.05 employing two-tailed tests

unless specified otherwise. Power analysis,unless specified otherwise. Power analysis,

using a previously observed (Ehlersusing a previously observed (Ehlers et alet al,,

2003) small effect size of 0.27 for change2003) small effect size of 0.27 for change

in the PDS following provision of an infor-in the PDS following provision of an infor-

mation booklet, indicated a total samplemation booklet, indicated a total sample

size of 120 would be sufficient for an alphasize of 120 would be sufficient for an alpha

level of 0.05 and power of 0.80 (Erdfelderlevel of 0.05 and power of 0.80 (Erdfelder

et alet al, 1996). On the basis of previous, 1996). On the basis of previous

research (Masonresearch (Mason et alet al, 2002, 2002aa,,bb) we had) we had

estimated attrition from the trial of aroundestimated attrition from the trial of around

30%. Both intention-to-treat and completer30%. Both intention-to-treat and completer

analyses were conducted. The formeranalyses were conducted. The former

included all participants who consented asincluded all participants who consented as

per the protocol, including some adminis-per the protocol, including some adminis-

trative drop-outs and those that reportedtrative drop-outs and those that reported

that they had not read the booklet (baselinethat they had not read the booklet (baseline

values were substituted at all subsequentvalues were substituted at all subsequent

points in the analysis for these partici-points in the analysis for these partici-

pants). However, the results focus on thosepants). However, the results focus on those

completing the analysis to obtain represen-completing the analysis to obtain represen-

tative changes in outcome. Qualitative datatative changes in outcome. Qualitative data

from the open-ended questions asked atfrom the open-ended questions asked at

follow-up were analysed using contentfollow-up were analysed using content

analysis (Patton, 1987), which involvesanalysis (Patton, 1987), which involves

identifying the frequency of themes withinidentifying the frequency of themes within

the data.the data.

RESULTSRESULTS

Response ratesResponse rates

Of the 2818 patients who were eligible andOf the 2818 patients who were eligible and

invited to take part in the study, 291invited to take part in the study, 291

(10.3%) consented to participate, com-(10.3%) consented to participate, com-

pleted the baseline questionnaire and werepleted the baseline questionnaire and were

randomised into two groups. Of these,randomised into two groups. Of these,

222 (76.3%) completed questionnaires at222 (76.3%) completed questionnaires at

baseline and post-intervention. However,baseline and post-intervention. However,

66 patients did not receive either the66 patients did not receive either the

control letter or the booklet within thecontrol letter or the booklet within the

specified 6–8 weeks of their attendance atspecified 6–8 weeks of their attendance at

A&E, and were therefore removed fromA&E, and were therefore removed from

the analysis. This was owing to an earlythe analysis. This was owing to an early

administrative failure in printing the book-administrative failure in printing the book-

let and letters, which was beyond thelet and letters, which was beyond the

control of the researchers. Each arm ofcontrol of the researchers. Each arm of

the trial was similarly affected. Fourteenthe trial was similarly affected. Fourteen

patients from the intervention grouppatients from the intervention group

reported that they had not read the bookletreported that they had not read the booklet

and were also removed from the study,and were also removed from the study,

reducing the final sample to 142. Of these,reducing the final sample to 142. Of these,

100 (70.4%) returned their questionnaires100 (70.4%) returned their questionnaires

at follow-up. These data are summarisedat follow-up. These data are summarised

in Fig. 1in Fig. 1

Differences betweenDifferences between
non-responders, respondersnon-responders, responders
and those who dropped outand those who dropped out

Differences between responders (Differences between responders (nn¼291),291),

non-responders (non-responders (nn¼2527) and those who2527) and those who

dropped out from the intervention (dropped out from the intervention (nn¼69)69)

are summarised in Table 1.are summarised in Table 1.
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Fig. 1Fig. 1 Summary of trial.Summary of trial.
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At baseline, significant differences wereAt baseline, significant differences were

found between responders (found between responders (nn¼291) and291) and

non-responders (non-responders (nn¼2527) for trauma type2527) for trauma type

((ww22(2)(2)¼24.52,24.52, PP550.001) which resulted0.001) which resulted

from a higher proportion of occupationalfrom a higher proportion of occupational

injuries and assaults in the non-responders.injuries and assaults in the non-responders.

Conversely, there were more RTAsConversely, there were more RTAs

among responders than non-responders.among responders than non-responders.

There was also a higher (There was also a higher (ww22(1)(1)¼40.62,40.62,

PP550.001)0.001) proportion of males (72.5%)proportion of males (72.5%)

in the non-in the non-responders than the respondersresponders than the responders

(54.6%). Non-responders were also signifi-(54.6%). Non-responders were also signifi-

cantly younger (cantly younger (tt(2816)(2816)¼5.44,5.44, PP550.001)0.001)

than the responders (meanthan the responders (mean¼33.0733.07 v.v.

37.35 years; s.d.37.35 years; s.d.¼12.1512.15 vv. 12.76). Post-. 12.76). Post-

intervention, the only difference (intervention, the only difference (tt(289)(289)¼
2.841,2.841, PP550.001) between those remaining0.001) between those remaining

in the study and those who dropped outin the study and those who dropped out

was age: those who dropped out werewas age: those who dropped out were

younger (meanyounger (mean¼33.58, s.d.33.58, s.d.¼11.20) than11.20) than

those who completed (meanthose who completed (mean¼38.52,38.52,

s.d.s.d.¼11.20). A similar analysis comparing11.20). A similar analysis comparing

original responders with those whooriginal responders with those who

dropped out at follow-up revealed only adropped out at follow-up revealed only a

significant gender effect (significant gender effect (ww22(1)(1)¼3.97,3.97,

PP550.05), with more men remaining in the0.05), with more men remaining in the

study.study.

No other significant differences wereNo other significant differences were

found between responders and those whofound between responders and those who

dropped out with respect to accident type,dropped out with respect to accident type,

gender, employment status, marital statusgender, employment status, marital status

or alcohol intake (or alcohol intake (PP550.23). Similarly, a0.23). Similarly, a

MANOVA and three 2MANOVA and three 2663 ANOVAs were3 ANOVAs were

employed to assess significant differencesemployed to assess significant differences

between responders and those whobetween responders and those who

dropped out on measures of psychologicaldropped out on measures of psychological

disorder at baseline. Neither MANOVAdisorder at baseline. Neither MANOVA

(Wilks’ lambda(Wilks’ lambda FF(3,238)(3,238)¼0.99, P0.99, P¼0.68)0.68)

nor separate ANOVAs revealed significantnor separate ANOVAs revealed significant

differences between responders and thosedifferences between responders and those

who dropped out regarding symptomwho dropped out regarding symptom

severity, (severity, (FFs(1,287)s(1,287)550.85,0.85, PP440.36).0.36).

Comparison of groups priorComparison of groups prior
to interventionto intervention

Characteristics of the groups are presentedCharacteristics of the groups are presented

in Table 2. The groups were comparedin Table 2. The groups were compared

using appropriate statistics, but as expectedusing appropriate statistics, but as expected

no differences were observed.no differences were observed.

Effects of the interventionEffects of the intervention

The effect of providing an informationThe effect of providing an information

booklet was assessed by comparing groupbooklet was assessed by comparing group

differences across time, with relation todifferences across time, with relation to

symptom severity for PTSD, anxiety andsymptom severity for PTSD, anxiety and

depression and the prevalence of clinicaldepression and the prevalence of clinical

caseness. The primary outcome measure,caseness. The primary outcome measure,

however, was reduction in symptom sever-however, was reduction in symptom sever-

ity in the PDS 4 weeks following the inter-ity in the PDS 4 weeks following the inter-

vention. Initially, MANOVA was used tovention. Initially, MANOVA was used to

assess group differences in improvementassess group differences in improvement

scores (post-interventionscores (post-intervention77baseline) forbaseline) for

symptom severity scores for PDS, anxietysymptom severity scores for PDS, anxiety

and depression. No significant differencesand depression. No significant differences

were found for either the analysis of thosewere found for either the analysis of those

completing the study (Wilks’ lambdacompleting the study (Wilks’ lambda

FF(3,138)(3,138)¼0.94,0.94, PP¼0.12) or intention-to-0.12) or intention-to-

treat including just the non-readers (Wilks’treat including just the non-readers (Wilks’

lambdalambda FF(3,152)(3,152)¼0.97,0.97, PP¼0.18) or the0.18) or the

total respondent sample (Wilks’ lambdatotal respondent sample (Wilks’ lambda

FF(3,218)(3,218)¼0.98,0.98, PP¼0.19).0.19).

Given that the intervention might haveGiven that the intervention might have

differentially targeted the various outcomedifferentially targeted the various outcome

measures employed, with a greater emphasismeasures employed, with a greater emphasis

on PTSD symptoms, individual univariateon PTSD symptoms, individual univariate

tests were also conducted comparing base-tests were also conducted comparing base-

line and post intervention. Analysis ofline and post intervention. Analysis of

changes in PDS severity only revealed achanges in PDS severity only revealed a

time effect (time effect (FF(1,140)(1,140)¼5.93,5.93, PP550.05),0.05),

whereby scores decreased post-interventionwhereby scores decreased post-intervention

(mean(mean¼10.3010.30 v.v. 8.93, s.d.8.93, s.d.¼11.1411.14 v.v.

11.68), all other effects and interactions11.68), all other effects and interactions

were not significant (were not significant (PP¼0.57). The findings0.57). The findings

from the intention-to-treat analyses were allfrom the intention-to-treat analyses were all
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Table1Table1 Characteristics of non-responders, responders and thosewho dropped out from intervention andCharacteristics of non-responders, responders and thosewho dropped out from intervention and

follow-upfollow-up

Non-respondersNon-responders

((nn¼2527)2527)

RespondersResponders

((nn¼291)291)

Dropped out atDropped out at

6^8 weeks6^8 weeks

((nn¼69)69)

Dropped outDropped out

from follow-upfrom follow-up

((nn¼42)42)

Type of accidentType of accident

AssaultAssault 753 (29.9%)753 (29.9%) 67 (23.0%)67 (23.0%) 21 (30.4%)21 (30.4%) 10 (23.8%)10 (23.8%)

OccupationalOccupational 1074 (42.5%)1074 (42.5%) 103 (35.4%)103 (35.4%) 21 (30.4%)21 (30.4%) 16 (38.1%)16 (38.1%)

Road traffic accidentRoad traffic accident 700 (27.7%)700 (27.7%) 121 (41.6%)121 (41.6%) 27 (39.1%)27 (39.1%) 16 (38.1%)16 (38.1%)

Age, mean (s.d.)Age, mean (s.d.) 33.07 (12.15)33.07 (12.15) 38.52 (11.20)38.52 (11.20) 33.58 (11.20)33.58 (11.20) 37.40 (11.47)37.40 (11.47)

GenderGender

MaleMale 1833 (72.5%)1833 (72.5%) 159 (54.6%)159 (54.6%) 40 (58.0%)40 (58.0%) 17 (40.5%)17 (40.5%)

FemaleFemale 693 (27.5%)693 (27.5%) 132 (45.4%)132 (45.4%) 29 (42.0%)29 (42.0%) 25 (59.5%)25 (59.5%)

Table 2Table 2 Comparison of background variables and dimensions of trauma between intervention and controlComparison of background variables and dimensions of trauma between intervention and control

groupsgroups

Intervention groupIntervention group

((nn¼75)75)

Control groupControl group

((nn¼67)67)

Age (years)Age (years)

MeanMean 39.7439.74 37.4237.42

MedianMedian 40.0040.00 35.0035.00

s.d.s.d. 12.4812.48 12.1312.13

Female genderFemale gender 34 (45%)34 (45%) 36 (54%)36 (54%)

EmployedEmployed 65 (87%)65 (87%) 50 (75%)50 (75%)

Marital statusMarital status

SingleSingle 22 (29%)22 (29%) 27 (40%)27 (40%)

MarriedMarried 38 (51%)38 (51%) 32 (48%)32 (48%)

Divorced/widowedDivorced/widowed 15 (20%)15 (20%) 8 (12%)8 (12%)

Trauma typeTrauma type

AssaultAssault 12 (16%)12 (16%) 16 (24%)16 (24%)

OccupationalOccupational 30 (40%)30 (40%) 28 (42%)28 (42%)

Road traffic accidentRoad traffic accident 33 (44%)33 (44%) 23 (34%)23 (34%)

Baseline symptomsBaseline symptoms

PDS, mean (s.d.)PDS, mean (s.d.) 10.92 (11.50)10.92 (11.50) 9.61 (10.77)9.61 (10.77)

HADS^A, mean (s.d.)HADS^A, mean (s.d.) 6.81 (4.96)6.81 (4.96) 7.07 (4.20)7.07 (4.20)

HADS^D, mean (s.d.)HADS^D, mean (s.d.) 4.08 (4.54)4.08 (4.54) 3.84 (3.52)3.84 (3.52)

PDS, Post-Traumatic Diagnostic Scale; HADS,Hospital Anxiety and Depression Scale; A, anxiety; D, depression.PDS, Post-Traumatic Diagnostic Scale; HADS,Hospital Anxiety and Depression Scale; A, anxiety; D, depression.
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consistent, with time being the only signifi-consistent, with time being the only signifi-

cant effect. Across the 142 patients whocant effect. Across the 142 patients who

completed, caseness for meeting criteriacompleted, caseness for meeting criteria

for PTSD according to the PDS was alsofor PTSD according to the PDS was also

assessed and yielded 44 (31%) at baseline.assessed and yielded 44 (31%) at baseline.

Post-intervention, only 21% of patientsPost-intervention, only 21% of patients

from the intervention group (5/24) hadfrom the intervention group (5/24) had

improved, whereas 50% from the controlimproved, whereas 50% from the control

group (10/20) showed improvement andgroup (10/20) showed improvement and

were no longer classified as having PTSD.were no longer classified as having PTSD.

This difference between the groups almostThis difference between the groups almost

reached significance (reached significance (ww22(1)(1)¼4.13,4.13, PP¼0.06).0.06).

The pattern of findings for anxiety andThe pattern of findings for anxiety and

depression were similar to those describeddepression were similar to those described

above. Significant time effects were foundabove. Significant time effects were found

for reductions in caseness and severityfor reductions in caseness and severity

for both anxiety (for both anxiety (ww22(1)(1)¼31,31, PP550.001;0.001;

FF(1,140)(1,140)¼5.29,5.29, PP550.05) and depression0.05) and depression

((ww22(1)(1)¼32.58,32.58, PP550.001;0.001; FF (1,140)(1,140)¼4.47,4.47,

PP¼0.05). No significant differences0.05). No significant differences

between groups for anxiety or depressionbetween groups for anxiety or depression

were obtained in either casenesswere obtained in either caseness

((ww22(1)(1)¼1.71 and 1.25,1.71 and 1.25, PP440.19) or severity0.19) or severity

((FF(1,140)(1,140)¼0.84 and 0.70,0.84 and 0.70, PP¼0.73 and0.73 and

0.40). No interactions were significant.0.40). No interactions were significant.

Analyses based on intention-to-treat, whichAnalyses based on intention-to-treat, which

included all participants as per protocol,included all participants as per protocol,

yielded an identical pattern of significantyielded an identical pattern of significant

effects, with the exception of an almost sig-effects, with the exception of an almost sig-

nificant group effect for depressionnificant group effect for depression

((FF(1,220)(1,220)¼3.76,3.76, PP¼0.054): the booklet0.054): the booklet

group was more depressed (meangroup was more depressed (mean¼4.88)4.88)

than the control (meanthan the control (mean¼3.80).3.80).

Follow-upFollow-up

A separate analysis of those patientsA separate analysis of those patients

((nn¼100) who completed questionnaires100) who completed questionnaires

throughout the study and at follow-upthroughout the study and at follow-up

revealed significant effects of time inrevealed significant effects of time in

symptom severity for PDS (symptom severity for PDS (FF(1,98)(1,98)¼6.22,6.22,

PP550.05) and for anxiety and depression0.05) and for anxiety and depression

((FF(1,98)(1,98)¼2.83 and 3.35;2.83 and 3.35; PP550.05 respec-0.05 respec-

tively) but no group differences (tively) but no group differences (PP440.5).0.5).

There was also a significant interaction ofThere was also a significant interaction of

groupgroup66time (time (FF(1,98)(1,98)¼3.14,3.14, PP550.05) for0.05) for

depression, whereby severity decreaseddepression, whereby severity decreased

further in the control rather than in thefurther in the control rather than in the

intervention group. Caseness was assessedintervention group. Caseness was assessed

across the three time periods and betweenacross the three time periods and between

groups, using a 3groups, using a 3662 randomisation test2 randomisation test

(Todman & Dugard, 2001). The only sig-(Todman & Dugard, 2001). The only sig-

nificant effect was across time for anxietynificant effect was across time for anxiety

((FF(2)(2)¼3.57,3.57, PP550.05); all other main0.05); all other main

effects (effects (PP440.21) and their interactions0.21) and their interactions

((PP440.13), were non-significant across all0.13), were non-significant across all

three measures. Changes in caseness andthree measures. Changes in caseness and

symptom severity across all three timesymptom severity across all three time

periods are displayed in Table 3.periods are displayed in Table 3.

Injury typeInjury type

Additional subgroup analyses were con-Additional subgroup analyses were con-

ducted to assess whether the type of injuryducted to assess whether the type of injury

might have affected the outcome. Amight have affected the outcome. A

MANOVA comparing injury types forMANOVA comparing injury types for

PTSD, anxiety and depression severityPTSD, anxiety and depression severity

scores was significant (Wilks’ lambdascores was significant (Wilks’ lambda

FF(6,268)(6,268)¼0.83,0.83, PP550.001). However,0.001). However,

univariate analyses revealed only significantunivariate analyses revealed only significant

time effects (time effects (PP550.04) for PDS and anxiety0.04) for PDS and anxiety

severity, irrespective of whether completerseverity, irrespective of whether completer

or intention-to-treat analyses were per-or intention-to-treat analyses were per-

formed, and reflected a decline in scores.formed, and reflected a decline in scores.

Depression revealed no significant effects.Depression revealed no significant effects.

In order to adjust for the possible combinedIn order to adjust for the possible combined

effects of injury type and associated PTSDeffects of injury type and associated PTSD

severity on outcome, a series of analysesseverity on outcome, a series of analyses

of covariance (ANCOVAs) was run usingof covariance (ANCOVAs) was run using

the baseline PDS score as the covariatethe baseline PDS score as the covariate

against post-intervention outcomes foragainst post-intervention outcomes for

PTSD, anxiety and depression. None ofPTSD, anxiety and depression. None of

these ANCOVAs was significantthese ANCOVAs was significant

((FF(1,139)(1,139)¼0.34, 1.57 and 0.48,0.34, 1.57 and 0.48, PP¼0.56,0.56,

0.21 and 0.36, respectively). Similar analy-0.21 and 0.36, respectively). Similar analy-

ses based on intention-to-treat analysesses based on intention-to-treat analyses

were also non-significant (were also non-significant (PP550.59).0.59).

Patient perception of the self-helpPatient perception of the self-help
bookletbooklet

Out of 75 patients, 68 rated the usefulnessOut of 75 patients, 68 rated the usefulness

of the booklet on a scale of 0 (not useful)of the booklet on a scale of 0 (not useful)

to 5 (very useful), resulting in a mean ratingto 5 (very useful), resulting in a mean rating

of 2.98 (medianof 2.98 (median¼3, mode3, mode¼4, range4, range¼5).5).

Overall, 66% deemed the booklet useful.Overall, 66% deemed the booklet useful.

With respect to the content analysis, 38%With respect to the content analysis, 38%

of people completed the qualitative portionof people completed the qualitative portion

of the questionnaire. When asked what wasof the questionnaire. When asked what was

particularly helpful, 16 people (47%)particularly helpful, 16 people (47%)

referred to information and advice andreferred to information and advice and

11 people (32%) the normalisation of11 people (32%) the normalisation of

reactions.reactions.

DISCUSSIONDISCUSSION

This trial did not support the efficacy ofThis trial did not support the efficacy of

routinely providing an educational bookletroutinely providing an educational booklet

on psychological consequences of injury toon psychological consequences of injury to

A&E attenders. Patients in receipt of theA&E attenders. Patients in receipt of the

booklet did not report either less severe orbooklet did not report either less severe or

fewer symptoms of PTSD, anxiety or de-fewer symptoms of PTSD, anxiety or de-

pression than those patients that did notpression than those patients that did not

receive the booklet. Indeed, some datareceive the booklet. Indeed, some data

suggested a trend for more patients whosuggested a trend for more patients who

had originally met the criteria for PTSD athad originally met the criteria for PTSD at

baseline to improve in the control group.baseline to improve in the control group.

Similarly, there was a suggestion that theSimilarly, there was a suggestion that the
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Table 3Table 3 PDS and HADS severity and caseness at baseline, post-intervention and follow-upPDS and HADS severity and caseness at baseline, post-intervention and follow-up

Baseline (Baseline (nn¼142)142) Post-intervention (Post-intervention (nn¼142)142) Follow-up (Follow-up (nn¼100)100)11

SeveritySeverity CasenessCaseness SeveritySeverity CasenessCaseness SeveritySeverity CasenessCaseness

MeanMean (s.d.)(s.d.) nn (%)(%) MeanMean (s.d.)(s.d.) nn (%)(%) MeanMean (s.d.)(s.d.) nn (%)(%)

Control (Control (nn¼67)67)

PDSPDS 10.0210.02 (11.50)(11.50) 2020 (14)(14) 9.269.26 (12.43)(12.43) 1010 (7)(7) 7.807.80 (10.61)(10.61) 1010 (10)(10)

HADS anxietyHADS anxiety 7.177.17 (4.37)(4.37) 3131 (22)(22) 5.385.38 (4.31)(4.31) 1818 (13)(13) 6.176.17 (5.15)(5.15) 1313 (13)(13)

HADS depressionHADS depression 3.963.96 (3.52)(3.52) 99 (6)(6) 3.113.11 (3.82)(3.82) 1010 (7)(7) 2.802.80 (2.80)(2.80) 77 (7)(7)

Intervention (Intervention (nn¼75)75)

PDSPDS 10.1510.15 (11.30)(11.30) 2424 (17)(17) 8.838.83 (10.93)(10.93) 1919 (13)(13) 8.338.33 (10.91)(10.91) 1414 (14)(14)

HADS anxietyHADS anxiety 6.466.46 (5.01)(5.01) 3737 (26)(26) 6.386.38 (4.56)(4.56) 2929 (20)(20) 6.226.22 (4.78)(4.78) 1414 (14)(14)

HADS depressionHADS depression 4.174.17 (4.75)(4.75) 1717 (12)(12) 4.224.22 (4.48)(4.48) 1515 (11)(11) 4.154.15 (2.80)(2.80) 1818 (18)(18)

PDS, Post-Traumatic Diagnostic Scale; HADS,Hospital Anxiety and Depression Scale.PDS, Post-Traumatic Diagnostic Scale; HADS,Hospital Anxiety and Depression Scale.
1. Forty-six in the control group completed the follow-up questionnaire and 54 in the intervention group.1. Forty-six in the control group completed the follow-up questionnaire and 54 in the intervention group.
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control group showed greater improvementcontrol group showed greater improvement

in depression scores over time. Neverthe-in depression scores over time. Neverthe-

less, over two-thirds of patients wholess, over two-thirds of patients who

received the booklet rated it as useful.received the booklet rated it as useful.

What can we conclude, therefore, aboutWhat can we conclude, therefore, about

the utility of providing information to A&Ethe utility of providing information to A&E

attenders following injury? The provisionattenders following injury? The provision

of self-help materials is strongly advocatedof self-help materials is strongly advocated

within the NHS as a means of informingwithin the NHS as a means of informing

patients of their condition and its treatmentpatients of their condition and its treatment

(Department of Health, 2001; King’s Fund,(Department of Health, 2001; King’s Fund,

2003). Moreover, psychoeducation gener-2003). Moreover, psychoeducation gener-

ally is said to have proven efficacy (e.g.ally is said to have proven efficacy (e.g.

Gould & Clum, 1993). In contrast, theseGould & Clum, 1993). In contrast, these

data argue against the provision of infor-data argue against the provision of infor-

mation and suggest that providing infor-mation and suggest that providing infor-

mation may not only be ineffective butmation may not only be ineffective but

may even have a detrimental effect. Suchmay even have a detrimental effect. Such

a conclusion is consistent with previous re-a conclusion is consistent with previous re-

views of other early interventions such asviews of other early interventions such as

debriefing (e.g. Bisson, 2003) and resonatedebriefing (e.g. Bisson, 2003) and resonate

with authors who have warned of thewith authors who have warned of the

dangers of sensitising trauma victims anddangers of sensitising trauma victims and

disrupting the natural recovery processdisrupting the natural recovery process

(Herbert & Sageman, 2004). We suggest,(Herbert & Sageman, 2004). We suggest,

however, a degree of caution in reachinghowever, a degree of caution in reaching

both these conclusions given that this isboth these conclusions given that this is

the first systematic study to specificallythe first systematic study to specifically

assess the efficacy of provision ofassess the efficacy of provision of

information.information.

How generalisable was the trial?How generalisable was the trial?

What would argue against the conclusionWhat would argue against the conclusion

that provision of information is ineffective?that provision of information is ineffective?

First, we need to assess whether the currentFirst, we need to assess whether the current

trial recruited a sample sufficiently repre-trial recruited a sample sufficiently repre-

sentative of A&E attenders. Unfortunately,sentative of A&E attenders. Unfortunately,

only around 10% of eligible patients con-only around 10% of eligible patients con-

sented to participate in the trial. This reluc-sented to participate in the trial. This reluc-

tance to participate may reflect previouslytance to participate may reflect previously

reported low uptake rates and high attritionreported low uptake rates and high attrition

for traumatised populations accessingfor traumatised populations accessing

therapy (Rosetherapy (Rose et alet al, 1999; Weisaeth,, 1999; Weisaeth,

2001). Even so, this does not necessarily2001). Even so, this does not necessarily

indicate that A&E attenders would notindicate that A&E attenders would not

utilise routinely provided information bututilise routinely provided information but

may reflect a reluctance to volunteer formay reflect a reluctance to volunteer for

research. Were those recruited characteristicresearch. Were those recruited characteristic

of the overall population of A&E atten-of the overall population of A&E atten-

ders? Analysis of trial responders andders? Analysis of trial responders and

non-responders did indicate somenon-responders did indicate some

differences; participants were more likelydifferences; participants were more likely

to have been injured in RTAs, whereasto have been injured in RTAs, whereas

non-participants were more likely to benon-participants were more likely to be

male and younger, and have received occu-male and younger, and have received occu-

pational injuries. Those who dropped outpational injuries. Those who dropped out

from follow-up were more likely to befrom follow-up were more likely to be

women. These data are generally consistentwomen. These data are generally consistent

with patterns of recruitment and dropout inwith patterns of recruitment and dropout in

our previous research (Masonour previous research (Mason et alet al,,

20022002aa,,bb) but may also reflect the accept-) but may also reflect the accept-

ability of an information leaflet to these dif-ability of an information leaflet to these dif-

ferent groups of A&E attenders. Given theferent groups of A&E attenders. Given the

wide variation in the prevalence of PTSDwide variation in the prevalence of PTSD

following injury (O’Donnellfollowing injury (O’Donnell et alet al, 2003),, 2003),

however, it is difficult to concludehowever, it is difficult to conclude

that the trial sample was not generallythat the trial sample was not generally

representative of A&E samples.representative of A&E samples.

How sensitive was the trial?How sensitive was the trial?

Although there were some differencesAlthough there were some differences

between participants and non-participants,between participants and non-participants,

the random allocation to the two trialthe random allocation to the two trial

groups was successful; neither the individ-groups was successful; neither the individ-

ual groups nor those who dropped out ofual groups nor those who dropped out of

the trial differed substantially. The reten-the trial differed substantially. The reten-

tion rates for the trial participants wastion rates for the trial participants was

76.3% post-intervention and 70.4% at76.3% post-intervention and 70.4% at

follow-up which compare reasonably withfollow-up which compare reasonably with

rates for other trials involving brief psycho-rates for other trials involving brief psycho-

logical interventions. It is unlikely, there-logical interventions. It is unlikely, there-

fore, that overall group characteristicsfore, that overall group characteristics

might have accounted for the lack of signif-might have accounted for the lack of signif-

icant effects of the intervention. Similarly,icant effects of the intervention. Similarly,

the sample sizes ought to have had suffi-the sample sizes ought to have had suffi-

cient statistical power to demonstrate acient statistical power to demonstrate a

medium effect size for the primary outcomemedium effect size for the primary outcome

measure. Indeed, significant improvementsmeasure. Indeed, significant improvements

in symptom severity and associated reduc-in symptom severity and associated reduc-

tions in caseness were obtained across time,tions in caseness were obtained across time,

but no overall group differences werebut no overall group differences were

obtained. Some individual group differ-obtained. Some individual group differ-

ences did emerge but these were the oppo-ences did emerge but these were the oppo-

site direction to that hypothesised. Thesite direction to that hypothesised. The

control group behaved differently to thecontrol group behaved differently to the

intervention group post-intervention withintervention group post-intervention with

a trend towards lower PTSD caseness anda trend towards lower PTSD caseness and

depression severity. Similarly, althoughdepression severity. Similarly, although

there were no overall group differences atthere were no overall group differences at

follow-up, the control group again showedfollow-up, the control group again showed

a significant decrease in depression. Takena significant decrease in depression. Taken

together, these effects suggest greatertogether, these effects suggest greater

improvement within the control group.improvement within the control group.

However, it should be recognised that theseHowever, it should be recognised that these

apparently detrimental effects require repli-apparently detrimental effects require repli-

cation to rule out the possibility of type 1cation to rule out the possibility of type 1

errors arising from multiple outcomeerrors arising from multiple outcome

assessments.assessments.

Relationship to other earlyRelationship to other early
intervention studiesintervention studies

If we conclude that the current trial failsIf we conclude that the current trial fails

to provide support for the use of patientto provide support for the use of patient

information, how does this relate to exist-information, how does this relate to exist-

ing literature? As we have already indi-ing literature? As we have already indi-

cated, reviews of psychological debriefingcated, reviews of psychological debriefing

have stressed negative or contraindicativehave stressed negative or contraindicative

results. In contrast, some recent studiesresults. In contrast, some recent studies

(Litz(Litz et alet al, 2002; Ehlers, 2002; Ehlers et alet al, 2003; Bisson, 2003; Bisson

et alet al, 2004) of targeted, early cognitive–, 2004) of targeted, early cognitive–

behavioural interventions have suggestedbehavioural interventions have suggested

more promising results. Ehlersmore promising results. Ehlers et alet al (2003)(2003)

employed an information booklet as aemployed an information booklet as a

control condition but failed to demonstratecontrol condition but failed to demonstrate

any significant effects compared with anany significant effects compared with an

assessment-only control. A similar lack ofassessment-only control. A similar lack of

effect of education compared with eithereffect of education compared with either

assessment only or a debriefing and edu-assessment only or a debriefing and edu-

cation condition was also observed by Rosecation condition was also observed by Rose

et alet al (1999). O’Donnell and colleagues(1999). O’Donnell and colleagues

assessed the provision of a more extensiveassessed the provision of a more extensive

psychoeducational booklet to patientspsychoeducational booklet to patients

attending a regional trauma centre (M.attending a regional trauma centre (M.

Creamer, personal communication, 2005).Creamer, personal communication, 2005).

They found that those who had receivedThey found that those who had received

the booklet reported less deterioration inthe booklet reported less deterioration in

quality of life and a non-significant increasequality of life and a non-significant increase

in symptoms compared with those who didin symptoms compared with those who did

not receive a booklet. Finally, very highnot receive a booklet. Finally, very high

levels of patient satisfaction have beenlevels of patient satisfaction have been

reported (Robertsonreported (Robertson et alet al, 2002) for a simi-, 2002) for a simi-

lar self-help booklet, but unfortunately thelar self-help booklet, but unfortunately the

efficacy of the leaflet in reducing symptomsefficacy of the leaflet in reducing symptoms

was not investigated. It would appearwas not investigated. It would appear

therefore that other researchers have alsotherefore that other researchers have also

failed to obtain convincing evidence of thefailed to obtain convincing evidence of the

efficacy of self-help information when usedefficacy of self-help information when used

in isolation.in isolation.

Need for future researchNeed for future research

Before we finally conclude the ineffective-Before we finally conclude the ineffective-

ness of information provision, we mustness of information provision, we must

consider some further questions. Manyconsider some further questions. Many

have argued (Litzhave argued (Litz et alet al, 2002; Ehlers &, 2002; Ehlers &

Clark, 2003) that early interventions oughtClark, 2003) that early interventions ought

to be targeted at those patients who are un-to be targeted at those patients who are un-

able to recover naturally from trauma. Thisable to recover naturally from trauma. This

can be achieved either by a ‘stepped care’can be achieved either by a ‘stepped care’

approach, whereby interventions areapproach, whereby interventions are

delayed until a time from the injury whendelayed until a time from the injury when

the recovery process ought to be completethe recovery process ought to be complete

(e.g. 6 months) and then identifying(e.g. 6 months) and then identifying

patients who are still symptomatic, or bypatients who are still symptomatic, or by

employing predictors of later PTSD. Futureemploying predictors of later PTSD. Future

research, therefore, might determineresearch, therefore, might determine

whether psychoeducation is more effica-whether psychoeducation is more effica-

cious when it is more effectively targetedcious when it is more effectively targeted

at those in need. Unfortunately, the resultsat those in need. Unfortunately, the results

of a recently completed psychoeducationof a recently completed psychoeducation

study with A&E patients identified on thestudy with A&E patients identified on the

basis of acute stress disorder has also failedbasis of acute stress disorder has also failed

to demonstrate any efficacy of self-helpto demonstrate any efficacy of self-help

provision (Scholes, 2004).provision (Scholes, 2004).

It may also be the case that the contentIt may also be the case that the content

of the information booklet was notof the information booklet was not

sufficient. Researchers (Rosensufficient. Researchers (Rosen et alet al, 2003), 2003)

have stressed the limitations of self-helphave stressed the limitations of self-help
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approaches to psychological problems.approaches to psychological problems.

More specifically it has been suggested (LitzMore specifically it has been suggested (Litz

et alet al, 2002) that information for trauma, 2002) that information for trauma

ought to be more action-orientated,ought to be more action-orientated,

encouraging patients to reduce avoidanceencouraging patients to reduce avoidance

and confront their traumatic memories,and confront their traumatic memories,

and should emphasise the importance ofand should emphasise the importance of

cognitive restructuring and social support.cognitive restructuring and social support.

The current booklet was more an infor-The current booklet was more an infor-

mation than a detailed self-help guide butmation than a detailed self-help guide but

a recent study of a more extensive guidea recent study of a more extensive guide

again failed to obtain differences (Scholes,again failed to obtain differences (Scholes,

2004).2004).

Finally, a particularly important issueFinally, a particularly important issue

regarding effective treatment of chronicregarding effective treatment of chronic

PTSD is early diagnosis and encouragementPTSD is early diagnosis and encouragement

of trauma victims to present later for treat-of trauma victims to present later for treat-

ment within primary care settings. Indeed,ment within primary care settings. Indeed,

recent guidance (National Collaboratingrecent guidance (National Collaborating

Centre for Mental Health, 2005) suggestsCentre for Mental Health, 2005) suggests

‘watchful waiting’ and follow-up assess-‘watchful waiting’ and follow-up assess-

ments 4 weeks after trauma to establishments 4 weeks after trauma to establish

whether adverse psychological effects havewhether adverse psychological effects have

been exacerbated or failed to dissipate.been exacerbated or failed to dissipate.

However, the interface between emergencyHowever, the interface between emergency

and primary care is by its very natureand primary care is by its very nature

sporadic and unsystematic. Moreover,sporadic and unsystematic. Moreover,

there are resource implications and anthere are resource implications and an

accompanying reluctance in primary careaccompanying reluctance in primary care

to routinely screen for PTSD followingto routinely screen for PTSD following

traumatic events or attendance at A&Etraumatic events or attendance at A&E

departments. This might effectively placedepartments. This might effectively place

responsibility for seeking subsequent treat-responsibility for seeking subsequent treat-

ment very much with the patient; infor-ment very much with the patient; infor-

mation booklets which are consideredmation booklets which are considered

helpful have an important role inhelpful have an important role in

prompting patients at risk for chronicprompting patients at risk for chronic

PTSD to seek future treatment, if theirPTSD to seek future treatment, if their

initial psychological disturbance is notinitial psychological disturbance is not

resolved during the recovery period.resolved during the recovery period.
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CLINICAL IMPLICATIONSCLINICAL IMPLICATIONS

&& The provision of information leaflets to patients recovering from traumatic injuryThe provision of information leaflets to patients recovering from traumatic injury
fails to reduce the severity or incidence of future symptoms of post-traumatic stressfails to reduce the severity or incidence of future symptoms of post-traumatic stress
disorder.disorder.

&& Patients not receiving this information reported less depression following injury.Patients not receiving this information reported less depression following injury.

&& Nevertheless, booklets were perceived as helpful andmay have a role inNevertheless, booklets were perceived as helpful andmay have a role in
prompting patients to seek future treatment if initial problems are unresolved.prompting patients to seek future treatment if initial problems are unresolved.

LIMITATIONSLIMITATIONS

&& Outcomeswere assessed by survey and self-report, direct interviews were notOutcomes were assessed by survey and self-report, direct interviews were not
feasible.feasible.

&& The sample represented only a relatively small proportion of accident andThe sample represented only a relatively small proportion of accident and
emergency attenders and they werenot selected for the impactof the injuryon initialemergency attenders and they werenot selected for the impactof the injuryon initial
psychological well-being.psychological well-being.

&& Greater efficacymight be influenced by the provision ofmore timely or detailedGreater efficacymight be influenced by the provision ofmore timely or detailed
and ‘action-orientated’ advice about recovery from trauma.and ‘action-orientated’ advice about recovery from trauma.
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