
 
 
 
 
 
 
 

https://theses.gla.ac.uk/ 
 
 
 

 

Theses Digitisation: 

https://www.gla.ac.uk/myglasgow/research/enlighten/theses/digitisation/ 

This is a digitised version of the original print thesis. 

 

 
 
 
 
 
 
 

Copyright and moral rights for this work are retained by the author 
 

A copy can be downloaded for personal non-commercial research or study, 

without prior permission or charge 
 

This work cannot be reproduced or quoted extensively from without first 

obtaining permission in writing from the author 
 

The content must not be changed in any way or sold commercially in any 

format or medium without the formal permission of the author 
 

When referring to this work, full bibliographic details including the author, 

title, awarding institution and date of the thesis must be given 
 
 
 
 
 
 
 
 
 
 
 
 

 
Enlighten: Theses 

https://theses.gla.ac.uk/ 

research-enlighten@glasgow.ac.uk 

http://www.gla.ac.uk/myglasgow/research/enlighten/theses/digitisation/
http://www.gla.ac.uk/myglasgow/research/enlighten/theses/digitisation/
http://www.gla.ac.uk/myglasgow/research/enlighten/theses/digitisation/
https://theses.gla.ac.uk/
mailto:research-enlighten@glasgow.ac.uk


Psychological Distress Following Surgical Management of Early Pregnancy Loss 

Detected at Initial Ultrasound Scanning: A Trauma Perspective

and

Research Portfolio 

Tracy M. Walker (BA Hons.)

Submitted in partial fulfillment for the degree of Doctorate in Clinical 

Psychology, Faculty of Medicine, University of Glasgow, 1997.



ProQuest Number: 10992073

All rights reserved

INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.

In the unlikely event that the author did not send a com p le te  manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,

a note will indicate the deletion.

uest
ProQuest 10992073

Published by ProQuest LLC(2018). Copyright of the Dissertation is held by the Author.

All rights reserved.
This work is protected against unauthorized copying under Title 17, United States C ode

Microform Edition © ProQuest LLC.

ProQuest LLC.
789 East Eisenhower Parkway 

P.O. Box 1346 
Ann Arbor, Ml 48106- 1346



T w  1/0/7



ACKNOWLEDGEMENTS

Special thanks to Sister Anne Byrne for all her assistance and enthusiasm in recruiting 

participants to the Early Pregnancy Loss study. I am also grateful to Dr. Alan Cameron, 

Dr. Margaret McNay, Dr. Maijory MacLean, Dr. Lena Macara and the other staff in the 

Ultrasound Department for their help in setting up and implementing this research. 

Thanks also to Dr. Kate Davidson, in her capacity as Research Tutor. I would also like to 

thank everybody who participated in the project.

Thanks also to my supervisors during the last three years, some of whom assisted me in 

various aspects of this portfolio. And last but not least, a big thank you to Bobby, my 

family, friends and fellow classmates.



CONTENTS

Chapter 1:

Chapter 2:

Chapter 3:

Chapter 4:

Maior Research Project Literature Review

Early Miscarriage Experienced as a Traumatic Event: 

A Literature Review.

Maior Research Project Proposal

Psychological Distress following Surgical Management 

of Early Pregnancy Loss (EPL) detected at Initial 

Ultrasound Scanning.

Maior Research Project Paper

Psychological Distress Following Surgical Management 

of Early Pregnancy Loss Detected at Initial Ultrasound 

Scanning: A Trauma Perspective.

Single Clinical Case Research Study til

Towards Outcome Measurements: Monitoring 

Effectiveness of Anger Management and Assertiveness 

Training in a Group Setting.



page no.

Chapter 5: Single Clinical Research Study (21

Cognitive-Behavioural Treatment of Post Traumatic Stress. 60

Chapter 6: Single Clinical Case Research Study (3)

Treatment of Complicated Grief in a Male Adolescent. 74

Chapter 7: Small Scale Service Evaluation Project

Assertion Group Therapy From Client

and Therapist Perspectives. 86

APPENDICES

Appendix 1: Major Research Project Literature Review 100

Appendix 2: Major Research Project Proposal 102

Appendix 3: Major Research Project Paper 105

Appendix 4: Single Clinical Case Research Study (1) 110

Appendix 5: Single Clinical Case Research Study (2) 116

Appendix 6: Single Clinical Case Research Study (3) 118

Appendix 7: Small Scale Service Evaluation Project 121



E A R L Y  M I S C A R R I A G E  E X P E R I E N C E D  A S  A 

T R A U M A T I C  E V E N T :  A L I T E R A T U R E  R E V I E W

Chapter 1: Major Research Project Literature Review

Tracy Walker

Trainee Clinical Psychologist 

Department of Psychological Medicine 

Gartnavel Royal Hospital.

This paper was written according to guidelines of The British Journal of Medical 

Psychology. A copy of authors' notes can be found in Appendix 1.



2

EARLY MISCARRIAGE EXPERIENCED A SA  TRAUMATIC EVENT; A 

LITERATURE R E V IE W ,______________________________________________

Summary: This paper reviews research which has addressed the psychological impact of 

the experience of early miscarriage. The main focus rests on the conceptualisation of this 

life event as a traumatic experience. Existing research is cited and recommendations for 

future work are highlighted. These include the incorporation of larger sample sizes into 

future studies and the need to address other types of Early Pregnancy Loss (EPL), for 

example, missed abortion and blighted ovum (rather than only spontaneous losses). In an 

attempt to find out more about the exact nature and course of anxiety in the post 

miscarriage period, it is also suggested that the extent to which women who experience 

EPL meet criteria for the new DSM-IV category of Acute Stress Disorder (ASD) be 

assessed. Following on from findings in the animal literature, it is anticipated that the 

predictability of the event (i.e. EPL) will be an important factor in terms of any resulting 

psychological impact. Further work in this area is clearly warranted; one practical reason 

for this is that no professional follow-up after a first early miscarriage is currently 

provided as a matter of routine.
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Miscarriage is a common phenomenon, occurring in as many as 1 in 5 recognised 

pregnancies (Smith, 1988). A miscarriage can be defined, in general terms, as the loss of a 

pregnancy within the first 24 weeks. In medical terminology, this is referred to as a 

"spontaneous abortion", i.e. the expulsion of the fetus from the womb. Other types of 

miscarriage include "missed abortion", where there is early fetal death in utero or "blighted 

ovum" which is diagnosed when the gestation sac develops without any evidence of 

embryonic development; these might be detected at initial ultrasound scanning and result 

in surgical management to ensure that all the tissue from the pregnancy is removed.

Research interest into the subject of early miscarriage or Early Pregnancy Loss (EPL) has 

only developed in the last decade or so. In general, studies have focused on the 

psychological consequences that may ensue in women who have experienced EPL. More 

specifically, early investigations concentrated on the concept of loss and therefore 

explored such an event in the context of the process of bereavement. Consequently, at a 

theoretical level, more is known about depressive symptomatology following miscarriage. 

However, recent research has utilised a range of psychological assessment measures, 

which has broadened the picture in relation to the psychological sequelae of EPL.

In this literature review, research advances into psychological distress following EPL will 

be described. The concept of miscarriage as a traumatic event will then be addressed in 

the context of recent research findings. An exploration of the theoretical framework of 

stressful life events will follow on from this. Finally, it will be proposed that EPL can, in 

certain circumstances, result in the development of acute stress symptomatology, which 

undoubtedly has implications for follow-up care.

As already mentioned, initial research into the emotional sequelae of EPL concentrated on 

the detection of depressive symptomatology. In one of the earliest investigations to utilise 

standardised assessment measures, including the Present State Examination (Wing et al., 

1978) and the Beck Depression Inventory (BDI; Beck, 1967), Friedman and Gath (1989)
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found that 48% of their sample met psychiatric "caseness" showing depressive symptoms 

4 weeks after their miscarriage; this was found to be four times higher than figures 

derived from community samples. Furthermore, they identified several predisposing 

factors for depressive features including single status, previous psychiatric history, 

previous miscarriage and having no existing children.

An American study by Neugebauer et al., (1992) involved a large sample of women who 

participated in a telephone interview; this was a matched-pairs design, the independent 

variable being whether a woman was pregnant or not. The Centre for Epidemiologic 

Studies Depression Scale (CES-D) was utilised. Results indicated that two weeks after 

miscarriage, women were four times more likely to exhibit significant depressive 

symptoms in comparison to the controls. Furthermore, levels of depressive 

symptomatology remained three times higher than the control group for those who were 

first interviewed six weeks and six months after they had miscarried. Several longitudinal 

studies have established a pattern to these depressive symptoms (e.g. Robinson et al., 

1994); they tend to be high both initially and at 3 month follow-up. Thereafter, they 

usually subside but may increase again at 1 year post miscarriage, which evidently fits in 

with the normal bereavement process, whereby the first anniversary of a particular loss 

may exacerbate symptoms for a time.

Much of the more recent research into women who miscarry has focused on the 

occurrence of anxiety symptoms. Consistent with current cognitive theories of anxiety 

(e.g. Beck et al., 1985), a miscarriage could be construed as a threat, i.e. to the ability to 

procreate. In evolutionary terms, the passing on of genes through our children could be 

described as a basic need. Any threat to this could result in a fear that this might not be 

possible. This would be particularly true if a miscarriage occurred during a first 

pregnancy. Such a perception could maintain anxiety and furthermore, lead to concurrent 

depressive symptomatology.
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Prettyman et al., (1993) carried out a 3 month follow-up of psychological morbidity after 

early miscarriage, through administration of the Hospital Anxiety and Depression Scale 

(HADS), (Zigmond and Snaith 1983). This longitudinal study was one of the first to 

highlight clinically important levels of anxiety in the post miscarriage period; in this 

particular study almost one third of women were experiencing high levels of anxiety at 3 

months post miscarriage. This level of anxiety was considerably higher than that of 

women in a general population sample.

One practical reason for attempting to identify the nature and course of psychological 

distress following EPL is that currently it is not medical practice to provide professional 

follow-up as a matter of routine. If it is in fact the case that psychological distress 

following EPL is common, as research has indicated, then it may be that this policy 

requires to be reviewed. In one Glasgow study, Hamilton (1989) found that 74% of 

women who agreed to participate actually attended for a follow-up appointment six weeks 

post miscarriage; this clearly illustrated a need for such a service provision.

It is also equally important to assess factors which might influence emotional adjustment 

in this instance. A good review of potential predictors was carried out by Slade (1994). 

These included previous psychiatric contact or life experience of bereavement, aspects of 

reproductive history, planned vs. unplanned pregnancy and aspects of the process of 

miscarriage, e.g. whether it was perceived as a highly stressful life event and 

characteristics of care provided.

From the literature addressed, Slade was unable to determine any concrete predictors of 

emotional adjustment to the experience of miscarriage, apart from previous significant 

psychological distress. She concluded that one possible reason for this was the fact that 

the meaning of the event for the individual was not considered and consequently 

highlighted the need to investigate the potential relevance of cognitive factors in relation 

to emotional adjustment. In addition, it was suggested that the experience of miscarriage



6

could be an extremely stressful one. For example, associated factors may include 

considerable pain, blood loss and an operation. It could therefore have more relevance to 

conceptualise it as a traumatic life event; This might shed more light on the nature of 

anxiety consequent to miscarriage and also broaden the type of emotional assessment 

measures employed in future research..

A few recent studies have approached their investigations from the perspective of a 

trauma model. In one small sample study, Tunaley et al., (1993) utilised The Impact of 

Events Scale (IES), (Horowitz et al.,1979), as well as other measures of anxiety and 

depression, in an attempt to determine cognitive processes involved in the psychological 

adaptation to a first miscarriage. The IES is a self-report measure of current subjective 

distress related to a specific event. It consists of two separate subscales which measure 

levels of intrusion and avoidance pertaining to this event. This study examined cognitive 

processes in relation to adapting to a negative event, based on an earlier model which was 

developed from the reactions of women suffering from breast cancer (Taylor, 1983).

They established that lower levels of intrusive thoughts were associated with having an 

explanation for the miscarriage. Furthermore, belief in a medical cause was associated 

with lower anxiety. Lower scores on the intrusion subscale were also associated with the 

experience of miscarriage having resulted in a general reappraisal of life values. Finally, 

perceptions of personal control over the outcome of future pregnancies was found to be 

associated with higher levels of anxiety, i.e. the greater the belief in self-control, the higher 

the level of anxiety. Tunaley et al.(1993) therefore concluded that cognitive mediators as 

well as emotional consequences should be taken into account in future investigations into 

the psychological impact of miscarriage.

In another very recent study which was also based on the conceptualisation of early 

miscarriage as a traumatic event, Lee et al. (1996) utilised a controlled interventional 

design, which examined the influence of psychological debriefing on emotional adaptation
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in women following early miscarriage. The standardised emotional assessments used were 

the HADS and the IES; some quantitative data regarding reactions to miscarriage and 

perceptions of care was also collected. These assessments were completed at one week 

and four-month post miscarriage. Psychological debriefing was carried out with half of 

the women at approximately two weeks post miscarriage. Significantly high levels of 

anxiety were found in 36% of the sample at one-week post miscarriage; this was 

comparable to the Prettyman et al.(1993) study. At four-month follow-up, mean scores of 

anxiety and depression had decreased significantly; however, it is important to note that 

anxiety scores were still significantly higher than general population scores. Lee et al. 

(1996) also established evidence to support a trauma model of the process of EPL; at the 

first assessment phase, i.e. one week post miscarriage, mean intrusion and avoidance 

scores were similar to those found in the Horowitz et al. (1979) study but they had 

significantly decreased at four-month follow-up. The sample in the latter study comprised 

of people who had requested psychotherapy after experiencing a traumatic life event and 

consequently developed stress response syndromes.

Surprisingly, psychological debriefing did not influence emotional adaptation, although it 

was perceived to be helpful. Possible explanations for this as noted in the study included a 

small sample size (n=39), i.e. it was too small to detect any significant differences, 

unintended beneficial effects of the assessment process (both groups completed the 

measures employed) and individual coping strategies. On the basis of their findings the 

researchers suggested that, in terms of routine follow-up care, early assessment would be 

important in order to determine which women should be offered subsequent intervention.

To date, investigations which have focused on a trauma model of EPL have been largely 

preliminary on account of small sample sizes. However, they have suggested post 

traumatic stress symptoms to be the most prominent in the period immediately after the 

EPL (e.g. Lee et al. (1996) found mean intrusion and avoidance scores to be highest one 

week post miscarriage.) More research in the context of larger sample sizes is warranted
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in an attempt to reach firmer conclusions as to the validity of perceiving psychological 

distress from the perspective of a trauma model.

Some research has indicated that certain aspects of an event could play a role in 

determining the extent to which it is perceived as stressful. For example, in one study 

derived from the animal literature, Foa et al.(1992) suggested that the degree to which a 

stressful life event was regarded as unpredictable and uncontrollable was related to the 

probability of developing Post Traumatic Stress Disorder (PTSD). That is, the more 

predictable the event, the less stressful it would be experienced Other research 

concerning perceived controllability and the development of PTSD has also found that 

such symptoms tend to be more severe if negative events are perceived as uncontrollable 

(Kushner et al., 1992). Activation and confirmation of existing schematic models, as well 

as a shattering of assumptions e.g. of invulnerability, were suggested by the researchers as 

possible explanations for this finding.

Clinical experience has suggested that it would be of interest to explore this concept in the 

context of two specific types of EPL, namely those which are detected at initial ultrasound 

examination. This procedure usually takes place at approximately the 12th week of 

pregnancy. For a significant number of women this establishes an early pregnancy 

complication. This may indicate missed abortion or blighted ovum.

Some of these women will have had some prior indication that perhaps their pregnancy is 

not progressing according to plan, e.g. they might have experienced a little bleeding or 

pains during the early weeks of pregnancy. Others will have had no such indication that 

they have a non-continuing pregnancy. In the light of the studies conducted by Foa et 

al.(1992) and Kushner et al.,(1992), it would be of both clinical and practical importance 

to compare these two scenarios in order to establish whether prior indication of a non

continuing pregnancy serves to minimise the degree of resulting psychological distress. 

This would further existing research in two ways; firstly, it would involve assessing
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psychological distress following two specific types of EPL (existing work has tended to 

focus on spontaneous losses.) Secondly, it would build on animal research in the context 

of PTSD and set about applying hypotheses derived from animal studies to human 

participants.

The current author plans to conduct one such study; it is envisaged that it will be based 

on larger numbers than in previous studies. The participants will consist of women who 

have experienced an EPL detected at initial ultrasound examination. It is hypothesised 

that those women who have no prior warning of any pregnancy complication will be more 

emotionally distressed at 3 week follow-up, compared to women who have some prior 

warning; i.e. the less predictable the EPL, the greater the consequent psychological 

distress. It is also hypothesised that any emotional distress detected will have greatly 

decreased at 3 month follow-up. Consistent with existing research, the nature of 

emotional distress will be conceptualised in terms of EPL being viewed as a traumatic life 

event. The main emphasis of this study will be on the extent to which participants meet 

diagnostic criteria for the new DSM-IV category of Acute Stress Disorder (ASD).

ASD is diagnosed when high levels of dissociative symptoms, anxiety and other responses 

occur within one month of experiencing or witnessing physical trauma and last for a 

minimum of two days to a maximum of one month, causing distress and dysfunction. 

Individuals must have responded to the trauma with intense fear, helplessness or horror 

(this is identical to criteria for PTSD). They must have three of a total of five dissociative 

symptoms:- depersonalisation, derealisation, amnesia, numbing or stupor. Additionally, 

individuals require to have one symptom from each of the three classic PTSD categories, 

namely intrusion of traumatic memories, including flashbacks or nightmares; avoidance 

and anxiety or hyperarousal.

ASD has been implicated in the development of PTSD, particularly if symptoms remain 

untreated. This is extremely pertinent in the context of a first early miscarriage because it
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is the norm that no professional follow-up care is routinely provided. In fact, in addition 

to building on existing research in this area, another important reason for the study taking 

place is to determine whether routine follow-up care should be implemented. At the very 

least, early assessment could detect those women most at risk of ASD or general 

emotional distress and subsequently establish appropriate intervention.

In conclusion, investigation into psychological distress following early miscarriage has, in 

recent years, progressed from being solely viewed from the perspective of loss, with an 

emphasis on the process of grief and depressive symptomatology. The utilisation of more 

varied emotional assessment measures such as the HADS and the IES has established the 

potential for EPL to be experienced as highly stressful. Cognitive mediators such as the 

meaning of an EPL to each individual have been highlighted as important in determining 

subsequent psychological distress. Recent studies have made theoretical advances 

regarding the development of PTSD. They have emphasised perceptions of predictability 

and controllability to be pertinent factors in its occurrence. Further research is clearly 

required. As well as replicating existing studies with larger sample sizes, future 

investigations should attempt to shed more light on the exact nature and course of anxiety, 

with particular emphasis on signs of acute stress or post traumatic stress in the post 

miscarriage period. Any findings would be of use in decisions concerning professional 

follow-up, which may be required as a matter of routine.
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2.1 SUMMARY

Pregnant women attending the ante-natal clinic at the QMH are routinely offered 

ultrasound examination when booking at approximately the twelfth week of pregnancy. 

For a significant number of women, this establishes that there is an early pregnancy 

complication. This may include missed abortion or blighted ovum. Missed abortion is the
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condition where there is early fetal death in utero; blighted ovum is diagnosed when the 

gestation sac develops without any evidence of embryonic development.

While some of these women will have had some prior indication that perhaps their 

pregnancy is not progressing according to plan, for example, they might have experienced 

a little bleeding or pains during the early weeks of pregnancy, others will have had no idea 

at all that there is any problem present with the pregnancy. Once such a complication has 

been recognised the patient requires counselling about further treatment. Options are to 

await spontaneous onset of miscarriage which may require an Evacuation of the Uterus 

(ERPC) or the patient may be offered an elective admission for an ERPC. The purpose of 

an ERPC is to remove the tissue from the pregnancy.

Clinical experience suggests that there will be a difference in the two above-mentioned 

groups of women, i.e. those with some prior warning of a non-continuing pregnancy and 

those with no prior warning, in relation to their subsequent psychological distress. The 

main focus will be the extent to which participants meet diagnostic criteria for the new 

DSM-IV category of Acute Stress Disorder (ASD). Evidence of more general emotional 

distress will also be investigated. This study would take place at the QMH. Those 

women who had experienced an EPL would be asked to attend a follow-up appointment, 

so that their psychological state could be assessed. At present a return appointment is 

only offered after two EPLs.

Findings in the predicted direction could have a range of practical implications:

1. Our understanding of the emotional experience of EPL could be developed further.

2. In the event of ASD or acute stress symptoms being found, the stressful nature of 

EPL would need to be acknowledged and indeed, addressed; continuation of such
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symptoms may impair quality of life, disrupt social and other functioning and 

potentially lead to Posttraumatic Stress Disorder (PTSD).

3. If significant levels of emotional distress are found, the provision of services for the 

aftercare of EPL would need to be re-assessed. For example, follow-up 

appointments could be made a matter of routine after one EPL..

2.2 INTRODUCTION

The experience of miscarriage is common; it has been reported to occur in as many as 

20% of recognised pregnancies (Smith, 1988.) Studies throughout the last decade have 

tried to establish the possible consequences that this could have on a woman's 

psychological well-being.

Early studies focused on the element of loss in women who have experienced a 

miscarriage; this has resulted in an emphasis on the occurrence of depressive 

symptomatology and consequently, more is known about the pattern of depressive rather 

than anxiety symptoms, if they become apparent in the postmiscarriage period (e.g. 

Neugebauer et al., 1992.)

Some research has, however, focused on anxiety symptoms; it seems likely that women 

who miscarry experience significant anxiety symptoms, although the exact nature of such 

a presentation has not yet been fully investigated. Previous studies have shed some light 

on possible factors which may influence emotional adjustment (see Slade, 1994 for a 

review.) These include :- planned/unplanned pregnancy, children/no children, previous 

psychiatric contact, first operation/not (i.e. ERPC), one previous miscarriage/no previous 

miscarriages, marital status (issues of social support), age and religion.
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However, although the above factors may be pertinent here, the majority of studies 

attempting to address these issues have been criticised for their poor methodology. In 

addition, as Slade (1994) points out, this emphasis does not consider the meaning of the 

event for the individual and consequently highlights the need to consider the potential 

relevance of cognitive factors in terms of emotional adjustment in the postmiscarriage 

period. Furthermore, there is a need to broaden the type of emotional assessment 

measures used, in an effort to find out more about specific aspects of emotional 

adjustment and also specific anxiety states. It is important to find out more about 

psychological distress and potential influencing factors, in order that the degree of 

subjective distress be kept to a minimum. For example, those participants who meet 

diagnostic criteria for ASD in the postmiscarriage period could receive appropriate 

intervention in an effort to minimise any detrimental effects on quality of life and general 

functioning.

A miscarriage is, in itself, a potentially highly stressful experience. However, research 

conducted by Foa et al., (1992) suggests that the predictability of a traumatic event may 

lead to it being experienced as less stressful; it would therefore be useful to explore this 

suggestion in the context of EPL. If this phenomenon was supported, it could have 

implications for follow-up care following EPL without prior warning.

It is anticipated that it will be of interest to look at this experience in the context of the 

new DSM-IV category of ASD and also the more general framework of post traumatic 

stress symptomatology. From this, measures of intrusion and avoidance could be 

established and perhaps provide more insight into the role of cognitive factors in relation 

to emotional adjustment.
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2.3 AIMS / HYPOTHESES

1. Women who experience EPL with no warning of any pregnancy complication, will 

be more emotionally distressed at 3 week follow-up, compared with women who 

had prior warning.

2. For those women who are found to be emotionally distressed at 3 weeks after 

detection of EPL, these symptoms will have subsided greatly at 3 month follow-up.

2.4 PLAN OF INVESTIGATION

2.4.1 Participants: Following diagnosis of EPL, patients will be counselled and given 

the opportunity to discuss their choice of management. At this point, Sister Byrne and/or 

Dr. McNay will ask if the patient is willing to participate in this study. If in agreement 

they will be requested to attend a follow-up appointment at the QMH 3 weeks after 

diagnosis of their EPL.

In the event of clinical levels of emotional distress, the researcher will ask the 

participant's permission to inform clinical staff at the QMH of current psychological state.

2.4.2 Inclusion Criteria: Women who have experienced an EPL detected at initial 

Ultrasound scanning and consequently undergone an ERPC at the QMH during June, July 

or August 1996.

2.4.3 Exclusion Criteria: those women who have experienced recurrent miscarriage i.e. 

three or more.
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2.4.4 Measures: The following measures will be used to assess psychological state:

1. Prior to discharge after ERPC

Evaluation Questionnaire: re. participants' perceptions of medical care received e. g. 

how well treated; manner told (see Appendix 2.)

2. At 3 week follow-up appointment

The Impact of Event Scale (IES: Horowitz et al., 1979):- a 15 item, self-report 

measure of current subjective distress related to a specific event. These items comprise 

two separate subscales which measure levels of intrusion and avoidance pertaining to the 

event. It can be used for repeated measurement over time.

The Structured Clinical Interview for Dissociative Disorders, (SCID-D)

- the diagnostic interview schedule which incorporates ASD, according to DSM-IV 

classification.

Semi-structured interview (see Appendix 2) designed to investigate possible within 

group differences. This will be administered by the researcher.

The Hospital Anxiety and Depression Scale (HADS; Zigmond and Snaith, 1983) :- a 

14 item self-report measure of severity of anxiety and depression. It can be used for 

repeated measurement over time.

(The duration of this appointment will be approximately 45 minutes to 1 hour.)
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3. At 3 month follow-up by means of postal questionnaires

The IES and the HADS (see above). This would be important e.g. if some participants 

met the criteria for ASD, in order to establish whether it has been alleviated by then (as 

might be expected) or, in fact, still present.

2.5 DESIGN AND PROCEDURE

Two groups will be involved in the study. Initial power calculations indicate that a total 

of sixty-four participants would be required for a medium effect.

Group 1

Women who experience EPL without any warning of a pregnancy complication. The 

approximate group size will be 32.

Group 2

Women who experience EPL with prior warning of a pregnancy complication. The 

approximate group size will be 32.

2.6 DATA ANALYSIS

This will primarily be a comparison study. The following factors will be compared:

1. Groups 1 and 2 in relation to levels of distress.

2. Immediate (i.e. 2-3 days after detection of EPL) versus later surgery (i.e. ERPC).

3. Planned vs. unplanned pregnancy.

4. Living children vs. no living children.

5. Previous psychiatric/psychological contact vs. no such previous contact.

6. First operation vs. previous operations).

7. Previous losses vs. no previous losses.

8. One previous miscarriage vs. no previous miscarriages.
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Data will be collected by means of questionnaires and diagnostic interview. Group 

differences will be analysed using The Statistical Package for the Social Sciences ( SPSS). 

Once data collection has commenced, it will then be appropriate to establish which 

particular statistical tests to perform in order to analyse it. That is, if the data meets the 

assumptions for a parametric test, e.g. each variable under test is normally distributed in 

both populations etc., then it will be appropriate to use independent t-tests to assess 

whether there is a real difference between groups at the time of administration.

Repeated measures across two time points ( at 3 week and 3 month follow-up) will be 

analysed differently; if the assumptions of a parametric test are met, then it will be 

appropriate to use a Multivariate Analysis of Variance (MANOVA). This is a relatively 

robust test, especially when groups are of approximately equal size.

2.7 TIMESCALE

It is anticipated that initial data collection will take place from June - September 1996 at 

the QMH. Subsequent follow-up postal questionnaires would be sent to participants at 

the appropriate time.

2.8 FINANCIAL IMPLICATIONS

There are none and there are no conflicts of interest.
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Psychological Distress Following Surgical Management of Early Pregnancy Loss 

Detected at Initial Ultrasound Scanning: A Trauma Perspective.

3.0 Summary: The last decade has seen increasing research interest into psychological 

distress following Early Pregnancy Loss (EPL). In theoretical terms, EPL was initially 

viewed as a loss experience, which led on to depressive symptomatology. More recent 

research has focused on the occurrence of anxiety symptoms postmiscarriage and has 

suggested that EPL should be conceptualised from the perspective of a traumatic 

experience for many women. This study assessed the prevalence of Acute Stress Disorder 

(ASD), more general post traumatic stress symptoms, anxiety and depression, soon after 

experiencing an EPL. Follow-up data was also collected on all the above measures except 

for ASD. It was hypothesised that warning signs of an EPL would result in less 

psychological distress three weeks after its detection. Any resulting psychopathology was 

expected to decrease over time. The presence of warning signs was not found to 

determine levels of psychological distress. It transpired that the actual experience of EPL 

was stressful for many women, regardless of warning signs of a pregnancy complication. 

Psychopathology subsided over time with the exception of anxiety which remained 

clinically significant. Evidence of acute stress and persistent anxiety supported recent 

research and highlighted a need for routine follow-up care.
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3.1 INTRODUCTION

Miscarriage is a common phenomenon, occuring in as many as 1 in 5 recognised 

pregnancies (Smith, 1988). In general terms, a miscarriage can be defined as a pregnancy 

loss within the first 24 weeks of gestation. In medical terminology this is referred to as a 

"spontaneous abortion”, that is, the expulsion of the fetus from the womb. Other types of 

early miscarriage or Early Pregnancy Loss (EPL) include “missed abortion", where there 

is early fetal death in utero or "blighted ovum" which is diagnosed when the gestation sac 

develops without any evidence of embryonic development; these may be detected at 

initial ultrasound scanning at approximately 12 weeks and result in surgical management 

to ensure that all the tissue from the pregnancy is removed.

Research interest into the subject of psychological distress following EPL has only 

occurred in the last decade or so. This will be briefly described here; for a detailed review 

of the relevant literature please refer to Walker (same vol.). Early investigations focused 

on the concept of loss and consequently explored EPL in the context of bereavement and 

ensuing depressive symptomatology, (e.g. Friedmann and Gath, 1989). More recent 

research has investigated the occurrence of anxiety following EPL, (e.g. Prettyman et al. 

1993). Consistent with current cognitive theories of anxiety (e.g. Beck et al. 1985), a 

miscarriage could be construed as a threat, i.e. to the ability to procreate and result in a 

fear that this might not be possible (especially in first pregnancies). This perception could 

maintain anxiety and lead to concurrent depressive symptomatology.

Attempts have also been made to assess factors which might influence emotional 

adjustment to the experience of an EPL, e.g. previous psychiatric contact, planned vs. 

unplanned pregnancy and other "loss" experiences, etc. In one good review, Slade (1994) 

could only determine previous significant psychological distress to be a predictor of 

emotional adjustment to EPL and suggested one reason for this might be that the meaning 

of the event for the individual was not considered. Slade (1994) also highlighted the
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appropriateness of conceptualising EPL as a traumatic life event, given the considerable 

pain, blood loss and operations that may be involved. In response to this, a small number 

of very recent studies have addressed psychological distress from the perspective of a 

trauma model, (e.g. Lee et al. 1996), although they must be regarded as preliminary on 

account of small sample sizes. In brief, Lee et al. (1996) found significantly high levels of 

anxiety in 36% of their sample and evidence to support the conceptualisation of EPL as a 

traumatic event at one-week post miscarriage. Evidence of trauma had significantly 

decreased at 4 month follow-up.

Other more general research concerning the development of Post Traumatic Stress 

Disorder (PTSD) has suggested that the degree to which a stressful life event was 

perceived as unpredictable and uncontrollable was related to the probability of developing 

PTSD, (e.g. Foa et al.1992), i.e. the more predictable the event, the less stressful it would 

be experienced.

To advance findings regarding the exact nature and course of anxiety, the current study 

focused specifically on the extent to which participants met diagnostic criteria for Acute 

Stress Disorder (ASD), according to DSM-IV classification. ASD has been implicated in 

the development of PTSD, particularly if symptoms remain untreated. This is extremely 

pertinent to a first EPL since no professional follow-up is routinely provided.

Clinical experience has suggested that it would be of interest to explore this concept in the 

context of two specific types of EPL mentioned above, namely missed abortion and 

blighted ovum. More precisely, some of these women had some warning signs, e.g. 

bleeding or pains, in the weeks prior to ultrasound scanning, while others had no such 

indication that they have a non-continuing pregnancy. These two groups were compared 

to find out whether "predictability” of problems in the pregnancy minimised the degree of 

resulting psychological distress once an EPL is detected.
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3.2 Hypotheses

1. Women with no prior warning signs of any pregnancy complication will be more 

emotionally distressed at 3 weeks after detection of an EPL than women who had 

perceived warning signs.

2. For those women found to be emotionally distressed at 3 week follow-up, these 

symptoms will have decreased greatly at 3 month follow-up.

3.3 PLAN OF INVESTIGATION

3.3.1 Participants

The majority of participants were recruited to the study by a midwife or consultant 

attached to the Ultrasound department of a local maternity hospital, where they had their 

initial scan. A small percentage were also recruited from the gynaecology department at a 

local general hospital, once data collection was well under way. Following detection of an 

EPL, each woman was counselled by the appropriate medical professional and given the 

opportunity to discuss her choice of management. Each individual was asked to 

participate in the study at this point. If they agreed to take part they were given a 

Participant Information Sheet and signed a consent form (see Appendix 3.) A letter was 

also sent to the participant’s GP regarding the study (see Appendix 3 .) Each participant 

was requested to attend a follow-up appointment at the maternity hospital approximately 

3 weeks after this. Participants were also given the opportunity to be interviewed at home.

A total of 40 participants who had experienced an EPL participated in the study. They 

were divided into two specific groups, according to self-report of perceived or no 

perceived warning signs of EPL:-
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G roupl - women had no perceived warning signs, (NWS; N=17) e.g. bleeding or 

pains, of a pregnancy complication before their scan.

Group 2 - women who had perceived warning signs (WS; N=23) of a pregnancy 

complication before their scan.

3.3.2 Inclusion Criteria

Women who had experienced no more than 2 EPLs detected at initial Ultrasound scanning 

and consequently undergone surgical management, i.e.an evacuation of the uterus (ERPC) 

during June 1996 - March 1997.

3.3.3 Exclusion Criteria

Women who had experienced recurrent miscarriage, i.e. 3 or more.

3.4 Measures and Design 

Service Evaluation Questionnaire

Participants were asked to complete this after their ERPC and prior to being discharged. 

The main focus was on perceptions of care received, e.g. how well treated, manner told 

etc. These findings are reported elsewhere.
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3 WEEK FOLLOW-UP APPOINTMENT

The following baseline measures were administered by the researcher. This interview 

lasted for approximately 45-60 minutes.

1. Semi-structured interview

Designed to assess demographic and general life history variables. The extent to which 

certain aspects of these variables could affect emotional adjustment to the EPL was an 

important focus here and was consistent with existing literature (e.g. Slade, 1994).

2. The Structured Clinical Interview for Dissociative Disorders (SCID-D); 

modified version

A diagnostic interview schedule which incorporates ASD (only section administered), 

according to DSM-IV classification.

3. The Impact of Event Scale (IES); (Horowitz et al., 1979) - cognitive measure

A 15-item self-report measure of current subjective distress related to a specific event. 

Items comprise two separate subscales which measure levels of intrusion and avoidance 

pertaining to the event. It can be used for repeated measurement over time.

4. The Hospital Anxiety and Depression Scale (HADS); (Zigmond and Snaith, 

1983) - affective measure

A 14-item self-report measure of severity of anxiety and depression. It can be used for 

repeated measurement over time.
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3 MONTH POSTAL FOLLOW-UP

The IES and the HADS were sent to each participant approximately 3 months after being 

interviewed by the researcher. They were instructed to complete the questionnaires and 

return them in the s.a.e .provided. If possible, a "reminder" phonecall was made to each 

participant by the researcher, shortly after the questionnaires were sent out. This part of 

the study was incorporated to test hypothesis 2.

The overall design for the investigation involved between subjects (groups 1 and 2) and 

within subjects (across time) factors.

3.5 Data Handling

The main emphasis of the current investigation was to compare groups 1 (NWS) and 2 

(WS) in relation to levels of psychological distress at the two above-mentioned time 

points. General comparisons according to demographic and general life history variables 

were made for the sample as a whole. Specific baseline group comparisons were made in 

relation to prevalence of ASD, cognitive measures of distress (IES) and affective 

measures (HADS). 3 month follow-up data (IES and HADS) was compared with baseline 

scores on these measures.

Data was collated, stored and analysed through The Statistical Package for the Social 

Sciences (SPSS).

3.6 Sample Characteristics

The total number of women who participated in the study was forty. The mean age was

31.3 years ( SD = 4.6; range = 21-43). Twenty-six (65%) of the sample were married;
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ten (25%) women were living with their partners; one (2.5%) woman was divorced and 

three (7.5%) were single. Seventeen (42.5%) of the sample had children.

Mean gestation at the time of EPL was 11.1 weeks (SD = 2.1; range = 6-16). Thirty-one 

(77.5%) women reported their pregnancies to have been planned, whereas nine (22.5%) 

pregnancies were reported as unplanned. Three women reported a previous pregnancy 

loss. In terms of general losses, only three women had not experienced any other life 

events which they perceived as losses. Bereavement was, by far, the most common type 

of loss experience. Mean time of interview after detection of EPL was 3 .1 weeks (SD = 

1.0; range = 2-7).
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3.7 RESULTS

3.7.1 Baseline Measures

1. Demographic and General Life History Variables

No significant differences were found between the two groups; one exception to this was 

a significant association between group and educational history (chi square = 7.0; p<0.05). 

Women in group 1 (NWS; N=17) were more likely to have obtained a university degree, 

whereas women in group 2 (WS; N=23) were more likely to have completed secondary 

school or college courses.

2. Diagnosis of Acute Stress Disorder (ASD)

Six (15%) of the total sample met the criteria for a diagnosis of ASD, according to DSM- 

IV (1994) Classification. Five (12.5%) were in group 2 and only one (2.5%) was in group 

1. However, this difference between groups was not significant. Interestingly, 35% of the 

entire sample met 6 out of 7 criteria required for diagnosis. For both groups, 87.5% met 

4 or more criteria. Mean number of criteria met was 5 (SD = 1.7; range = 0 -7) .

On inspection of separate criteria, 92.5% of the total sample reported re-experiencing 

their EPL, e.g. flashback episodes, dreams, recurrent images etc. , 72.5% noted feelings of 

fear, helplessness or horror; 70% experienced poor concentration, feeling on guard or 

restlessness and equally, 70% reported feeling anxious, difficulty sleeping or irritability. 

This latter figure was found to be significantly associated with group (chi-square = 4.7; 

p<0.05). Significantly more women in group 1 (NWS; N=17) experienced feeling anxious, 

difficulty sleeping or irritability, compared to group 2 (WS; N=23).
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3. Cognitive and Affective Measures

i) No significant group differences were found on IES and HADS measures at initial 

follow-up interview. However, mean intrusion scores (particularly for group 1; 19.7; 

SD=7.4) were not much lower than comparable stress clinic patient scores reported in the 

study by Horowitz et al., (1979; mean intrusion score = 21.4; SD=9.6; mean avoidance 

score = 18.2; SD=10.8; mean total EES score = 39.5; SD=17.2). The median avoidance 

score was 11.

Table 1: Mean Scores (M!, Standard Deviations (SD) and Test Significance fori«uiv_i. uwuufliu vvTiauvui IVWf «U« piftumvaiivv ivi

The Im pact of Event Scale (IES! and The HADS for Groups 1 (no warning signs!

and 2 (warning signs!.

Cognitive
Measures

Group 1 
(N-17)

M  SD

G ro u p !
(N-23)

■ M SD

Significance
Test

DF
(two-tailed)

IESTOT 34.6 13.7 31.2 15.1 t = 0.75 38 n.s.

TOTINTRU 19.7 7.4 17.3 8.0 t = 0.95 38 n.s.

TOT AVOID 14.9 9.9 13.8 9.3 U =  191.5 n.s.

Affective
Measures

TOTANX 7.7 3.7 8.6 4.4 t = -1.02 38 n.s.

TOTDEPR 5.4 4.1 4.4 3.0 t = 0.91 38 n.s.

IESTQT = total score on the IES.

TOTINTRU = total score on the intrusion subscale of the IES.

TOT AVOID = total score on the avoidance subscale of the IES. 

TOTANX = total anxiety score on the HAD Scale.

TOTDEPR = total depression score on the HAD Scale
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ii) Table 2: Mean (M) Scores and Standard Deviations (SD) on the IES and the
HADS for Selected Life History Variables for Entire Sample.(N=40)

Variable N IESTOT TOTINTRU TOTAVOID TOTANX TOTDEPR

M SD M SD M SD M SD M SD

planpreg 31 30.9 14.6 17.9 7.7 12.9 9.6 7.9 4.1 5.0 3.7

unplan 9 38.8 12.5 19.8 8.1 19.0 8.0 8.2 4.1 4.3 2.9

child 17 32.8 16.5 16.5 8.3 16.3 10.8 7.8 4.2 3.8 3.0

nochild 23 32.5 13.0 19.7 7.2 12.8 8.3 8.2 4.1 5.6 3.8

therapy 3 32.6 3.5 21.7 5.5 24.3 2.1 14.7 3.2 7.7 2.5

notherapy 37 31.6 14.5 18.1 7.9 13.5 9.4 7.5 3.7 4.6 3.5

firstop 10 36.2 13.6 19.6 7.0 16.6 9.5 7.7 3.2 4.6 2.5

notfirstop 27 30.7 15.1 17.4 8.2 13.3 9.8 7.8 4.3 5.0 3.9

anyloss 37 33.5 14.3 18.9 7.7 14.7 9.6 8.0 4.1 5.0 3.5

noloss 3 21.7 13.9 12.0 5.2 9.7 9.0 8.0 4.6 3.0 3.6

planpreg =planned pregnancy

unplan =unplanned pregnancy

child =living children

nochild =no living children

therapy =previous psychological/psychiatric contact

notherapy =no previous psychological/psychiatric contact

firstop =ERPC was first operation

notfirstop =ERPC was not first operation
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anyloss ^previous life events regarded as losses

noloss =no previous life events regarded as losses

Some significant differences for the whole sample were found on the IES and the HADS 

for selected life history variables. Previous psychological or psychiatric contact was found 

to be significantly associated with higher levels of anxiety compared to no such contact, 

(U= 8.0, p<0.01). Those who had unplanned pregnancies were significantly more likely to 

have post traumatic stress symptoms, as measured by total scores on the IES, (U= 78.5, 

p<0 .05) compared to those whose pregnancies were planned. Some of the other measures 

of psychological distress approached significance:- those who had unplanned pregnancies 

were more likely to experience cognitive avoidance regarding their EPL (U= 80.5, 

p<0.06). Finally, those who had previous psychological/psychiatric contact were more 

likely to have post traumatic stress symptoms and experience cognitive avoidance (U= 

18.0,p<0.06; U= 18.0, p<0.06). All other mean score differences (tabulated above) were 

not significant.
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3.7.2 Follow-u p  Data

Table 3: Comparison of Total Sample Mean Scores (M). Standard Deviations (SD) 

and Test Significance for the Impact of Event Scale (IES) and the HADS at Baseline 

(three weeks) and Follow-up (three months).

Cognitive

Measures

baseline follow-up Significance

Test

DF P
(two-tailed)

M SD M  SD

IESTOT 32.414.3 26.814.7 t = 2.36 32 <0.05

TOTINTRU 18.6 7.8 14.2 7.5 t = 3.25 32 <0.01

TOT AVOID 14.3 9.5 12.6 9.2 Z=-0.80 n.s.

Affective

Measures

TOTANX 7.6 4.0 7.6 4.6 t=  0.00 32 n.s.

TOTDEPR 4.9 3.7 3.3 3.0 t=  3.97 32 <0.001
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Thirty-three participants, that is, 82.5% of the total sample (N=40), completed and 

returned the questionnaires. As predicted, psychological distress decreased over time. Post 

traumatic stress symptoms decreased significantly over time, (t= 2.36, DF=32, p<0.05). 

Intrusive thoughts decreased significantly, (t= 3.25, DF= 32, p<0.01), as did symptoms of 

depression, (t= 3.97, DF= 32, p<0.001). However, this was not true for anxiety levels, 

which remained clinically significant for the total sample, (t= 0.00, DF= 32, n.s.) or 

avoidance subscale scores ( median score = 1 2 ;  Z=-0.8, n.s,), which only decreased 

slightly.
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3.8 DISCUSSION

3.8.1 Psychological Distress at Initial (3 weeks) Follow-Up

A few recent studies, (e.g. Lee et al., 1996) have suggested that EPL can be experienced 

as a traumatic event by many women. The present study supported this finding. It 

investigated whether warning signs of an EPL resulted in less psychological distress 

several weeks after the loss. This was not found to be the case. No significant differences 

were found between the two groups in relation to actual diagnosis of ASD, or on the 

other two standard measures of emotional distress, namely the IES and the HADS. It is 

also important to note that psychological distress did not increase over the following three 

months; in fact it subsided. However, this was not true of anxiety levels which remained 

clinically significant at three month follow-up. In addition, it would have been helpful to 

have investigated whether ASD psychopathology was maintained at three month follow- 

up. This seems unlikely, however, because scores on the EES had decreased greatly.

Although no significant group differences were found, it was evident that many women in 

the sample as a whole experienced traumatic symptoms. Indeed, intrusion subscale scores 

(for group 1 in particular, i.e. NWS) were almost as high as for female stress clinic patient 

scores reported by Horowitz et al., (1979) at three week follow-up. Despite finding that 

the majority of women involved in the study did not meet criteria for ASD, evidence of 

acute stress symptoms was great, for the sample as a whole. For example, 70% reported 

feeling anxious, difficulty sleeping or irritability; indeed significantly more women in group 

1 experienced these symptoms compared to group 2. This particular finding suggested 

limited support for the absence of warning signs resulting in greater psychological distress.

The majority of women (72.5%) reported feelings of fear, helplessness or horror 

Anecdotal reports regarding the precise nature of these particular feelings focused 

overwhelmingly on a perceived threat to the ability to procreate. This is entirely
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consistent with current cognitive theories of anxiety (e.g. Beck, 1985). Interestingly, 

92.5% noted re-experiencing their EPL, e.g. flashback episodes, dreams, recurrent images 

etc. The content of these intrusive memories seemed mainly to relate to seeing the image 

of their baby at Ultrasound scanning.

In the present study, levels of depression were not clinically significant for either group. 

Lee et al., (1996) found that only 8% of their sample had clinically significant depression 

scores. Interestingly, other researchers have found higher rates of depression, (e.g. 

Neugebauer et al., 1992). Apparent discrepancies in this respect may relate to the types 

of assessment used and their administration at varying time points post-miscarriage.

Some significant differences were found for the whole sample on measures of 

psychological distress for selected life history variables, (see results section). Small sample 

sizes might have precluded actual significant differences for those variables which 

approached significance. Slade (1994) only identified previous significant psychological 

distress as predictive of emotional adjustment in her review of the literature.

3.8.2 Psychological Distress at Three-Month Follow-Up

Interestingly, anxiety symptoms were maintained at three month follow-up. This contrasts 

with Lee et al., (1996); they found anxiety levels had decreased at four month follow-up. 

However, they still remained clinically significant. One explanation for persistent anxiety 

(consistent with Prettyman et al.,1993) may be continuing fears concerning a successful 

future pregnancy. Anecdotal reports from women who participated in the current 

investigation appeared to support this view. In addition to supportive counselling by the 

researcher at initial follow-up interview, there was an opportunity to arrange a subsequent 

appointment with a medical professional (a midwife) with the aim of receiving a medical 

explanation for the EPL. Many women opted for this. Recent studies have suggested that 

receiving a medical explanation could decrease anxiety (e.g. Tunaley et al., 1993). While
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this may be true, it is often difficult to provide such an explanation on account of 

pregnancy loss occuring at this early stage.

Unintended therapeutic effects of the initial follow-up interview (and contact with a 

midwife) may have had a role in decreasing psychological distress over time. It is entirely 

possible that anxiety scores could have increased to a greater extent without these 

interventions.

3.8.3 Absence of Group Differences

There are several possible reasons for the absence of significant group differences. The 

results suggest that it is the actual experience of an EPL that is stressful, rather than 

whether it is predictable or not; this aspect does not seem to make a difference to resulting 

psychological distress. However, it is important to note that small sample sizes may also 

have precluded detection of significant diffferences.

Additionally, at initial scanning many women were told that there might be a pregnancy 

complication and were asked to return for a second scan to confirm or refute this one 

week later. This period of uncertainty was described by the majority of women as 

extremely stressful and may have contributed considerably to the appearance of post 

traumatic stress symptoms for many women postmiscarriage. The general consensus 

seemed to be that they would have preferred to have been told if they had a non

continuing pregnancy immediately after the first scan.

3.8.4 Critical Review

One of the main strengths of this investigation was its endeavour to advance research into 

the nature and course of anxiety (through assessment of ASD criteria) following EPL. It 

has also contributed to the validity of conceptualising EPL from a trauma perspective.
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Additionally, it was innovative in its focus on two specific types of EPL. At a more 

practical level, it has highlighted a need for routine follow-up, on account of evidence of 

acute stress and long-term anxiety symptoms in the postmiscarriage period.

The small sample size could be described as one weakness of the study. Initial power 

calculations indicated that a total of sixty-four participants would be required for a 

medium effect; since this figure was not reached, the study may have been 

"underpowered." The absence of a control group, e.g. to control for unintended 

therapeutic effects of the initial follow-up interview represented another limitation. It 

would also have been useful to record any new pregnancies at three-month follow-up (or 

preferably later on) to assess whether the removal of this threat to the ability to procreate 

did, in fact, decrease anxiety.

Future research needs to address the above limitations; larger sample sizes require to be 

incorporated into future studies. The implementation of routine follow-up would require 

evaluation. It may also be beneficial to intoduce a preventative framework designed to 

minimise high levels of distress identified immediately after detection of an EPL.

3.9 Conclusion

The present study supported the conceptualisation of EPL as a traumatic experience. The 

actual experience of EPL was found to be extremely stressful for many women, rather 

than whether there was any perceived predictability (as indicated by warning signs) about 

it. No significant differences between groups on all measures of psychological distress 

were found. On the whole, psychopathology decreased over time. However, anxiety 

levels remained clinically significant. Evidence of acute stress and persistent anxiety 

prompted a recommendation for routine follow-up care.
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TOWARDS OUTCOME MEASUREMENTS: monitoring effectiveness of anger 
_________ management and assertiveness training in a group setting,_________ _

4.0 SUMMARY

It is becoming increasingly important for clinicians to justify the treatment approaches 

they use. This study illustrates one way of measuring therapeutic effectiveness in a small 

group of learning disabled individuals who frequently demonstrated aggressive or 

intimidating behaviours. The use of a self-report measure, the Provocation Inventory to 

monitor change, can be easily implemented in everyday clinical practice. The P.I. allowed 

for responses to be categorised and consequently pre- and post intervention responses 

could be compared. Changes recorded using the P I. were ambiguous in terms of 

“improvement”, although staff reports indicated group work to have been effective to 

some extent. The use of formal outcome measurements represents good clinical practice. 

Despite some limitations in the P.I., some useful recommendations for its future use are 

documented.
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4 1 INTRODUCTION

A significant number of people with learning disabilities are referred to specialist services 

because of "difficult" behaviours, with aggressive type behaviours making up a substantial 

proportion of such referrals. In one American survey which examined the reason for 

referral, Benson (1985) ascertained that 30% of these people had been referred because of 

self-control problems.

Displays of difficult behaviours, for example aggressive or intimidating behaviours, can 

have a number of implications for the individual expressing them; these include issues 

relating to personal safety and being perceived as unsuitable for discharge or inclusion in 

other activities, such as work placements etc. It is frequently the case that these types of 

behaviour deny people access to the above-mentioned resources which would, perhaps, 

have been enjoyable and beneficial to them. Such behaviours also present an immense 

challenge to those caring for and working with these individuals; concerns involving 

personal risk and the safety of others in the person's environment are paramount.

Recent years have witnessed a growing interest in the treatment of anger and aggressive 

behaviour in a variety of clinical populations. Unfortunately, such advances have not, as 

yet, been replicated to nearly the same extent in the learning disability field. However, a 

small number of studies have been carried out. Of particular interest for the purposes of 

the current paper are several investigations which utilised measures to assess the effects of 

intervention. In one such study which addressed the effects of anger management training 

in a group therapy format, Benson et al.(1986), included a self-report anger inventory as 

one of their measures, and found decreases in aggressive responding across time. 

Furthermore, while acknowledging the difficulties that learning disabled individuals may 

have in the acquisition of anger control skills, they concluded that anger management 

training with this client group may be effective.
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In a more recent single case study, Black and Novaco (1993) included self-report 

measures which were adapted from the Novaco Provocation Inventory (Novaco, 1975, 

1988) as a means of measuring treatment effectiveness. Taken in conjunction with other 

measures, including clinical staff ratings, the researchers concluded that their client had 

been successful in achieving more self-control of anger and aggressive behaviour. 

Furthermore he was able to leave hospital and move to shared accommodation in a 

housing association.

The study reported here focused on the treatment effectiveness of a group therapy 

approach aimed primarily at reducing the aggressive or intimidating behaviours exhibited 

frequently by four young men with learning disabilities. The actual content of group 

sessions was not solely related to anger management training but also incorporated 

discussion of emotions and assertion skills training. In the current NHS economic climate 

which advocates more cost-effective treatments (e.g. group therapies) for Clinical 

Psychology Departments nationwide, it was of interest to make an attempt to monitor the 

effectiveness of this type of intervention.

4.1.1 GROUP STRUCTURE

The group was called "Speaking Up for Yourself' and took place at a resource centre. It 

ran for one and a half hours on a weekly basis for a total of eight weeks during May and 

June 1996. Seven out of the eight sessions were taken by the first researcher and one by 

the second researcher. The group consisted of four clients; clients 1 and 2 had been 

referred to the Clinical Psychology Department because of difficult behaviours some time 

previously including aggression to others and inappropriate sexual behaviour. Client 1 

had also been seen individually by the second author prior to the start of the group and 

client 2 continued infrequent individual sessions for the duration of the group. Clients 3 

and 4 had been chosen for the group by resource centre staff. They anticipated that this 

participation would be of benefit to them, mainly because they also exhibited aggressive or
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intimidating behaviours at times. While these behaviours might occur less than once a 

month, the impact could be devastating. Expressive verbal abilities varied, ranging from 2 

- 3 word sentences to more complex grammatical structures. This minimal level of verbal 

ability was felt to be necessary to allow effective participation in the proposed activities. 

While no formal assessment was carried out, staff were made aware of this requirement 

when nominating group members.

The group had three main aims:-

1. For its members to become aware of peer group feelings regarding their 

behaviour.

2. To increase clients' self-respect, self-value and self-confidence.

3. To decrease aggressive or intimidating behaviours towards others. This

was seen as particularly important in relation to the two clients who had 

been referred to Clinical Psychology.

4.2 OUTCOME MEASURE

In order to measure change as a function of the group, clients were asked to complete a 

Provocation Inventory (P I.) before and after participating in the group. This inventory 

had already been modified for use with learning disabled clients by Black and Novaco 

(1993) from Novaco's Provocation Inventory (1975), for use within institutional settings. 

In a further modification, the current researchers adapted this inventory to relate to 

community situations rather than institutional ones. Items on the inventory were 

concerned with the clients’ responses to potentially provocative situations. All responses 

were verbal, and were categorised, e.g. as to whether they were physically or verbally 

aggressive, constructive coping etc., and used for pre- and post-intervention comparison.
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Figure 1

about here (see Appendix 4.)

4.3 OVERVIEW OF SESSION CONTENT

Clients were firstly made aware of the confidentiality of the group and the reasons for it 

taking place. Initial sessions centred on the development of listening, social interactional 

and assertiveness skills, which, it was anticipated, would provide a good basis for working 

through the main group aims in subsequent sessions. Various tasks were devised to 

facilitate clients getting to know each other better, as well as to aid a relaxed perception 

of the group situation.

The emphasis initially focused on quite general aspects, e.g. clients' favourite things, 

likes/dislikes etc. This soon progressed to more specific work which concentrated on 

identifying emotions both in relation to the self and others. Pictorial material was utilised 

to this end. Discussion about different situations which might cause people to become 

upset followed. Items from the P I. were utilised to facilitate this.

The concept of anger as a normal emotion was emphasised; it was explained to the clients 

that it is people's actions when they are angry which can be problematic, i.e. they might 

get into trouble or feel bad as a result. Various anger management strategies were 

addressed; they included attempts to reduce intimidating behaviours, e.g. hand gestures, 

facial expressions and verbal aggression, relaxation exercises and self-talk. The latter was 

initiated in order to address the cognitive labelling process which occurs in the initial 

stages of becoming angry, during the actual situation and also afterwards. Self-talk 

concentrated on the introduction of coping statements; the purpose of this was to equip 

clients with an effective way of limiting aggressive behaviour by increasing their repertoire 

of skills to cope with potentially provocative situations. "Just pretend" exercises were 

employed to familiarise clients to this approach.



55

4.4 RESULTS: PRE- AND POST TREATMENT RESPONSES ON THE P.I.

As already mentioned, responses on the P.I. were categorised for the purposes of 

comparative data; in this way any change that occurred during the course of the group 

could be measured. The categories used were as follows:- don't know, verbal aggression, 

physical aggression, damage to property, damage to self, withdrawal, constructive coping 

and other. No responses were coded as either damage to property or to self.

Percentage inter-rater reliability agreements were calculated using the formula:

Agreements
_________________________________  x 100

Agreements and Disagreements

The more stringent method where disagreements counted as double the value of 

agreements (because they consisted of two ratings) was used. There was 67% agreement, 

most disagreements falling between “withdraw” and “constructive coping”. As the 

“withdraw” statements tended to be of the type “walk away” from a situation, these could 

readily be reassigned to the “constructive coping” category. On this basis, inter-rater 

agreement reached 82%, which was considered satisfactory.

Comparison of pre- and post treatment scores revealed the following:-

1. Client 1 conveyed an increase in responses which were coded as verbal 

aggression and physical aggression.

2. Clients 2 and 3 showed a decrease in their verbal aggression scores.

Physical aggression scores remained the same; in fact none of client 3's 

responses could be categorised as such.
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3. Clients 2 and 3 also showed an increase in their constructive coping 

responses.

4. Client 4's verbal aggression score stayed the same. No physical 

aggression scores were recorded. Withdrawal responses increased 

and constructive coping scores decreased.

4.5 DISCUSSION

Interestingly, comparative data on the P.I. did not reveal major changes in the anticipated 

direction. It is perhaps important here to list some examples of actual responses to items 

on the P.I. before making some suggestions as to why the above-mentioned results were 

obtained.

One client said that if "Someone at the Centre who you do not like punches you" he 

would "Hit them back." Others noted that they would either ignore this or tell one of the 

day centre staff. Other physical aggression responses included "push him out the way" 

and "throw them off the seat". Examples of verbal aggression responses included "tell 

them to get lost", "scream at them" and "shout in their ear".

Constructive coping responses included "say something to person with me" or "look the 

other way" (if someone was staring at you), "go to back of queue" or "stand and wait my 

turn" (if another customer said you had jumped the queue), and "tell keyworker" (if you 

had something important to tell staff but they said they were too busy and to come back 

later.)

One possible reason for the absence of major changes as measured by the P.I. is that 

individuals were initially quite defensive in relation to feelings of anger and aggressive 

reactions in particular situations. It might have been perceived that such admissions
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would result in punishment of some kind. This inference could have arisen from previous 

consequences of behaviour in these types of scenarios. As already highlighted, one client's 

physical aggression responses actually increased. This supports previous research by 

Black (1994); over a much longer period (6 months) clients seemed to get "worse" in 

reporting what made them angry. This finding would fit in with being defensive initially. 

Indeed, for all the clients, resource centre staff reports did not match self-reports in terms 

of anger and aggressive behaviours, in that the former regarded these issues to be much 

more prevalent.

In future work of this kind, it would be important to spend time with clients before asking 

them to complete the P.I., in an attempt to build up a relationship with them, which would 

perhaps encourage more "truthful" responses at this early stage. Liaison with resource 

centre staff might also be beneficial in this respect, i.e. staff could reassure clients that 

admissions of angry feelings or aggressive behaviour would not result in them getting into 

trouble or being punished in some way. Formal assessment of expressive and receptive 

language ability would inform group leaders who could adapt material further, to ensure 

greater understanding by group members, but is not a necessity where staff know their 

clients well. Groups with mixed linguistic abilities may be beneficial.

Liaison with staff who know clients well could also be useful in designing future self- 

report measures. In this way self-report items could be tailored to the actual behaviours 

characteristic of the particular clients in question. Additionally, in vivo observations could 

be included as another means of measuring change. However, this is not always a realistic 

option given current time constraints for the majority of professionals.

It is important to note the time-limited nature of the group. Although it's aims were not 

solely related to anger management issues, other relevant studies have lasted for much 

longer time periods. To take an example, Benson et al. (1986) included twelve sessions, 

each lasting 90 minutes. However, there were several reasons for this time restriction;
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two of the clients involved had already received some individual psychological input and 

participation in the group consolidated this to an extent. Furthermore, resource centre 

staff received feedback about the group and also recommendations for fixture work. In 

this way strategies which were perceived to be successful in the group format could 

continue to be implemented by staff in an effort to maintain change and perhaps increase 

it.

This group approach may have the disadvantage of not directly altering the nature or 

frequency of either provocations or staff management of aggressive responses, but it is felt 

that it is useful in removing some of the “blame” that is often attached to aggressors, by 

dealing with conflicts and resolutions in a safer setting.

There were some more general conclusions worthy of note consequent to the "Speaking 

Up For Yourself' group. On the whole the group aims were realised. Anecdotal 

information from resource centre staff indicated that some changes were evident in 

relation to aggressive behaviour. In particular, some of the clients appeared to be more 

aware of the possible consequences of such behaviour and seemed to be more able to 

“think things through”. One client in particular was also reported by staff to be interacting 

much more with his peers since the group was held, as well as being generally more 

assertive and more self-confident. Consequently, it is envisaged that it will be possible for 

him to embark on a work placement in the near future.

While these reports from staff may seem incongruent with the P.I. results, it is felt that the 

apparent discrepancies may lie in the reasons already stated above, namely participant 

defensiveness, anxiety about repercussions and the brevity of intervention. Future 

research could explore these issues, and would ideally also provide a more reliable method 

for quantifying staff observations of change.
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COGNITIVE-BEH A VIO t !RAL TREATMENT OF ADOLESCENT POST

TRAUMATIC STRESS

5.0 Abstract: This case study reports cognitive-behavioural treatment of a fourteen year- 

old adolescent girl, who was experiencing post traumatic stress, with concurrent anxiety 

and depressive symptoms, following an unprovoked, serious physical assault. Assessment 

and ongoing treatment principles are described and discussed within the context of 

existing research, mainly involving adult PTSD reactions. Pre-existing personality 

characteristics, e.g. anxiety, are believed to have intensified psychopathology consequent 

to the traumatic experience. In general, Cognitive-Behavioural Therapy (CBT) appeared 

to be a useful treatment approach for an adolescent post traumatic stress reaction.

Key words: adolescence, trauma, cognitive-behavioural.



62

5.1 INTRODUCTION

Current theories and treatments of Post Traumatic Stress Disorder (PTSD) have largely 

developed from adult reactions to acute and major stress. However, there is widespread 

agreement within the literature that children and adolescents can also suffer PTSD as a 

consequence of a traumatic experience. Much of the existing knowledge base has 

developed from studies which have focused on child and adolescent survivors of disasters, 

e.g. the capsize of the Herald of Free Enterprise Car Ferry, (Yule and Williams, 1990) 

and the sinking of the Jupiter cruise ship, (Yule et al., 1990; Yule, 1992). In general, it 

appeared to be the case that survivors presented with similar groups of symptoms to their 

adult counterparts, i.e. distressing recurring recollections of the traumatic experience; 

avoidance of stimuli associated with the traumatic event and various signs of heightened 

physiological arousal. Common reactions in adolescents included significantly high rates of 

depression, sleep disturbance, suicidal thoughts, anxiety, panic attacks, which were often 

delayed, disengagement and aggressive behaviour.

Wide-ranging assessment, which incorporates measures of anxiety and depression has 

been recommended in recent literature. Various measures have now been indicated to 

assess post traumatic stress reactions in children and adolescents. Horowitz's Impact of 

Event Scale (IES; Horowtiz et al., 1979) has been found to be suitable for children aged 

eight years and over, (Yule and Udwin, 1991).

Treatment outcome studies concerning PTSD in children and adolescents are currently in 

their infancy. Cognitive-behavioural approaches regarded as promising. To date, 

however, little is known about the extent to which these require to be adapted to address 

child and adolescent developmental levels. The main focus of individual Cognitive- 

behavioural Therapy (CBT) has been to facilitate children or adolescents in making sense 

of what happened to them and to overcome anxiety and feelings of helplessness, (Yule, 

1994). Exposure work in a supportive enviroment has been found to be usefiil in gaining
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control of intrusive thoughts and for behavioural avoidance. Drawing the traumatic 

experience can aid recall of the event and associated feelings, (e.g. Pynoos and Eth, 1986).

5.2 SUBJECT

The present paper describes the case of C, a fourteen year old girl, who was referred, by 

Victim Support, to a specialist service for victims of crime. C was seriously assaulted by a 

group of girls in her local area and had been crying a lot and experiencing panic attacks 

since then.

5.2.1 Presenting Problems

C, her parents and younger sister, V attended for initial assessment interview. Thereafter, 

C was seen on an individual basis. C presented as a pleasant, quiet girl. She reported post 

traumatic stress symptoms, dating back to her assault. These included daily intrusive 

thoughts pertaining to the assault, which made her feel scared and upset, cognitive 

avoidance and heightened physiological arousal, e.g. irritability, sensitivity to noise. C 

experienced flashbacks to this traumatic experience approximately once per week. It was 

evident that the whole family were very distressed by what had happened to C. While C's 

parents were clearly extremely concerned about the change in her, they did not appear to 

have become overprotective of their daughters as a result.

In addition to PTSD symptoms, C also presented with general anxiety; she noted panic 

attacks approximately once a fortnight, headaches and breathing difficulties, which 

appeared to be triggered by memories of her assault. C had also developed agoraphobic- 

type tendencies. She would not go out with her friends, e.g. into the city centre, as she 

used to on a weekly basis. C would only go out in the company if an adult. She reported 

feeling very frightened if she had to pass a group of people of her own age, for example.
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Again, this reminded her of what had happened. She was absent from school for the last 

week of term, but was able to return after the Easter holidays.

C also described a range of depressive symptoms. They were low mood, decreased 

appetite, poor concentration, tearfulness, social withdrawal, initial insomnia and early 

morning wakening. Other difficulties related to school. She commented that her grades at 

school had deteriorated quite markedly since her assault and that she had shouted at some 

of her teachers and friends on a few occasions.

5.2.2 Nature of Assault

C was initially seen approximately 2.5 months after she was seriously assaulted one 

evening in a street a few minutes from home. C and three of her friends were involved in 

an entirely unprovoked assault, committed by another group of girls similar in age but not 

known to them. One of these girls threw a bottle after them and began to follow them. 

They were verbally abusive and suddenly attacked C and her friends from behind. C was 

pushed to the ground and kicked repeatedly on her back and head. The incident lasted for 

about five minutes. A woman from a nearby house came out to investigate and the girls 

ran into her garden. However, the perpetrators also attacked this person before finally 

running off. Subsequent police investigations were unable to trace them. C sustained a 

cracked rib and a great deal of bruising.

5.2.3 Information from Guidance Teacher

Permission was obtained from C to contact her school guidance teacher, Mrs N. 

Apparently, her teachers had noticed that since her assault, C's concentration had 

diminished greatly; they were quite concerned about this. Mrs. N was unaware that C’s 

grades had been affected, but she had not recently spoken with her teachers to investigate 

this. Her grades were typically among the highest. She provided some useful information
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about C's premorbid history. She described C as quite overanxious and lacking in 

confidence. In her opinion, C was the "worst person the attack could have happened to."

5.3 FORMULATION

Initial impressions indicated that C was experiencing wide-ranging and quite severe 

psychological difficulties at the time of assessment. These appeared to be mainly 

consequent to experiencing a serious assault a few months before. Specifically, she 

presented with acute post traumatic stress symptomatology, with associated depressive 

and anxious symptoms. It seemed to be the case that C was prone to anxiety before this 

happened; she noted always having been a "worrier", e.g. regarding family and friends. 

C's family appeared to be very caring and supportive. Her assault had evidently been 

extremely distressing for them too.

5.4 METHODS

5.4.1 Measures of Assessment

The following pre- and intermediate treatment measures provided formal assessment of 

presenting psychological difficulties:-

1. The Impact of Event Scale (IES; Horowitz et al., 1979)

A 15-item self-report measure of current subjective distress related to a specific event. 

Items comprise two separate subscales which measure levels of intrusion and avoidance 

pertaining to the event.
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2. The Hospital Anxiety and Depression Scale (HADS; Zigmond and 

Snaith, 1983)

A 14-item self-report measure of severity of anxiety and depression.

3. The Children’s Depression Inventory (CDI; Kovacs and Beck, 1977)

A 27-item self-report measure which focuses on the affective, cognitive and behavioural 

signs of depression. It is a derivative of the Beck Depression Inventory (BDI; Beck 

1978). The applicable age range is 7-17 years. Normative data exists for same age and 

gender peers.

The Scott Trauma Belief Inventory (TBI; Scott, 1992) was also administered early in

treatment. It incorporates a set of dysfunctional trauma beliefs and provides a provisional

framework of an individual's pertinent dysfunctional beliefs; however, it requires

validation. Trauma beliefs held to be "absolutely” or "mostly" true were:-

I've lost a part of myself

Other people can never understand how I feel

I see this world as a bad place to live in

I don't think that justice exists in this world.

5.4.2 Treatment Principles

C's anxious symptoms were the initial treatment focus. Relaxed (controlled) breathing 

strategies and general relaxation techniques were introduced. The treatment rationale for 

a CBT treatment approach was explained and elaborated on through handouts. Early in 

treatment, C travelled alone by train into the city centre to go shopping with a relative. 

She admitted being extremely anxious but made good use of rehearsed coping strategies.

For example, one of C's main fears was having to walk past a group of teenagers. CBT
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was used to prepare her for this probable occurrence. Although C coped very well on this 

outing and utilised therapy principles well in vivo, she remained reluctant to go into the 

city centre again. A "thought diary" was introduced to identify antecedents of anxiety 

between sessions. It was also suggested that she invest in a personal alarm; this proved 

to increase her confidence when out.

CBT principles were also used to treat depressive symptoms. Behavioural measures were 

employed initially, e.g. daily activities, which involved spending time with friends and 

family, were planned during sessions and C kept a record of these.

Early introduction of anxiety management strategies facilitated treatment of specific PTSD 

symptoms. Containment of intrusive memories was the initial focus in this respect. C 

described in increasingly more detail the traumatic event she experienced within each 

session. She was given the task of allocating 10-15 minutes each day to draw or write 

about what happened. This was to desensitise her to the event and associated thoughts 

and feelings.



5.5 RESULTS

Table 1: A Comparison of Pre- and Intermediate Scores on the IES. HAPS and CPI (T Scores).

Measure
IES

Pre-treatment Score Intermediate treatment Score

intrusion 27 21

avoidance 26 24

HADS

anxiety 14 16

depression 13 11

CDI (T Scores)

total 81 78

negative mood 70 75

interpersonal probs. 94 84

ineffectiveness 74 74

anhedonia 71 63

negative self-esteem 64 64
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5.6 DISCUSSION

The above results indicate only slight changes in presenting symptoms between pre- and 

intermediate treatment phases. Most noticeably, C reported fewer intrusive thoughts. 

Anecdotally, she appeared to have gained a great deal of control over intrusive thoughts, 

through thought-stopping techniques. However, the latter score (21) remained as high as 

Horowitz's (1979) sample of stress clinic patients (mean intrusion score = 21.4). Focusing 

on intrusive memories provided some useful information as to the meaning of the assault 

experience for C. Consistent with adult PTSD reactions, the internal, subjective 

experience of the trauma is one important factor, in relation to later psychological 

morbidity and is an important aspect in treatment. During the assault C thought that she 

was going to die. This belief has been found to be associated with greater PTSD 

symptomatology, (e.g. Williams et al., 1993; Yule et al., 1992).

It also transpired that she was only focusing on the events before the assault and avoided 

thinking about the actual assault. The supportive therapeutic enviroment facilitated this 

progression. C was able to accept that it was an unprovoked, unpredictable assault, which 

she could have done nothing to prevent.

Acts of deliberate violence, in particular child physical and sexual abuse are perceived to 

lead to greater psychopathology than other kinds of traumatic experiences, (e.g. 

Hodgkinson and Stewart, 1991). This perhaps helps to explain why C's psychological 

difficulties are persisting. Premorbid factors are another important focus in this respect. 

Pre-existing personality or emotional disorder, (in addition to high levels of stress or 

exposure and family history of psychiatric disorder) have been described as vulnerability 

factors in the development of PTSD, (Scott and Stradling, 1992). C reported a tendency 

to worry about family and friends and furthermore, teacher reports described her as 

"overanxious". Interestingly, she stated that no one had noticed any major emotional 

changes in the other girls who were involved.
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Levels of anxiety increased slightly. There could be many reasons for this. Frequently 

focusing on intrusive thoughts may have exacerbated anxiety. Additionally, C reported 

some family problems, which were evidently a source of worry for her (and the rest of the 

family) at the intermediate treatment phase. While the HADS is not typically used to 

assess children's anxiety, it seemed to be an appropriate clinical tool for use with an 

adolescent. CDI scores indicated some reductions in depressive symptoms. Anecdotally, 

she noted increased motivation, fewer sleep problems and increased interest in spending 

time with family and friends.

5.6.1 Future Treatment Directions

Planned treatment strategies include continuing with imaginal exposure and the 

introduction of more structured behavioural exposure work to decrease anxiety. C 

remains frightened of future assault; cognitive restucturing will be implemented to help 

re-assess this degree of threat. Cognitive therapy techniques will also be used address 

negative perceptions and dysfunctional beliefs as identified on the TBI. Terr (1991) noted 

that trauma experienced in childhood or adolescence can shatter basic trust and autonomy, 

which can lead to long-term changed attitudes about people, life and the future that are 

difficult to alter. Finally, C was evidently extremely sensitive to parental distress and 

appeared to minimise her feelings etc. so as not to upset her mother in particular. It might 

be useful to give C's parents the opportunity to discuss the impact of her experience on 

them, so that they can become desensitised to the trauma and support C emotionally to 

aid her recovery.
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TREATMENT OF COMPLICATED GRIEF IN A MALE ADOLESCENT

6.0 Abstract: The present case study describes the treatment of an extended, intensive 

grief reaction, complicated by a major depressive episode in an adolescent boy. The 

treatment principles employed were largely in accordance with Worden's (1993) tasks of 

mourning. Cognitive-Behavioural Therapy (CBT) techniques were utilised to treat 

depressive symptoms. One standard treatment outcome measure of child and adolescent 

depression was used to record data at three points in therapy. A behavioural measure 

(nightmare frequency) was also used during grief therapy work. Forced mourning 

techniques and CBT for depression were found to be effective treatment approaches in 

this instance. Findings are discussed in the context of existing literature.

Keywords: complicated grief, adolescent, depression.
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6.1 INTRODUCTION

For adults, the death of a close friend or relative can be an extremely stressful life event. 

To date, few studies have researched the effects of bereavement on children and 

adolescents. The majority of such investigations have focused on reactions to the death of 

a parent; much less is known about reactions to other attachment figures, e.g. 

grandparents, friends, siblings etc.

Van Eerdewegh et al, (1982) carried out a widely-quoted, prospective, controlled study 

of 105, 2-17 year old children who had experienced the death of a parent. Results 

indicated a significant, but transient increase in dysphoria, the persistence of mild 

depression and a significant degree of impairment in school performance in older children. 

Several risk factors for a grief reaction and later depression were identified; these 

included mental illness in the surviving parent (see also Harris et al., 1986) and the loss of 

the same sex parent, particularly for boys.

Treatment outcome studies in cases of child or adolescent complicated grief reactions are 

equally sparse. In adult cases of bereavement and concurrent depressive symptoms, 

forced or operational mourning techniques have proved effective (e.g. Mawson et al., 

1981). Although not yet evaluated, it seems sensible to assume that these techniques 

would be equally effective with children and more particularly perhaps with adolescents, 

as their grief reactions tend to be comparable to adult reactions.

As indicated above, depressive symptoms are common in bereaved children and can 

potentially have an extremely negative impact on functioning. Several studies have also 

demonstrated that depression in childhood has a tendency to recur in adult life, (e.g. 

Harrington et al., 1990). Cognitive-Behavioural Therapy (CBT) has emerged as a very 

effective mode of intervention in this area, which is consistent with adult depression. 

Beck's (1979) cognitive model of depression has been shown to be applicable to children,
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(e.g. Rehm and Carter, 1990). Stark et al.,(1991) found that CBT resulted in greater 

improvements in depression and a decrease in depressive cognitions when compared to 

traditional counselling techniques.

6.2 SUBJECT

The current case study reports an extended and intensive grief reaction, complicated by a 

major depressive episode, in a male adolescent, D, aged 15. He was referred to a Child 

and Family Clinic by his GP because of difficulties coping and recent aggressive 

behaviour. D's grandfather had died of TB, secondary to long-term ill-health some 7 

months before his attendance. D had lived on his own with him from the age of 4. 

Treatment approach and outcome will be discussed in the context of existing research into 

adolescent bereavement and depression.

6.2.1 Presenting Problems

Initial assessment involved the whole family, namely D, his parents and younger sister. D 

presented as an extremely sad, angry young man. He was reluctant to talk at length during 

the family sessions and found it difficult to allow himself to become upset. He described a 

general inability to cope as well as various depressive symptoms; these included low 

mood, loss of motivation and feelings of worthlessness. He had some suicidal thoughts 

but no intention of acting on them. Additionally, he reported difficulty sleeping (on 

average he slept for a maximum of 3 hours each night) and frequent nightmares. More 

recently, he had been dreaming about his grandfather.

It appeared to be the case that D had never allowed himself to openly grieve for his 

grandfather; he noted feeling closer to him than to his father. He had taken on much of 

the responsibility of caring for his grandfather during the last few years of his life.
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Other difficulties for D related to school; he had not attended school for several months 

and was receiving home tuition. D's grandfather had died on the day of his first standard 

grade exam and consequently, this affected his performance on the exams that he sat. D 

had been seeing an Educational Psychologist on a weekly basis at his school over the last 

three months. Apparently, D had perceived himself to be under stress at school for 

several years; he noted several teachers "picking on" him throughout secondary school.

6.2.2 Background

Mrs M, D's mother had been seriously depressed for approximately 8-10 years. The main 

antecedent appeared to have been the sudden death of her mother. Current depressive 

symptomatology included feeling down for much of the time and sleep difficulties. D said 

that his mother had "gone to pieces" since her father died. He was clearly very concerned 

about her and seemed to have taken on much of the responsibility of caring for her. In 

fact, this was another reason for his non-attendance at school; he did not want to leave 

her at home alone.

6.3 FORMULATION

D appeared to be experiencing an extended and intensive grief reaction relating to the 

death of his grandfather, complicated by a major depressive episode. He had been unable 

to really begin the process of working through painful bereavement issues. This profound 

sense of loss was undoubtedly contributing to D's depressed state and very probably 

impacting negatively on his ability to cope with life in general.

It seemed important to remember that D was experiencing anxious and depressive 

symptoms before this loss. These may have been consequent to concerns about i) his 

grandfather's deteriorating physical health, ii) his mother's mental health and feeling 

responsible for her from an early age and iii) perceived stress at school.
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6.4 METHODS

6.4.1 Measures of Assessment

1. The Children's Depression Inventory (CPI: Kovacs and Beck. 1977)

A 27-item self-report measure which focuses on the affective, cognitive and behavioural 

signs of depression. It is a derivative of the Beck Depression Inventory (BDI; Beck 

1978). The applicable age range is 7-17 years. Normative data exists for same age and 

gender peers.

2. Behavioural measure

Frequency of nightmares was recorded on a weekly basis throughout client contact. 

Nightmares or dreams are common consequent to a bereavement.

6.4.2 Treatment Procedures

D was seen on a mainly weekly basis over a three-month period. The main aspects of 

treatment were as follows:-

i) Grief Work

The initial focus was on enabling D to confront his grief The therapeutic principles 

employed were largely in accordance with Worden's (1993) tasks of mourning. D was 

provided with a jotter in which to write down his thoughts and feelings regarding his 

grandfather's death. Through expression of his painful thoughts and feelings, D began to 

work through them. Feelings of anger and guilt were addressed through letter writing to 

the individuals (not sent) to whom this anger was directed and through re-enacting saying 

good-bye to his grandfather, which he had been unable to do.
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ii) Treatment of Depression

In the initial treatment stages it was also important to focus on D's depressive symptoms 

(although focusing on bereavement issues was undoubtedly addressing these too). D's 

activity levels were increased substantially. Sleep management strategies were 

introduced; he was also given a relaxation tape. D's thought processing was consistent 

with Beck's (1979) cognitive model of depression. His self-image was particularly 

negative. CBT principles were used to challenge these perceptions. Cognitive 

restructuring was also employed in relation to negative beliefs (e.g. "I am a failure") and 

feelings of guilt and anger.

6.5 RESULTS

D progressed well. Once he began to work through his grief, his mood and general 

presentation became much brighter. A referral to adult clinical psychology services was 

made on behalf of D's mother. It was envisaged that this would be beneficial for D ( it 

would relieve him of the age-inappropriate responsibility of caring for her). The prospect 

of his mother receiving psychological help almost certainly contributed to his more 

cheerful presentation. He was able to return to school (part-time) three months into 

treatment. He found this extremely difficult, but continued to attend and gradually 

physiological symptoms of anxiety decreased through the application of anxiety 

management techniques.

Figure 2 (see appendix 6) shows T Scores on the CDI recorded at three time points: pre

treatment, intermediate and follow-up (the latter scores were recorded after four months 

of treatment with another clinical psychologist at the same clinic). All scores decreased 

over time, except on the Interpersonal Problems Subscale, which remained the same 

across time.
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Figure 2 

about here

Figure 3 (see appendix 6) conveys nightmare frequency. They persisted for the duration of 

therapeutic contact. However, they became less frequent and less distressing for him.

Figure 3 

about here

6.6 DISCUSSION

The present paper describes the reaction of an adolescent to the death of his grandfather 

and in this respect alone, it has contributed to existing literature, which tends to focus on 

parental loss. It is important to remember however, that D's grandfather was a father- 

figure for him. Consistent with the literature, a number of risk factors made it more 

likely that D would develop an extended grief reaction and later depression; he 

experienced several concurrent losses, e.g. the loss of a close, confiding relationship, (i.e. 

his grandfather), the loss of his home, (he had to move to his family's home) and the loss 

of his role in caring for his grandfather. D also experienced obstacles to the grieving 

process , namely feelings of anger and guilt (Worden, 1993), which meant that he had 

been unable to move on. Once these feelings were acknowledged and D had the 

opportunity to address the things which were making him angry and guilty, he 

progressed.

Another relevant risk factor is mental illness in a surviving parent. Van Eerdewegh et al., 

(1985) found that, irrespective of gender, the highest scores on various measures of 

psychological distress, e.g. dysphoria and depressive syndromes following bereavement, 

were associated with having a mentally ill (most usually depressed) mother. It could also
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be argued that D had learned in early childhood not to cope with bereavement, given that 

this was identified as the antecedent for his mother's depression.

It seems probable that D possessed limited coping skills, on account of a premorbid 

history of mental health difficulties, which would have contributed to the likelihood of him 

developing an abnormal grief reaction. Weller et al., (1989) ascertained that depression 

and other psychiatric problems in children following bereavement were predicted by pre

existing psychiatric difficulties in the child or a family history of these or psychiatric 

problems, usually depression, in the surviving parent.

It would have been interesting to have assessed the extent to which D met a diagnosis of 

Post Traumatic Stress Disorder (PTSD). PTSD, according to DSM-IV classification 

(American Psychiatric Association, 1994), incorporates loss-induced stress, which would 

clearly fit with the experience of bereavement, particularly if there was high dependence 

on the dead person, as was evident in D's case. Furthermore, D experienced persistent 

nightmares for the duration of contact. Some of these involved re-experiencing the death 

of his grandfather and associated issues and would fit with the conceptualisation of a 

traumatic experience.

CBT seemed to be a very useful and effective approach in treating adolescent extended 

grief, complicated by depression. D was mature for his age and related well to the 

principles of treatment, e.g. cognitive restructuring. Family work was also extremely 

important; it facilitated openness as to Mrs. M's severe depression, which was an 

important focus during therapy. The content of the current case report describes the first 

four months of intervention. Thereafter, D continued therapy with a colleague to address 

some long-term issues, e.g. coping with a depressed parent. At the time of writing, this 

contact has been ongoing albeit on a less frequent basis, for a further four months (it was 

at this point that follow-up data on the CDI was recorded).
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7.0 INTRODUCTION

Interest in research associated with assertiveness has increased in recent years. Problems 

in displaying assertive behaviour have been found to overlap with a variety of mental 

health difficulties, including depression, anxiety, social anxiety, agoraphobia and 

obsessive-compulsive disorder (e.g. Emmelkamp 1982; Emmelkamp, van de Hout and de 

Vries 1983; Arrindell, Sanderman, Hageman, Pickersgill, Kwee, Van der Molen and 

Lingsman 1990). Although assertiveness can be difficult to define, in general, 

assertiveness training methods are designed with a view to clients achieving a balanced 

style of self-expressiveness that lies somewhere between humiliating passivity and 

intimidating aggression.

There has been much research into the efficacy of group therapy in general. Terri and 

Lewinsohn (1986) found no evidence of behavioural group therapy being inferior to 

individual therapy, for example. LaPointe and Rimm (1980) looked at cognitive, assertive 

and insight-oriented group therapies in the treatment of reactive depression in women. 

Results revealed significant improvements for all groups in depression, rationality and 

assertiveness. At follow-up, however, members of the assertiveness groups were the only 

ones who did not seek further treatment. Similarly, Sanchez et al., (1980) found assertion 

training to be more effective than traditional psychotherapy in self-reports of increased 

assertiveness and in alleviating depression.

The small-scale investigation reported here focused on an evaluation of a group therapy 

format for the enhancement of assertive behaviour in nine clients who were referred to the 

group by their individual therapists. In the current economic climate in the NHS, where 

more cost-effective treatments, waiting list initiatives and the like are paramount in 

Clinical Psychology Departments nationwide, it was of interest to establish both client and 

therapist satisfaction, as well as effectiveness of treatment, in relation to this type of 

service provision. This area of client satisfaction can be described as the ultimate aim of
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any service. Client opinion is also of importance in terms of the use of services and 

furthermore, satisfaction in this respect would result in continuing treatment, which means 

a greater likelihood of treatment effectiveness.

Three main questions posed by this study were as follows:

1. What was the level of client satisfaction with Assertion Group Therapy?

2. What was the level of therapist satisfaction with Assertion Group Therapy?

3. How effective was this treatment approach?
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7.1 METHODOLOGY

7.1.1 Course Structure

The Assertion Group Therapy (AGT) Course was run over a total of six sessions with one 

additional follow-up session one month after the last treatment session, by two Clinical 

Psychologists and one Assistant Psychologist. The venue was a local community centre.

Each weekly session lasted two hours and followed a structured format with a tea/coffee 

break approximately half way through. The chosen format was as follows:

Week 1 Rights and Responsibilities; Listening skills.

2 Interference from Emotions e.g. Anger, Anxiety, Embarrassment.

3 Practical Skills (a) e.g. Nonverbal Behaviour, Broken Record.

4. Practical Skills (b) e.g. Positive Thinking, Rebukes, Requests.

5. Dealing with Anger; Giving Criticism; Dealing with Criticism.

6. Step by Step Process for Increasing Assertiveness.

7.1.2 Participants

a) Clients: A recently-run AGT Course which involved a total of nine participants 

was the main focus in the study. Six participants continued their individual therapy for the 

duration of the group. Some data from a second group of seven clients run by two Clinical 

Psychologists two years previously, was also available and is reported below.

b) Therapists: Four Clinical Psychologists who continued to see the clients they 

referred to the recent group for its duration and thereafter, were also involved in the 

study.
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7.1.3 Methods of Data Collection Used

1. Client satisfaction with AGT:

Six participants (and the seven clients from the previous group) completed an Assertion 

Group Follow-Up Questionnaire (see Appendix 7). Appropriate Likert-style scales and 

open-ended questioning were used to collect the information required.

Interview Schedule (See Appendix 7)

Six participants were also interviewed by the researcher after the follow-up session. They 

were informed that this would be anonymous and in confidence. Interviews lasted 

approximately 15-20 minutes and focused on participant opinion of AGT.

2. Therapist satisfaction with AGT:

A “Therapist Questionnaire” (see Appendix 7) was devised by the researcher to ascertain 

therapist opinion of the recently-run AGT Course. Four Clinical Psychologists completed 

these questionnaires for a total of six clients.

3. Effectiveness of Treatment

Two treatment outcome measures were administered:

a) The Assertion Inventory (Al), Gambrill and Richey, 1975).

b) The General Health Questionnaire (GHQ-28; Goldberg 1972).
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7.2 RESULTS

7.2.1 Client Satisfaction with AGT:

i) Assertion Group Follow-Up Questionnaire:

The following key elements were revealed:

Content of Sessions:

The majority of participants rated the content of the sessions as very helpful (4/5 rating). 

Some participants were less happy with particular aspects , for example, some of the 

practical skills taught, namely “Broken Record” and “Positive Thinking” (neutral rating of 

3). Five out of the thirteen clients were less happy with the “practising a set situation” part 

of the course and also gave this a neutral rating.

Perception of Improvement/Change:

Seven of the participants felt that their self-respect to be much improved and that their 

confidence in dealing with others was much better.

Group Structure:

All participants rated being a member of a group and meeting people with similar 

problems as very useful (4/5 rating).
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Opinion of Therapists:

The participants unanimously felt that the therapists explained things very well. More than 

half of the participants felt it was important to see their individual therapists during the 

time of the group.

Suggestions for Improvements:

Qualitative data revealed the following: -

i) fewer role plays

ii) name tags for participants

iii) use of short video to exemplify assertive behaviour in specific situations

iv) future meetings to revise skills acquired.

ii) Interview Schedule:

Qualitative data for six participants of the recently-run course revealed the following key 

elements.

1. 4 out of 6 liked being a member of a group and meeting people with similar

problems to their own.

2. 5 out of 6 would have liked fewer role-plays.

3. 5 out of 6 felt the therapists were expert in what they did.

4. 5 out of 6 noted that “encouraging” and “helpful” best described the therapists; the 

former was seen as being the most important.
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5. 6 out of 6 thought that the therapists either gave practical advice or suggested

solutions.

7.2.2 Therapist satisfaction with AGT:

1. The four therapists had noticed improvements in four of their clients, including 

increased motivation, more self-confidence and reduction in low mood.

2. The therapists felt that 3 out of the 6 clients would have spent longer in individual

therapy, had they not attended the course.

3. All therapists thought that AGT reflects good use of therapists’ time.

4. Suggestions for improving the course included “opportunity for self-help to be

facilitated” and “therapists working on improving their delivery”.

5. Suggestions for other more cost-effective interventions included one-day

workshops, one qualified and one trainee or assistant clinical psychologist to run 

the course and large scale didactic format similar to “Stress Control” (White, 

Keenan and Brooks, 1992).

7.2.3 Effectiveness of Treatment:

The treatment outcome measures used are reported in the table below. Four complete

(pre- and post) data sets for The Assertion Inventory (Al) and five for The General

Health Questionnaire (GHQ-28) were available.
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Table 1: Pre and Post Treatment Measures for the Assertion Inventory (A1) and 

The General Health Questionnaire (GHO-28).

A l A l Al Al GHQ-28 GHQ-28

degree of 

discomfort

degree of 

discomfort

response

probability

response

probability

pre post

pre post pre post

Participant

1

95 123 135 137 2 0

Participant

2

148 144 129 118 27 20

Participant

3

127 96 132 124 11 1

Participant

4

0 0

Participant

5

125 121 133 107 22 7
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7.3 DISCUSSION

7.3.1 Client satisfaction with AGT:

On the whole, the participants in the study seemed to be reasonably satisfied with the 

AGT Course. Indeed, this was perhaps reflected in the excellent attendance of the group; 

apart from one participant missing several sessions on account of illness, there were no 

actual “drop-outs”.

Similar findings were established for both open and closed types of data collection. The 

“same boat” phenomenon is clearly in line with previous research such as that carried out 

by Upper and Ross (1977) who reported some advantages of a group format to therapy, 

namely social reinforcement and vicarious learning. In addition to being cost-effective 

AGT was well-received by the participants.

There was some dissatisfaction with the role plays; although it is understandable that 

people who have difficulties being assertive are not particularly keen on role play 

situations (indeed who is), they are nonetheless useful therapeutic tools in this instance. 

Perhaps future courses could make the initial role play situations slightly easier, by making 

them extremely structured, for example and then clients could progress to role-playing 

more difficult situations, with a less structured format. This would give clients the 

opportunity to get to know the other group members a little beforehand and also to 

increase their confidence. One participant suggested using a short video to exemplify 

assertive behaviour in specific situations; this might be a good starting point.

Very few participants gave ratings of less than 3 on any part of the questionnaire. This is 

to be expected; one of the difficulties with this type of data collection is the whole issue of 

social desirability. Perhaps the participants were anxious to please and wanted to avoid 

disappointing their therapists. Another difficulty is response acquiescence, where people
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tend to agree with whatever is being suggested in a questionnaire. Although participants 

were generally satisfied with AGT, they still perceived concurrent individual therapy as 

important. For some, assertion skills were clearly only part of their difficulties and 

therefore, time to focus on other issues was still seen as important.

7.3.2. Therapist satisfaction with AGT:

AGT was evidently well-received by the therapists involved in the study. Although they 

did not unanimously feel that their clients would have spent longer in individual therapy 

had they not attended the course, the reason for this was predominately the nature of the 

clients’ other difficulties, as opposed to any dissatisfaction with AGT. In terms of 

therapist and client perceptions of improvements or change, no major areas of 

disagreement were found. The issue was mainly one of varying degrees; for example, one 

therapist felt that a client probably had not benefitted from AGT because she did not 

attend several sessions but the client noted that she was avoiding others to a lesser extent.

Therapists’ suggestions for improvements that might be made to the AGT Course 

included facilitating self-help after the course had taken place formally; therapists could 

encourage participants to meet informally.

Some participants clearly felt that future sessions would be useful. This would be with a 

view to maintaining the positive effects of peer group support (e.g. Powell, 1987). 

Therapists could also have occasional input in relation to this. Furthermore, it may also be 

cost-effective for Clinical Psychologists to facilitate self-help AGT Courses in the absence 

of any such formal courses being run; perhaps previous attenders of formal courses run by 

a Clinical Psychology Department could have leadership roles in these.

In terms of more cost-effective options, one suggestion was to adopt a large-scale, 

didactic format similar to “Stress Control” (White, Keenan and Brooks 1992), in order to
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enhance assertiveness skills. This would undoubtedly be much more cost-effective and 

would probably involve fewer group exercises such as role-plays, which would appeal to 

clients. If assertion training was combined with general anxiety management principles in 

this format, then a number of clients would probably not require individual therapy at all, 

as is indicated by the above-mentioned study.

7,3,3 Effectiveness of Treatment:

There was insufficient information to comment on possible effectiveness of treatment to 

any great extent. In addition to this difficulty, it is also important to highlight that most of 

the participants involved in the study were concurrently being exposed to two types of 

therapy. Since there was no control group involved in this study it is not possible to be at 

all certain of any treatment effects attributable to either group or individual therapy. It was 

felt, however, that it would still be useful to include these results. One participant showed 

a slight increase in his pre- and post scoring on The Al. This finding is, of course, not 

necessarily anything to do with the AGT Course, but could be attributable to a number of 

things, for instance, personal difficulties. The other three sets of data did convey slight 

decreases in scores across pre- and post Al measures.

All five complete sets of data for the GHQ-28 showed reductions in scoring on this 

assessment measure or in one participant’s case no change (pre- and post score = 0). 

Although these findings must be treated with caution, they do look promising, especially 

as the participants were already involved in individual therapy at the pre-assessment stage.

Outcome data was incomplete because data was collected outwith the treatment sessions. 

Future work would need to ensure this was done within the treatment sessions, especially 

in the light of the excellent attendance.
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7.4 SUMMARY AND CONCLUSIONS

NHS Services are coming under increasing pressure in the current economic climate; 

group therapy formats represent cost-effective approaches to treatment. This small scale 

study conveyed that AGT Courses were well-received by clients and therapists. 

Suggestions for even more cost-effective treatment options included large scale, didactic 

AGT Courses. Perhaps AGT should be designed on a longer time-scale, if indeed peer 

support has beneficial effects in treatment. Furthermore, if similar self-help courses were 

to go ahead, it would be important for Clinical Psychologists to develop a supervisory role 

in these and have infrequent contact with them.
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N O T E S  F O R  C O N T R I B U T O R S

1. T h e  B ritish  jo u rn a l o f  M edical Psychology is a n  in te rn a tio n a l  
j o u r n i l  w i th  a t r a d i t io n a l  o r ie n ta tio n  to w a r d s  p s y c h o d v r .a m ic  
issues. W h ils t m a in ta in in g  a b ro a d  th eo re tic a l b ase  a n d  in s is tin g  
u p o n  s o u n d  an d  s e n s ib le  m e th o d o lo g y  i ts  o b je c tiv e  is to  a v o id  
th e  m o re  s im p lis t ic  a p p r o a c h e s  to  p s y c h o lo g ic a l  sc ie n c e .

T h e  J o u r n a l  a im s  to  b r in g  to g e th e r  th e  m e d ic a l  a n d  
p sy ch o lo g ica l d isc ip lin e s  a n d  th is is reflec ted  in  th e  c o m p o s it io n  
o t  the E d i to r ia l  T e a m . C o lla b o ra tiv e  s tu d ie s  b e tw e e n  
p s y c h ia tr is ts  a n d  p s y c h o lo g is ts  ace e sp e c ia lly  e n c o u r a g e d .

O r ig in a l  th e o re tic a l  a n d  re se a rc h  c o n t r ib u t io n s  a r e  in v i te d  
t ro m  th e  fields o f  p sy c h o d y n a m ic  an d  in te rp e rs o n a l p sy c h o lo g y , 
p a r tic u la r ly  as th e y  h a v e  a b e a r in g  u p o n  v u ln e ra b i l i ty  to ,  
a d ju s tm e n t to  a n d  re co v ery  fro m  b o th  m ed ica l a n d  p sy ch o lo g ica l 
d is o rd e r s .

T h e  J o u r n a l  a im s  to  p ro m o te  th e o re t ic a l  a n d  re s e a rc h  
d e v e lo p m e n ts  in  th e  fields o f  su b jec tiv e  p sy c h o lo g ic a l s ta te s  a n d  
d isp o s itio n s , in te rp e rso n a l a ttitu d e s , b e h a v io u r  a n d  re la tio n sh ip s  
a n d  p s y c h o th e r a p y . C lin ic a l o r  ca se  scu d ies  w ill  b e  c o n s id e r e d  
o n ly  i f  th e y  i l lu s tra te  u n u s u a l  fo rm s  o f  p s y c h o p a c h o lo g y  o r  
in n o v a t iv e  fo rm s  o f  th e ra p y  w h ic h  c a rry  im p o r t a n t  th e o re t ic a l  
im p lic a tio n s . I n  all s tu d ie s  c o n c ise  a n d  c le a r  p r e s e n ta t io n  is 
e sse n tia l a n d  it is s t r o n g ly  re c o m m e n d e d  th a t  th e  p a t ie n t 's  
p e rm is s io n  to  p u b l is h  is s o u g h t .

2. T h e  c irc u la t io n  o f  th e  J o u r n a l  is w o r ld - w id e . T h e r e  is n o  
re s tr ic tio n  to  B ritish  a u th o rs ;  p ap e rs  are in v ite d  a n d  e n c o u ra g e d  
f ro m  a u th o rs  th r o u g h o u t  th e  w o r ld .

3. T h e  re a d e rs  a re  m e d ic a l p s y c h o lo g is ts ,  in  p a r t ic u la r  chose 
c o n c e rn e d  w ith  p s y c h o th e r a p y , f ro m  th e  d is c ip lin e s  o f  
p sy ch o lo g y , so c io lo g y  a n d  m edicine . T h u s  th e y  in c lu d e  clin ica l 
p s y c h o lo g is ts , p sy c h ia c ris ts  a n d  so c ia l w o r k e r s .

4. P a p e rs  s h o u ld  b e  as sh o re  as is c o n s i s te n t  w i th  c le a r  
p re s e n ta t io n  o f  th e  s u b je c t  m a t te r ;  in  g e n e r a l  th e y  s h o u ld  no c  
exceed  5000  w o r d s .  T h e  t i tle  s h o u ld  in d ic a te  a s  b rie f ly  as 
possib le th e  su b jec t o f  th e  artic le . A 200 w o r d  s u m m a ry  sh o u ld  
b e  p ro v id e d  b u t ,  w i th  e x p e r im e n ta l  p a p e rs ,  s h o u ld  sp ec ify  
h y p o th e s e s , m e th o d s ,  re s u lts  a n d  c o n c lu s io n s .

5. B rie f  R e p o r ts  l im ite d  to  1000 w o r d s  m a y  in c lu d e  re se a rc h  
s tu d ie s  a n d  th e o re t ic a l ,  c r it ic a l  o r  r e v ie w  c o m m e n ts  w h o s e  
esse n tia l c o n t r ib u t io n  c a n  b e  m a d e  b rie f ly . T h e y  a lso  in c lu d e  
re sea rch  s tu d ie s  w h o s e  im p o r ta n c e  o r  b r e a d th  o f  in te r e s t  a te  
insufficien t to  w a rra n t p u b lic a tio n  as a fu ll a r tic le  o r  case re p o rts  
m a k in g  a d is tin c tiv e  c o n t r ib u t io n  to  th e o r y  o r  te c h n iq u e . A  
su m m a ry  o f  n o t  m o re  th a n  50 w o r d s  s h o u ld  b e  p ro v id e d .

6. T h e  E d i to r s  w ill re je c t  p a p e rs  w h ic h  e v id e n c e  d i s c r im in a 
to ry . u n e th ic a l  o r  u n p ro f e s s io n a l  p ra c tic e s .

7. P u b lic a tio n  is sp e e d e d  by  c a re  in  p r e p a r a t io n .
( a )  C o n tr ib u tio n s  s h o u ld  be ty p ed  in  d o u b le  sp a c in g  w ith  w id e  

m a rg in s  a n d  o n ly  o n e  s ide  o f  ea ch  sh e e t. S h e e ts  s h o u ld  b e  
n u m b e re d . T h e  to p  c o p y  a n d  a t lea st th re e  g o o d  d u p lic a te s  
s h o u ld  be s u b m it te d  a n d  a c o p y  s h o u ld  b e  re ta in e d  b y  th e  
a u th o r .

( h /  T h is  jo u rn a l  o p e r a te s  a p o licy  o f  b l in d  p e e r  re v ie w .
P a p e rs  w ill n o rm a l ly  b e  s c ru tin iz e d  a n d  c o m m e n te d  o n  b y  
a t lea st tw o  in d e p e n d e n t  e x p e r t  re fe re e s  as  w e ll as b y  th e  
e d ito rs  o r  a n  a s so c ia te  e d i to r .  T h e  re fe re e s  w ill n o t  be 
m a d e  aw a re  o f  th e  id e n ti ty  o f  th e  a u th o r .  A ll in f o r m a tio n  
a b o u t  a u th o rs h ip  in c lu d in g  p e r s o n a l  a c k n o w le d g e m e n ts  
a n d  in s ti tu t io n a l  af filia tio n s  s h o u ld  b e  c o n f in e d  to  a 
re m o v a b le  f r o n t  p a g e  a n d  th e  te x t  s h o u ld  b e  free  o f  
su c h  c lues as id e n tif ia b le  s e lf - c i ta t io n s  ( ‘In  o u r  e a rl ie r  
w o r k . . . ’). T h e  p a p e r ’s title  s h o u ld  b e  re p e a te d  o n  th e  firs t 
p a g e  o f  th e  tex t.

(c )  T a b le s  s h o u ld  be ty p e d  in  d o u b le  sp ac in g  o n  separate 
sh ee ts . E ac h  sh o u ld  h a v e  a se lf-ex p lan a to ry  title  and 
s h o u ld  be c o m p re h e n s ib le  w i th o u t  re ference  to  the tex t. 
T h e y  s h o u ld  be re fe r re d  to  in  th e  tex t by arab ic  
n u m e ra ls . D a ta  g iv e n  s h o u ld  be ch eck ed  fo r accuracv  
a n d  m u s t a g ree  w ith  m e n tio n s  in th e  tex t.

( d )  F ig u res , i.e. d iag ra m s, g ra p h s  o t  o th e r  illustra tions, should  
be o n  separate shee ts , n u m b e re d  sequentially  ‘F ig. 1' e tc ., 
a n d  each  id en tified  o n  th e  b ac k  w ith  the a u th o r 's  nam e 
a n d  th e  title  o f  th e  p a p e r .  T h e y  sh o u ld  be ca refu llv  d ra w n , 
la rg e r  th a n  th e ir  in te n d e d  size , su ita b le  fo r  p h o to g ra p h ic  
r e p ro d u c t io n  a n d  c le a r  w h e n  re d u ced  in size.

( c )  B ib lio g ra p h ic a l re fe re n c e s  in  th e  tex t sh o u ld  q u o te  the 
a u th o r ’s n am e  a n d  th e  d a te  o f  p u b lic a tio n  th u s : lones  
(1994). T h e y  s h o u ld  b e  liste d  a lp h a b etica lly  by  the 
a u th o r  a t  th e  e n d  o f  th e  a r tic le  a c c o rd in g  to  th e  fo llo w in g  
fo rm a t:

H e rb e r t,  M . (1993). W o rk in g  w ith Children and the Children 
A c t ,  p p . 7 6 - 1 0 6 . L e ic e s te r : T h e  B ritish  P sy ch o lo g ic a l 
S ocie ty .

N e e le m a n , J .  &  P e rs a u d , R . (1995). Vi'hy d o  p sy ch ia tr is ts  
n eg le c t re lig io n ?  B ritish  journa l o f  Medical Psychology, 68 
1 6 9 - P S .

P a rtic u la r  c a re  s h o u ld  b e  ta k e n  to  en su re  th a t  re ferences 
a re  a c c u ra te  an d  c o m p le te .  Vi h ere  b o o k s  a re  ava ilab le in 
b o th  h a rd b a c k  a n d  p a p e rb a c k  p lease g iv e  re ferences to  
b o th  e d i t io n s  a n d  p u b lish e rs . G iv e  all jo u rn a l  titles in 
full.

( f )  SI u n its  m u s t b e  u se d  fo r  all m ea su rem en ts , ro u n d e d  o rf 
to  p ra c tica l v a lu e s  i f  a p p r o p r ia te ,  w ith  th e  Im p eria l 
e q u iv a le n t in  p a r e n th e s e s . A g u id e  to  SI U n its  is g iv en  in 
th e  B PS  Style Guide, a v a ila b le  at £ 3 .5 0  p e r co p y  fro m  T h e  
B ritish  P s y c h o lo g ic a l S o c ie ty . S t A n d rew s  H o u se . 43 
P rin cess  R o a d  E a s t , L e ic e s te r  L E I  7 D R , U K .

(g )  A u th o rs  are re q u ir e d  to  a v o id  th e  use o f  sex is t lan g u a g e .
( h )  S u p p le m e n ta ry  d a ta  t o o  e x te n siv e  fo r  p u b lic a tio n  m ay 

be d e p o s ite d  w ith  th e  B ritish  L ib ra ry  D o c u m e n t S u p p ly  
C e n tre . S u ch  m a te r ia l in c lu d e s  n u m eric a l d a ta , c o m p u te r  
p ro g r a m s , fu lle r d e ta ils  o f  case s tu d ies  a n d  e x p e rim en ta l 
te c h n iq u e s . T h e  m a te r ia l  s h o u ld  be su b m itte d  to  the 
e d ito rs  to g e th e r  w i th  th e  ar tic le , fo r s im u ltan e o u s  
re fe ree in g .

8. P ro o fs  a re  se n t to  a u th o r s  fo r  c o r re c tin g  o f  p r in t ,  b u t 
n o t  fo r  in tro d u c t io n  o f  n e w  o r  d iffe ren t m ateria l. F ifty  
c o m p lim e n ta ry  co p ie s  o f  ea ch  p a p e r  a re  su p p lie d  to  the 
s e n io r  a u th o r ;  fu r th e r  c o p ie s  m ay be o rd e re d  o n  a fo rm  
s u p p lie d  w ith  th e  p ro o fs .

9 . S u b m iss io n  o f  a p a p e r  im p lie s  th a t  it has n o t been  
p u b lish e d  e lse w h e re  a n d  is n o t  c u rre n tly  u n d e r su b m iss io n  
fo r  p u b lic a tio n  e lse w h e re . A u th o rs  a re  re sp o n sib le  fo r g e tt in g  
w r it te n  p e rm is s io n  to  p u b l is h  len g th y  q u o ta tio n s , 
il lu s tra t io n s , e tc ., o f  w h ic h  th ey  d o  n o t o w n  th e  c o p y r ig h t.

10. W o rk  p u b lish e d  in  fu ll o r  in su b s tan tia l p a r t  e lsew h ere  is 
n o t  ac ce p ta b le . W h e re  th e  w o rk  is su b stan tia lly  s im ilar to 
w o r k  p u b lish e d , a c c e p te d  o r  su b m itte d  e lsew h ere  b y  the 
a u th o r  o r  a u th o r ’s re se a rc h  g r o u p , th is  sh o u ld  be clearly  s ta ted  
in  th e  m a n u s c r ip t  an d  a c o p y  o f  th is w o rk  sh o u ld  be sen : to  th e  
e d i to r .

11. T o  p ro te c t  th e  in te re s t  o f  a u th o rs  an d  jo u rn a ls  ag a in st 
u n a u th o r iz e d  r e p ro d u c t io n  th e  BPS re q u ires  c o p y r ig h t to  be 
a s s ig n e d  to  th e  S o cie ty  (b y  s ig n in g  a fo rm ), o n  rhe exp ress  
c o n d i t io n  th a t a u th o rs  m ay  use th e ir  o w n  m ate ria l e lsew h ere  
a :  any  tim e  w i th o u t  p e rm is s io n .
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APPENDIX 2: Major Research Project Proposal

Sitisfaction With Hospital Care Questionnaire 

Semi-structured Interview Schedule

page no.

103

104
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Participant study no.___________

S A T I S F A C T I O N  W I T H  H O S P I T A L  C A R E

We are interested in your feelings about the care you received at The Queen M other's 
Hospital when you had your ultrasound scan and the medical care that you received 
afterwards. In order for us to monitor our services, it would be appreciated if you could 
complete this questionnaire. Thank you for your help.

Not
at all Very

1. How satisfied were you with the way you were told
at ultrasound scanning that there w'as something 1 2 3 4 5
wTong with your pregnancy?

2. How convinced were you that the correct diagnosis
had been made? 1 2 3 4 5

3. Were the various treatment options for this
well-explained to you? 1 2 3 4 5

3. Which o f the following options did you choose.

a. elective admission for a D&C? ____

b. await natural onset o f  miscarriage?

4. Were you satisfied with the way you were 
treated by the hospital staff:

a. at ultrasound?

b. at admissions?

c. on the ward’7

d . in theatre/recoveiy?

5. Did you feel that you were given enough 
information and advice about experiencing an early 
pregnancy loss'7

7. How usefiil do you think it would be for you 
to have the opportunity to talk through your 
feelings about your miscarriage with a 
professional in the near future?

1 2
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Participant study n o ._________

SEMI-STRUCTURED INTERVIEW SCHEDULE

Did you have any
indication before the _____________________________________
scan that all might not be ___________________________________
well with your pregnancy, ____________________________________
e.g. any bleeding or pains? ____________________________________

Were you aware of the
incidence of miscarriage? ____________________________________

Any previous pregnancy _____________________________________
losses prior to this one? _____________________________________

If yes, at what stage in ____________________________________
the pregnancy did this ____________________________________
occur?

Have you experienced 
any other events in your 
life which may be 
regarded as losses,
e.g. bereavement?

Was this pregnancy 
a planned one?

Was the D&C your 
first operation?

If no, what other ones 
have you had?
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N O T E S  F O R  C O N T R I B U T O R S

1. T h e  B ritish  Journa l o f  M ed ica l Psychology  is an  ir u e r r u c io n .i l  
jo u r n a l w it h  a tra d itio n a l or ien ca c io n  to w a r d s  p s y c h o d y n a m ic  
issu es. W h ilst  m a in ta in in g  a b road  th eore tica l b ase  a n d  in s is t in g  
u p o n  so u n d  and se n s ib le  m e t h o d o lo g y  its  o b j e c t iv e  is t o  a v o id  
th e  m o re  s im p lis t ic  a p p ro a c h e s  to  p s y c h o lo g ic a l  s c ie n c e .

T h e  j o u r n a l  a im s to  b r in g  to g e t h e r  th e  m e d ic a l a n d  
p sy ch o lo g ic a l d isc ip lin es and  th is  is reflected  in  th e  c o m p o s it io n  
o f  th e  E d ito r ia l T e a m . C o lla b o r a t iv e  s tu d ie s  b e t w e e n  
p s y c h ia tr is ts  an d  p s y c h o lo g is t s  are e sp e c ia l ly  e n c o u r a g e d .

O r ig in a l th e o re tica l a n d  r esea rch  c o n t r ib u t io n s  a r e  in v it e d  
from  the fields o f  p sy ch o d y n a m ic  and in te rp er so n a l p s y c h o lo g y ,  
p ar ticu la r ly  as th e y  h a v e  a b e a r in g  u p o n  v u ln e r a b il i t y  t o ,  
ad ju stm en t to  and recovery  from  b o th  m ed ica l an d  p s y c h o lo g ic a l  
d iso rd er s .

T h e  J o u r n a l a im s to  p r o m o te  th e o r e t ic a l a n d  r e se a r c h  
d e v e lo p m e n ts  in the fields o f  su b jec tiv e  p s y c h o lo g ic a l s ta te s  and  
d isp o s itio n s , in terp erson al a ttitu d es, b e h a v io u r  an d  r e la t io n sh ip s  
a n d  p s y c h o th e r a p y . C lin ica l o r  c ase  s tu d ie s  w il l  b e  c o n s id e r e d  
o n ly  i f  th e y  illu stra te  u n u su a l fo r m s  o f  p s y c h o p a t h o lo g y  o r  
in n o v a t iv e  fo rm s o f  th e ra p y  w h ic h  carry  im p o r t a n t  t h e o r e t ic a l  
im p lic a t io n s . In  a ll s tu d ie s  c o n c is e  a n d  c lea r  p r e s e n ta t io n  is 
e ssen tia l a n d  it  is s t r o n g ly  r e c o m m e n d e d  th a t th e  p a t ie n t ’s 
p e r m is s io n  to  p u b lish  is s o u g h t .

2. T h e  c ir c u la t io n  o f  th e  j o u r n a l  is w o r ld - w id e .  T h e r e  is  n o  
r estriction  to  B ritish  auth ors; p ap ers are in v ite d  an d  e n c o u r a g e d  
fr o m  a u th o r s  th r o u g h o u t  th e  w o r ld .

3. T h e  read ers are m ed ica l p s y c h o lo g is t s ,  in  p a r t ic u la r  th o s e  
c o n c e r n e d  w it h  p s y c h o th e r a p y , fr o m  th e  d i s c ip l in e s  o f  
p s y c h o lo g y , so c io lo g y  and  m ed ic in e . T h u s  th e y  in c lu d e  c lin ica l  
p s y c h o lo g is t s ,  p sy ch ia tr is ts  an d  s o c ia l w o r k e r s .

4. P apers s h o u ld  b e  as sh o r t  as is  c o n s is t e n t  w it h  c le a r  
p r e se n ta t io n  o f  th e  su b jec t m a tter ; in  g e n e r a l t h e y  s h o u ld  n o t  
e x c e e d  3 0 0 0  w o r d s . T h e  t it le  s h o u ld  in d ic a te  as b r ie fly  as 
p ossib le  th e  subject o f  th e  artic le . A  2 0 0  w o r d  su m m a r y  sh o u ld  
b e  p r o v id e d  b u t , w ith  e x p e r im e n ta l p a p e r s , s h o u ld  s p e c if y  
h y p o t h e s e s , m e th o d s , resu lts  an d  c o n c lu s io n s .

5. B r ie f  R e p o r ts  Limited to  1 0 0 0  w o r d s  m a y  in c lu d e  r ese a rc h  
stu d ie s  a n d  th e o r e tic a l, c r itic a l o r  r e v ie w  c o m m e n ts  w h o s e  
e ssen tia l c o n tr ib u t io n  c an  b e  m a d e  b r ie fly . T h e y  a ls o  in c lu d e  
research  s tu d ie s  w h o s e  im p o r ta n c e  o r  b r e a d r h  o f  in te r e s t  are  
in sufficien t to  w arrant p u b lica tio n  as a fu ll artic le  o r  c a se  rep orts  
m a k in g  a d is t in c t iv e  c o n t r ib u t io n  to  t h e o r y  o r  te c h n iq u e .  A  
su m m a ry  o f  n o t  m o re  th an  50  w o r d s  s h o u ld  b e  p r o v id e d .

6 . T h e  E d ito r s  w ill  reject p a p er s  w h ic h  e v id e n c e  d i s c r im in a 
to r y . u n e th ic a l o r  u n p r o fe s s io n a l p r a c tic es .

7 . P u b lic a tio n  is sp e e d e d  b y  ca re  in  p r e p a r a tio n .
( a )  C o n trib u tio n s sh o u ld  be  typ ed  in  d o u b le  sp a c in g  w it h  w id e  

m a rg in s  and  o n ly  o n e  s id e  o f  e a ch  s h e e t .  S h e e ts  s h o u ld  b e  
n u m b ered . T h e  top  c o p y  an d  at least th ree  g o o d  d u p lica te s  
sh o u ld  be  su b m itte d  and  a c o p y  s h o u ld  b e  r e ta in e d  b y  th e  
au th o r.

( b ) T h is  jo u r n a l o p e r a te s  a p o l ic y  o f  b l in d  p e e r  r e v ie w .  
P apers w ill n o r m a lly  b e  s c r u tin iz e d  an d  c o m m e n te d  o n  bv  
at lea st tw o  in d e p e n d e n t  e x p e r t  re fer ee s  as w e l l a s  b y  th e  
e d ito r s  o r  an a sso c ia te  e d it o r . T h e  r e fer ee s  w il l  n o t  be  
m ad e  a w are  o f  th e  id e n tity  o f  th e  a u th o r . A ll in fo r m a tio n  
a b o u t  a u th o r sh ip  in c lu d in g  p e r so n a l a c k n o w le d g e m e n ts  
an d  in s titu tio n a l a ffi lia t io n s  sh o u ld  b e  c o n f in e d  t o  a 
r e m o v a b le  fron t p a g e  an d  th e  te x t  s h o u ld  b e  fre e  o f  
su ch  c lu e s  as id en tifia b le  s e lf -c it a t io n s  ( ‘ In o u r  e a r lie r  
w o r k . . . ’). T h e  p a p er 's  t it le  s h o u ld  b e  r e p ea ted  o n  th e  first  
p a g e  o f  th e  text.

( c )  T a b le s  sh o u ld  be  ty p e d  in  d o u b le  sp a c in g  o n  separate  
sh e e ts . E ach  sh o u ld  h a v e  a se lf-e x p la n a to ry  tit le  and  
sh o u ld  be  c o m p r e h e n s ib le  w ith o u t  referen ce  to  th e  text. 
T h e y  s h o u ld  be  referred  to  in  the text by arabic  
n u m er a ls . D ata  g iv e n  sh o u ld  be c h e ck ed  for accu racy  
and  m u st  agree  w ith  m e n tio n s  in  the  text.

( d )  F igu res, i.e. d iagram s, g rap h s o r  o ther  illustration s, sh ou ld  
be o n  separate sh ee ts , n u m b ered  sequ en tia lly  ‘F ig . I' e tc ., 
an d  e a ch  id en tifie d  o n  th e  b ack  w ith  th e  a u th o r 's  nam e  
an d  th e  t it le  o f  th e  p ap er . T h e y  sh o u ld  b e  c a re fu lly  d r a w n , 
la rger  th an  th e ir  in te n d e d  s iz e , su itab le  fo r  p h o to g r a p h ic  
r e p r o d u c tio n  and  c lea r  w h e n  red u ced  in size.

( e )  B ib lio g ra p h ic a l r e fer en ce s  in  th e  tex t sh o u ld  q u o te  the  
a u th o r ’s n am e and  th e  d a te  o f  p u b lica tio n  thu s: lo n e s  
(1 9 9 4 ). T h e y  sh o u ld  b e  lis te d  a lp h ab etica lly  by th e  
a u th o r  at th e  e n d  o f  th e  a r tic le  a c co r d in g  to  th e  fo l lo w in g  
form at:

H e rb er t, M . (1 9 9 3 ). W o rk in g  w ith  C hildren  and  the C hildren  
A c t ,  p p . 7 6 - 1 0 6 .  L e icester : T h e  B ritish  P sy c h o lo g ic a l  
S o c ie ty .

N c e le m a n , J . &: P cr sa u d , R . (1 9 9 3 ). W h y  d o  p sy ch ia tr is t '  
n e g le c t  r e lig io n ?  B ritish  J o u rn a l o f  M edica l Psychology, 63. 
1 6 9 - 1 7 8 .

P articu lar  care  s h o u ld  b e  ta k e n  to  e n su re  that referen ces  
are a ccu ra te  and c o m p le t e .  W h ere  b o o k s  are ava ila b le  in 
b o th  hardb ack  an d  p a p er b a c k  p lease  g iv e  r eferen ces to  
b o th  e d it io n s  and  p u b lish e r s . G iv e  all journal t it le s  in 
fu ll.

( f )  SI u n its  m u st  be  u s e d  fo r  a ll m e a s u r e m e n t , ro u n d ed  orf  
to  practica l v a lu es i f  a p p ro p r ia te , w ith  th e  Im peria l 
e q u iv a le n t  in  p a r e n th e ses . A  g u id e  to  SI U n its  is g iv e n  in  
th e  B P S  S ty le  G uide , a v a ila b le  at £ 3 .5 0  per  c o p y  fro m  T h e  
B r itish  P s y c h o lo g ic a l S o c ie ty , S t A n d re w s  H o u s e , 43  
P rin c ess  R oad  E a st, L e ic e s te r  L E I  7 D R , U K .

( g )  A u th o r s  are req u ired  to  a v o id  th e  use  o f  sex ist  la n g u a g e .
( h )  S u p p le m e n ta ry  da ta  t o o  e x te n s iv e  for  p u b lica t io n  m ay  

b e  d e p o s ite d  w ith  th e  B r itish  L ibrary D o c u m e n t  Su pp U  
C en tr e . S u ch  m ateria l in c lu d e s  n u m er ica l data , c o m p u te r  
p r o g r a m s , fu ller  d e ta ils  o f  c a se  stu d ies  and ex p e rim en ta l  
te c h n iq u e s . T h e  m ateria l sh o u ld  be  su b m itte d  to  the  
e d ito r s  to g e th e r  w ith  th e  ar tic le , for  s im u lta n eo u s  
refer ee in g .

8 . P r o o fs  are se n t  to  a u th o r s  for  c o r r e c tin g  o f  p r in t, bu t  
n o t  for  in tr o d u c t io n  o f  n e w  o r  dirferenc m ateria l. F ifty  
c o m p lim e n ta r y  c o p ie s  o f  e a ch  p a p er  are su p p lie d  to  the  
se n io r  a u th o r; fu r th er  c o p ie s  m ay  be o rd ered  o n  a fo rm  
su p p lie d  w ith  th e  p r o o fs .

9 . S u b m is s io n  o f  a p ap er  im p lie s  that it has n o t b een  
p u b l ish e d  e ls e w h e r e  an d  is n o t  cu r re n tly  un d er  su b m is s io n  
fo r  p u b lic a t io n  e ls e w h e r e . A u th o r s  are r esp o n sib le  for  g e tt in g  
w r itte n  p e r m is s io n  to  p u b lish  le n g th y  q u o ta tio n s ,  
i l lu s tr a t io n s , e tc . ,  o f  w h ic h  th e y  d o  n o t  o u  n the copv  right

10. W ork  p u b lish ed  in fu ll o r  in  su b sta n tia l par: e lsew h er e  i' 
n o t  a c ce p ta b le . W h ere  th e  w o r k  is su b stan tia lly  s im ilar  to  
w o r k  p u b lish e d , a c ce p ted  o r  su b m itte d  e lsew h er e  bv the  
a u th o r  o r  au th o r 's  research  g r o u p , th is  sh o u ld  be  c learly  stated  
in  th e  m a n u scr ip t  and a c o p v  o f  th is  w o r k  sh o u ld  be  sen : to  the  
e d ito r .

11 . T o  p r o tec t  th e  in te re st o f  a u th o rs  and  journals aga in st  
u n a u th o r iz e d  r ep r o d u c tio n  th e  B P S req uires cop;. r ;gh: to  be  
a s s ig n e d  to  th e  S o c ie ty  (b y  s ig n in g  a to r m ', o n  the ex p r ess  
c o n d i t io n  that au th o rs  m a y  u se  th e ir  o w n  m ateria! e lsew h er e  
at a n y  tim e  w ith o u t  p e r m is s io n .



107

Participant study no.________

P A R T I C I P A N T  I N F O R M A T I O N  S H E E T

PRIVATE AND CONFIDENTIAL 

Study of Emotional Distress following Early Pregnancy Loss detected at initial 
Ultrasound Scanning.

You are invited to participate in the above-named study. The aim of this study is to find 
out how women feel in the weeks just after they have experienced an early pregnancy loss 
and whether this changes after a few months. The results of this study will help to inform 
us about the needs of women who find themselves in this situation. We will also examine 
the current service that is provided and make any changes that we feel would be beneficial 
for women who have similar experiences in the future.

If you agree to take part, you will initially be asked to attend for an appointment at The 
Queen Mother's Hospital approximately three weeks after your early pregnancy loss was 
diagnosed; this will be to complete some questionnaires, to ask you some specific 
questions about how you have been feeling since then and also to record some more 
general information about you. Next, you will be sent two further short questionnaires 
three months after this, which, will, once again, question how you have been feeling. This 
follow-up part of the study will help to find out if your feelings surrounding your early 
pregnancy loss have changed since you were last seen.

A short letter will be sent to your GP to inform him/her of your participation in this study, 
if you agree to do so. However, I would like to stress that the information given on the 
questionnaires that I will ask you to complete and your answers to both the specific and 
more general questions that I will ask you will be treated in the strictest confidence.

If you have any queries or questions about the study please contact me:

Tracy Walker
Department of Psychological Medicine
University of Glasgow
Academic Centre
Gartnavel Royal Hospital
1055, Great Western Road
Glasgow
G11 OXH.



108

C O N S E N T  F O R M

PRIVATE AND CONFIDENTIAL

Study of Emotional Distress following Early Pregnancy Loss detected at Initial 
Ultrasound Scanning.

I have read the participant information sheet and agree to take part in this study which 
has been explained to me b y _______________________________ .

Signature of participant ----------------------------------------  Date:------------------

Signature of doctor ----------------------------------------  Date:------------------

Signature of witness Date:
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Participant Study No. 

Dear Dr.__________

Re;-----------------------

The above-named patient has agreed to participate in the following study: -

Study of Emotional Distress following Early Pregnancy Loss detected at Initial 
Ultrasound Scanning.

Pregnant women attending the gynaecology department at The Western Infirmary are 
routinely offered ultrasound examination, in order to investigate signs of an early 
pregnancy complication. For a significant number of women, this establishes that there is 
an early pregnancy complication. These women, who have had some prior indication that 
perhaps their pregnancy is not progressing according to plan, will be compared with 
another group of women (data collected elsewhere), who have had no idea at all that there 
was any problem present with the pregnancy. Clinical experience suggests that there will 
be a difference in the two above-mentioned groups of women in relation to their 
subsequent psychological distress.

Data will be collected by means of questionnaires, diagnostic interview and semi
structured interview.

Please contact us if you have any queries about this study.

Yours sincerely
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N O TE S O N  THE SUBMISSION OF MANUSCRIPTS

EDITORIAL POLICY AND GUIDELINES FOR AUTHORS

These guidelines are provided to assist authors in the preparation of manuscripts which conform 
to the BILD Publications house style. Failure to conform with these guidelines w ill inevitably 
delay the process of review and involve authors in additional work. We would, therefore, urge 
you to read through these notes carefully before submitting materials to The British Journal o f  
Learning D isabilities.

AIMS OF THE JOURNAL

BJLD is a m ulti-d iscip lin ary  professional journal publishing articles w hich w ill draw the 
attention o f  those w ho are working in the field  o f learning d isab ilities to innovation s in 
professional practice, to new ideas emerging from research, and to evaluations and reviews of 
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arguments.
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LAYOUT
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with the title page.

TEXT
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disciplinary readership in mind. Descriptions should be clear and concise and terminology spe
cific to a particular profession should be explained for the benefit of people in other professions.

Care should  be taken to use non-sexist language and, when referring to d isab ilities etc., to 
em phasise the person rather than the disability, so descriptions such as peop le  with learning 
disabilities should be used rather than the learning disabled. Clumsy expressions such as he/she, 
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’participants’ to describe those involved in research rather than ’subjects’.
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to confirm in writing that such permissions have been granted.

Tables and Figures

Each Table and Figure should be presented on a separate sheet at the end of the work. Each one 
should be numbered in Arabic numerals and given an appropriate heading. The preferred posi
tion in the text should be indicated in the left-hand margin and the text should refer to each Table 
or Figure in turn.
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Glossy, sharply defined, black and white photographs are preferred. Each one sh<Ul3 be lightly 
numbered in pencil on the reverse. A list of the photograph numbers and their respective rele
vant captions should be typed on a separate sheet. The author(s) m ust seek all relevant rights 
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"Kerins, Hickey & Haydock (1985) stated that..." 
or

"In an article about providing modern apartments for adults (Kerins, Hickey & Haydock, 1985) it 
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Letters
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of previous B r itish  J o u rn a l o f  L earning D isab ilities  articles. The first name, surname, 
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FIGURE 1 - PROVOCATION INVENTORY
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1. You are trying to tell the s ta ff  at the 
C entre som ething  im portan t - bu t you 
think they are not listen ing  to  you.

2 . You are w alk ing  along  the  stree t and a  
couple o f  teenagers s tart c a lling  you 
names.

3. You tell the truth abou t som eth ing  b u t the 
staff will not believe you - they  th ink  you 
are lying.

4. You are sitting  qu ie tly  ea ting  y o u r lunch 
in a cafe and som eone keeps staring  at 
you.

5. You are w atch ing  your favourite  TV  
program m e ( ) and som eone 
stands in front o f  the TV  and you  canno t
see.

6. You w ant to  buy a p in t o f  m ilk  in a  local 
shop but the shop assistan t says th a t you 
do not have enough m oney.

7. You w ant to ask the s ta ff  at the C en tre  
som ething im portant bu t they say they  are 
busy and tell you to  com e back later.

8. You get up from  yo u r seat for a  little w hile 
and com e back to  find som eone has sa t in 
it.

9. You and som e peop le in the C en tre  are 
having a row but it is on ly  you w ho gets 
the blam e for it.

10. You are w aiting to  pay for som e shopp ing  
and another custom er says tha t you have 
jum ped  the queue.

11. You are trying to  w atch  the TV  and people 
will not be quiet, so you canno t hear.

12. You are asked to  get up w hen you do  not 
want to or you are not feeling very well.

13. Som eone at the C en tre  w ho you do  not 
like punches you.

14. Som eone tells you o ff  in front o f  everyone 
else.
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C h e m ig h t m a il
D r. D e a n  G . K ilp a trick
M e d ic a l U n iv ers ity  o f  S o u th  C a ro l in a
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A u th o rs  m u s t s u b m it  m a n u s c r ip ts  in  a  fo rm  a p p r o p r ia te  to  b lin d  rev iew  (i.e ., id en tify in g  in fo rm a tio n  s h o u ld  a p p e a r  o n ly  o n  th e  
title  p a g e ) .  M a n u s c r ip ts  s h o u ld  u se  n o n s e x is t  la n g u a g e . T h re e  p a p e r  fo rm a ts  a re  a c c e p te d . R eg u la r  artic les  ( u s u a lly  n o  lo n g e r  
th a n  7 ,5 0 0  w o rd s , in c lu d in g  r e f e r e n c e s  a n d  ta b le s )  a r e  th e o re tic a l  a r tic le s , full re se a rc h  s tu d ie s , a n d  o c c a s io n a lly  re v ie w s . P u re ly  
d e s c r ip tiv e  a r t ic le s  a r e  r a re ly  a c c e p te d .  B r ie f  reports  (2 ,5 0 0  w o rd s, in c lud ing  re fe re n c e s  a n d  ta b le s )  a r e  fo r  c a se  s tu d ie s  t h a t  c o v e r  
a  n ew  a r e a ,  p r e lim in a r y  d a t a  o n  a  n e w  p ro b le m  o r  p o p u la tio n , c o n d e n s e d  fin d in g s fro m  a  s tu d y  th a t  d o e s  n o t  m e r i t  a  fu ll 
a r tic le ,  o r  m e th o d o lo g ic a l ly  o r i e n t e d  p a p e r s  th a t  re p lic a te  f in d in g s  in n ew  p o p u la tio n s  o r  r e p o r t  p r e lim in a r y  d a t a  o n  n e w  in 
s t r u m e n ts .  C o m m e n ta r ie s  (1 ,0 0 0  w o r d s  o r  le ss ) c o v e r  re s p o n s e s  to  p re v io u sly  p u b lish e d  a r tic le s  o r ,  o c c a s io n a lly , e s s a y s  o n  a 
p ro f e s s io n a l  o r  s c ie n tif ic  to p ic  o f  g e n e r a l  in te re s t .  R e s p o n s e  c o m m e n ta rie s , su b m itte d  n o  la te r  th a n  8  w e e k s  a f te r  t h e  o r ig in a l  
a r tic le  is p u b l is h e d  (1 2  w e e k s  if o u ts id e  th e  U .S .) , m u s t b e  c o n te n t-d ire c te d  a n d  use  ta c tfu l la n g u a g e . T h e  o r ig in a l  a u t h o r  is 
g iv en  th e  o p p o r tu n i ty  to  r e s p o n d  to  a c c e p te d  c o m m e n ta r ie s .  B o o k /m e d ia  reviews a re  so lic ite d  by th e  B o o k  R e v ie w  E d i to r .

S u b m is s io n  is a  r e p r e s e n ta t io n  th a t  t h e  m a n u s c r ip t  h a s  n o t b e e n  p u b lish e d  p rev iously  a n d  is n o t  c u r re n t ly  u n d e r  c o n s id e r a t io n  
f o r  p u b l ic a t io n  e ls e w h e re .  A  s t a t e m e n t  tr a n s f e r r in g  c o p y r ig h t fro m  th e  a u th o rs  (o r  th e ir  e m p lo y e rs , if  th e y  h o ld  t h e  c o p y r ig h t)  
to  th e  I n te r n a t io n a l  S o c ie ty  fo r  T r a u m a t ic  S tre s s  S tu d ie s  w ill b e  re q u ire d  b e f o re  th e  m a n u sc r ip t  c a n  b e  a c c e p te d  f o r  p u b l ic a t io n . 
T h e  E d i to r  w ill s u p p ly  th e  n e c e s s a r y  fo r m s  fo r  th is  t ra n s f e r .  S u ch  a w r itte n  tra n s fe r  o f  c o p y r ig h t, w h ich  p re v io u s ly  w a s  a s s u m e d  
to  b e  im p lic it  in  th e  a c t  o f  s u b m it t in g  a  m a n u s c r ip t,  is n e c e s sa ry  u n d e r  th e  U .S. C o p y rig h t L aw  in  o r d e r  fo r  t h e  p u b l i s h e r  to  
c a r ry  th ro u g h  th e  d is s e m in a t io n  o f  r e s e a r c h  re s u lts  a n d  rev iew s as  w idely  a n d  e ffec tive ly  as p o ss ib le .

T y p e  d o u b le - s p a c e d  o n  o n e  s id e  o f  S 1/ :  < I I  in ch  o r  A 4  w h ite  p a p e r  using  g e n e ro u s  m a rg in s  o n  all s id e s  a n d  a  f o n t  n o  s m a l le r
th a n  1 0 -p o in t , a n d  s u b m it  t h e  o r ig in a l  a n d  th re e  c o p ie s  ( in c lu d in g  co p ie s  o f  all i llu s tra tio n s  a n d  ta b le s ) .

A  t i tle  p a g e  is to  b e  p r o v id e d  a n d  s h o u ld  in c lu d e  th e  t itle  o f  th e  a r tic le , a u th o r 's  n a m e  (n o  d e g r e e s ) ,  a u t h o r 's  a f f i l ia t io n ,
a c k n o w le d g m e n ts ,  a n d  s u g g e s te d  r u n n in g  h e a d . T h e  a f f i l ia 'io n  sh o u ld  c o m p rise  the d e p a r tm e n t ,  in s ti tu t io n  ( u s u a lly  u n iv e rs i ty  
o r  c o m p a n y ) ,  city , a n j  s ta te  ( o r  n a t io n )  a n d  sh o u ld  b e  ty p ed  as a  fo o tn o te  to  th e  a u th o r 's  n a m e . T h e  s u g g e s te d  r u n n in g  h e a d  
s h o u ld  b e  le ss  th a n  SO c h a r a c te r s  ( in c lu d in g  sp a c e s )  a n d  sh o u ld  c o m p rise  th e  a r tic le  t i tle  o r  an  a b b r e v ia te d  v e r s io n  th e re o f .  
A lso  in c lu d e  th e  w «rr/ c o u n t ,  th e  c o m p le te  m a ilin g  a d d re s s  a n d  te le p h o n e  n u m b e r fo r  th e  c o r r e s p o n d in g  a u t h o r  d u r in g  th e  
rev iew  p ro c e s s , a n d , if  d i f f e r e n t ,  a  n a m e  a n d  a d d r e s s  to  a p p e a r  in the  a r tic le  fo o tn o te s  fo r c o r re s p o n d e n c e  a f te r  p u b l ic a t io n .

A n  a b s t r a c t  is  to  be p r o s id e d ,  n o  lo n g e r  th a n  120 w o rd s.

A  list o f  4 - 5  key w o r d s  is to  b e  p r o v id e d  d ire c tly  b e lo w  th e  a b s tra c t. K ey w ords sh o u ld  e x p re s s  th e  p re c is e  c o n t e n t  o f  th e  
m a n u s c r ip t ,  as  they a r e  u s e d  fo r in d e x in g  p u rp o s e s .

I l lu s t r a t io n s  ( p h o to g r a p h s ,  d ra w in g s , d ia g ra m s , a n d  c h a r ts )  a re  to  b e  n u m b e re d  in o n e  c o n se c u tiv e  s e r ie s  o f  A r a b ic  n u m e ra ls .  
T h e  c a p t io n s  fo r i l lu s t r a t io n s  sh o u ld  b e  ty p e d  o n  a s e p a r a te  sh e e t  o f  p a p e r . P h o to g ra p h s  s h o u ld  b e  la rg e , g lossy  p r in t s ,  sh o w in g  
h ig h  c o n tra s t .  D ra w in g s  s h o u ld  b e  p r e p a r e d  w ith  in d ia  ink . E ith e r  th e  o rig in a l d ra w in g s o r  g o o d -q u a li ty  p h o to g r a p h ic  p r in ts  
a r e  a c c e p ta b le .  Id e n tify  f ig u re s  o n  th e  h ac k  w ith  a u th o r 's  n a m e  a n d  n u m b e r  o f  the illu s tra tio n .

T a b le s  s h o u ld  b e  n u m b e re d  (w ith  A r a b ic  n u m e ra ls )  a n d  re fe r re d  to  by n u m b e r  in th e  tex t. E ac h  ta b le  s h o u ld  b e  tv p e d  o n  a 
s e p a r a te  s h e e t  o f  p a p e r .  C e n te r  th e  t i tle  a b o v e  th e  ta b le , a n d  type e x p la n a to ry  fo o tn o te s  ( in d ic a te d  by s u p e r s c r ip t  lo w e rc a s e  
i e t te r s )  b e lo w  th e  ta b le .

L ist r e f e r e n c e s  a lp h a b e tic a lly  a t th e  e r .d  o f  th e  p a p e r  a n d  re fe r  to  th em  in th e  text by n a m e  a n d  y e a r  in  p a r e n th e s e s .  In  th e  
tex t, a ll a u th o r s ' n a m e s  m u s t b e  g iv e n  fo r th e  first c i ta t io n  (u n le s s  six o r  m o re  a u th o rs ) , w hile  th e  firs t a u th o r 's  n a m e ,  fo llo w e d  
by e t a l.. c a n  b e  u se d  in  s u b s e q u e n t  c i ta t io n s .  R e fe re n c e s  sh o u ld  inc lude  ( in  th is o rd e r) :  la s t n a m e s  a n d  in itia ls  o f  a l l  a u th o rs ,  
y e a r  p u b l is h e d , title  o f  a r t ic le ,  n a m e  o f  p u b l ic a t io n , v o lu m e n u m b e r, a n d  inclusive p ag es . T h e  s ty le  a n d  p u n c tu a t io n  o f  th e  
r e fe r e n c e s  s h o u ld  c o n f o rm  to  s tr ic t  A P A  sty le  — il lu s t ra te d  by th e  fo llow ing  ex a m p le s  (h o w e v e r , u se  in d e n ta t io n  b e lo w ) :

J o t tm u l  A r tic le
F r i e J r ic h .  XX. N .  t ’r q u iz a . A J ex Be i l s e .  R.  L. (W S f i) .  Beh av ior  pr ob lem s in  sexually a l ' u se J  y o u n g  c hi ld re n  Jo u rn a l o f  P ed ta tn c  

Psychology. / / .  U~- S7

C o n tn h u tto n  to  :t B ooh
K -i r . J ie r .  F  L . .k F r e m o u w .  XV J ( |Vj»y,  S t re ss  in o c u la t io n  t ra in ing  for adole sc en t  an ger  pro ble ms .  In D M e i c h e n h a u n i  Jk M F

J j r e m k o  (E ds . ) .  S tree t r e t lu a .o n  a n .J  y - . i eu::on  (pp .  4 5 ] . 4S. ' ) New York:  P le n um  Press.

F o o tn o te s  s h o u ld  h e  a v o id e d . W h e n  th e i r  u se  is a b so lu te ly  n ec essa ry , fo o tn o te s  sh o u ld  be n u m b e re d  c o n se c u tiv e ly  u s in g  A ra b ic
n u m e ra ls  a n d  s h o u ld  b e  ty p e d  a ; th e  b o t to m  o f th e  p ag e  to  w h ich  they  re fe r . P lace a lin e  a b o v e - th e  fo o tn o te ,  so  th a t  it is se t
o f f  fro m  th e  tex t. U s e  th e  a p p r o p r i a t e  s u p e rs c r ip t  n u m e ra l  fo r c ita tio n  in th e  text

T h e  j o u r n a l  fo llo w s th e  r e c o m m e n d a t io n s  o f  th e  1994 P ublica tion  M a n u a l o f  th e  A m eric an  P s y c h o lo g ic a l A s s o c ia tio n  (F o u r th  
E d i t io n ) ,  a n d  it is s u g g e s te d  th a :  c o n t r ib u to r s  r e fe r  to  th is p u b lica tio n .

A f te r  a  m a n u v c rip t  h a s  b e e n  a c c e p te d  fo r p u b lic a tio n  a n d  a f te r  all rev is ions  have b e e n  in c o rp o r a te d ,  m a n u s c r ip ts  m av b e  s u b 
m itte d  to  th e  E d 't o r 's  O f fic e  o n  p e r s o n a l - c o m p u te r  d isk s . L ab e l th e  d isk  w ith  id en tify in g  in fo rm a tio n — k in d  o f  c o m p u te r  u se d , 
k in d  o f  s o f tw a re  a n d  v e r s io n  n u m b e r .  d :sk  fo rm a t a n d  file n a m e  o f  ar tic le , ax well a s  a b b re v ia te d  jo u rn a l  n a m e , a u th o r s ' last 
n a m e s , a n d  ( i f  ro o m ) p a p e r  t itle . P a c k a g e  th e  d isk  in a d isk  m a ile r  o r  p ro te c tiv e  c a rd b o a rd . T h e  d i s k  m u s t  b e  th e  o n e  fro m  
w h ich  th e  a c c o m p a n y in g  m a n u s c r ip t  (f in a liz e d  v e r s io n )  w as p r in te d  nu t T h e  E d ito r 's  O ffice  c a n n o t  a c c e p t a  d is k  w ith o u t  its 
a c c o m p a n y in g , m a tc h in g  h a rd -c o p y  m a n u s c r ip t.  D isk s  will he u sed  on a c :t'C -by-case basis— w h e re  e f f ic ie n t  a n d  fe a s ib le .

T h e  jo u r n a l  m a k e s  n o  p a g e  c h a rg e s .  R e p r in ts  a re  a v a ila b le  ;o  nuthn rx . ar.2  o rd e r  fo rm s w ith  th e  c u r re n t  p r ic e  s c h e d u le  a rc  
s e n t w ith  p ro o fs

Poo-.
Kelly.  J A ( W v i .  Trc.iung the* Ir .ter .em h io a t  on  shtlls-tr. pn rc tp lc s  New Y or k  P l e n u m  Press
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C L I N I C A L  C H I L D  P S Y C H O L O G Y  A N D  P S Y C H I A T R Y
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AIMS AN D SCOPE
C lin ica l C h ild  P s y c h o lo g y  a n d  P sych ia try  br i nes  
t o g e t h e r  cl inical ly o r i e n t e d  w o r k  o f  the  highes t  
d i s t i nc t i on  f r om an  i n t e r n a t i o n a l  a n d  mul t i d i sc i 
p l i n a ry  pe r s pec t i ve ,  o f f e r i ng  c o m p r e h e n s i v e  c o v e r 
age  o f  cl inical  a n d  t r e a t m e n t  i s sues  across  the  r ange  
o f  t r e a t m e n t  modal i t i es .

C lin ica l C h ild  P sy ch o lo g y  a n d  P sych ia try  is i n t e r 
e s t e d  in a d v a n c i n g  t heory ,  p r a c t i c e  a nd  cl inical  
r e s e a r c h  in t he  r e a l m  o f  c h i l d  a n d  a d o l e sc e n t  
p s y c h o l o g y  an d  ps ych i a t r y  a n d  r e l a t e d  discipl ines.

T h e  j o u r n a l  di rec t s  its a t t e n t i o n  to m a t t e r s  o f  cl inical  
pract i ce,  i nc luding  r e l a t ed  topics such  as t he  e thics  
o f  t r e a t m e n t  a nd  the  i n t egra t i on  o f  r e s e a rc h  into 
pract ice.

Mul t id i sc ip l inar y  in a p p r o a ch ,  the  j o u r n a l  i nc ludes  
w o r k  by, a n d  is o f  i n t e res t  to. chi ld psychologi s t s ,  
ps ych ia t r i s t s  a n d  p s yc ho t he r a p i s t s ,  nur s es ,  social  
w o r k e r s  a n d  all o t h e r  p rof es s i ona l s  in the  f ields of  
chi ld a n d  a d o l e s c e n t  ps ycho l ogy  a nd  psychiat ry.

INSTRUCTION TO AUTHORS
T h e  E d i t o r  a po l og i z e s  fo r  t he  a p p a r e n t  p e d an t r y  of  
t h e s e  ins t ruc t ions ,  b u t  e m p h a s i z e s  t ha t  a d h e r e n c e  to 
t h e m  will e n s u r e  r ap i d  a n d  e f f i c i ent  process i ng  of  
y o u r  c o n t r i bu t i ons ,  a n d  will e n h a n c e  the  art icle 
itself.

P eer rev iew  process. T h e  E d i t o r  will sc r een  m a n u 
scr ipt s  for  thei r  ove ra l l  fit wi th  t he  a i ms  and  s cope  of 
t he  j ourna l .  T h o s e  t ha t  fit will be  f u r t h e r  r ev i ewed  by 
t wo  o r  m o r e  i n d e p e n d e n t  r evi ewer s .  Paper s  will be 
e v a l u a t e d  by the  Ed i t o r i a l  B o a r d  a n d  r e f e r e ed  in 
t e r m s  o f  mer i t ,  r eadab i l i t y  a n d  interes t .  Unsol ic i t ed 
ma n u s c r i p t s  will no t  be r e t u r n e d  to t he  author .

S u b m is s io n  n f  M SS . F o u r  c o p i e s  o f  e ac h  m a n u 
s cr ipt .  t ype d  in d o u b l e  s p a c in g  t h r o u g h o u t ,  a nd  on 
o n e  s ide on l y  of  whi l e  A 4  or  U S  s t a n d a r d  size paper ,  
s h o u l d  be s ent  to the  E d i t o r  a t  the  add r e s s  given 
be low.

F o rm a t o f  M SS. E a c h  m a n u s c r i p t  s hou l d  con ta in  
t he  fol lowing,  in t he  c o r r e c t  o rd e r .
I a)  Ti t l e  page  to i nc lude  t he  t i t le  o f  the  paper ,  full 
n a m e  o f  e ac h  a u t h o r ,  c u r r e n t  p r o f es s i ona l  pos i t ion 
a n d  wo r k  con t e x t ,  a n d  i n d i c a t o r s  o f  which a u t h o r  
will be r e s pons i b l e  for  c o r r e s p o n d e n c e .  A wor d  
c o un t  s hou l d  a l so be  i nc l uded .
(b )  A b s t r a c t  page:  the  a bs t r ac t  i tself  not  to exceed  
2t)0 wo r d s  (150 for  p r e f e r e n c e ) ,  a n d  up  to 5 key 
w o r d s  to be l i s ted on  the  s a m e  page.  This  page  
s h o u l d  c a r r y  the  t itle o f  t he  p a p e r  but  not  the a u t h o r  
n a me ( s ) .
(c) M a i n  text:  no t  usual l y  to e x c e e d  7500 wor ds  a nd  
to be  c lear ly o rg a n i z e d ,  wi th  a c l e a r  h i e ra rchy  of 
h e a d i n g s  a n d  s u b h e a d i n g s  (3 we i gh t s  of  head i ng  
m a x i m u m ) .
Id)  Ref e r e nc e s :  Ci t a t i on  o f  r e f e r e n c e s  fol lows A P A  
( A m e r i c a n  Psycho log ica l  A s s o c i a t i o n )  style.  R e f e r 
e nc e s  c i i ed in the  text  s h o u l d  r e a d  thus:  Br own  
(1955:  63-64) :  ( B r o w n .  1995.  pp.  63-64;  G r e e n  Cc 
B r o w n .  1992. p. 102. t able  3).  T h e  le t t ers  a. b. c. etc..  
s h o u l d  di s t i ngui sh  ci t a t i ons  ot  d i f f e r en t  wor ks  by the 
s a m e  a u t h o r  in the  s a m e  ye a r  ( B l a c k .  |9,S9.t. 19896).  
Al l  r e f e r e n c es  c i t ed in t he  text  s h o u l d  a pp e a r  in an 
a l pha be t i c a l  list, a f t e r  the  N o t e s  sect ion.
(e )  Figure,  tables,  etc.:  s h o u l d  b e  n u m b e r e d  c o n s e c 
ut ively.  c a r ry  de sc r i p t i ve  c a p t i o n s  a nd  be clear ly 
c i t ed  in the  text .  K e e p  t h e m  s e p a r a t e  f r om the text

itself, bu t  i ndi ca t e  an  a p p r o x i m a t e  l oc a t i on  o n  the  
r e l evan t  text  page.
(f) A u t h o r  b i ograph i es :  O n  a s ep a r a t e  s h e e t  p r ov i de  
a o n e - p a r a g r a p h  b i o - b i b l iographica l  n o t e  for  each  
a u t h o r  -  u p  to  100 wo r d s  for  a s ingle  a u t h o r ,  but  
n o n e  to e x ce e d  65 wo r d s  in a m u l t i - a u t h o r e d  paper .

Style. Us e  a c l e a r  a n d  r e a d a b l e  s tyle,  a vo i d i n g  
j a rgon.  If t echnica l  t e r ms  mus t  be i nc l uded ,  de f i ne  
t h e m w h e n  first used.  Us e  p lural s  r a t h e r  t ha n  he/ she.  
(s )he.  his o r  hers:  i f  a chi ld is unhappy ,  he  o r  s h e . . . '  
is mu c h  be t t e r  e x p r e s s e d  as ‘W h e n  c h i l d re n  are  
unhappy ,  t h e y . .
Spelling. Br i t i sh or  A m e r i c a n  spel l ings  m a y  be  us ed  
( t he  ve r s i ons  of  Bri t i sh spel l ings  a r e  p r e f e r r e d  to 
the  "s' vers ions ,  as given in the  O x f o r d  Engl i sh  
Dic t iona ry) .
P u n c tu a tio n . Us e  s ingl e  q u o t a t i o n  m a r k s ,  wi th 
d o u b l e  ins ide single.  Pr e s e n t  da t es  in t h e  f o r m 9 Ma y  
1996. D o  no t  use  poin t s  in abb r ev i a t i ons ,  c o n t r a c 
t ions  o r  a c r o n ym s  (e.g.  DC.  U S A .  D R .  U N E S C O ) .

C overing  letter. A t t a c h  to e ve r y  s u b mi s s i o n  a l e t t er  
c o n f i r mi n g  that  all a u t h o r s  have  a g r e e d  t o  the 
s ubmi ss i on  a n d  that  the  ar t i c le  is not  c u r r e n t l y  be ing  
c o n s i d e r e d  for  pub l i ca t i on  by a ny o t h e r  j ou r na l .  The  
name ,  address ,  t e l e p h o ne  a nd  fax n u m b e r  o f  the 
c o r r e s p o nd i n g  a u t h o r  s hou l d  a lways  be  c l ear ly  i nd i 
cat ed .  a nd  an emai l  add r e s s  w ou l d  be  verv we l come .

D isks. O n  a c c e p t a n c e  o f  yo u r  MS for  pub l i c a t i on  
y ou  will be a s k e d  to supp l y  a d i ske t t e  ( I B M - c o m p a t 
ible o r  M ac )  of  the  final vers ion.

C o p yr ig h t. B e f o r e  p u b l i c a t i o n  a u t h o r s  a r c  
r eq u e s t e d  to ass ign c opyr i gh t  to Sage  Publ i ca t ions ,  
s ubjec t  to re t a i n i ng  the i r  r ight  to r eus e  the  ma t e r i a l  
in o t h e r  p u b l i c a t i ons  wr i t t en  o r  e d i t e d  by t h e m 
selves an d  due  to be  pub l i s hed  p r e f e r a b l y  at  least  
o ne  year  a f t e r  init ial  pub l i ca t i on  in t he  J ou r na l .

M ailing  A d d r e s s  M SS  to the  Ed i t o r :  D r  Br ya n  
t a s k ,  C o n s u l t a n t  Ps yc h i a t r i s t ,  D e p a r t m e n t  o f  
P s y c h o l o g i c a l  M e d i c i n e ,  G r e a t  O r m o n d  S t r ee t  
Hosp i t a l ,  G r e a t  O r m o n d  St r ee t ,  L o n d o n  W C l . N  
3 J H ,  UK.

Books  for  r evi ew s h o u l d  be sent  to:  B e r n a d e t t e  
Wr e n .  177 B r o ok e  R o a d .  L o n d o n  E5  SAB .  U K .
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ASSERTION GROUP FOLLOW-UP QUESTIONNAIRE

Please help by giving your views on the group, by circling the figure which indicated how 
useful you found different parts of the programme.

Not at Very
all helpful helpful

Week 1

Rights and Responsibilities 1 2 3 4 5

Listening Skills 1 2 3 4 5

Week 2

Interference from emotions, e.g.
anger, anxiety, embarrassment 1 2 3 4 5

Week 3

Practical skills (a)
e.g. nonverbal behaviour, broken record 1 2 3 4 5

Week 4

Practical skills (b)
e.g. positive thinking, rebukes, requests 1 2 3 4 5

WeekS

Dealing with anger 1 2 3 4 5

Giving criticism 1 2 3 4 5

Dealing with criticism 1 2 3 4 5

Week 6

Step by step process for 
increasing assertiveness 1 2 3 4 5
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Feedback about you: Have you changed?

Compare the way you are now with how you were before the start of the group.

Much
worse

Self-respect

Confidence in dealing with others 

Avoidance of other people 

Problems of anxiety, panic or tension 

Depression

Standing up for your rights

No
change 

3 

3 

3 

3 

3 

3

Much
better

5

5

5

5

5

5

During the group programme we used different methods to help you to become more 
assertive and to meet the goals which you had set for yourself. Please indicate how useful 
each of these were for you:-

Being a member of a group 

Meeting people with similar problems 

Realising that you had rights 

Learning how to analyse the problem 

Learning new patterns of behaviour 

Learning new ways of thinking 

Discussing real problems 

Practising set situation 

Practising outside of the group

Not 
at all

Very
useful

5

5

5

5

5

5

5

5

5
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Feedback about us: What should we change?

Now tell us what you thought of us!

How well did we explain things?

How interesting did we make it?

How good was our time management?

How safe did we make it?

How important was it to see your 
individual therapist during the time 
of the group?

Not 
at all

1

Very

How could we improve the group?
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TRACY WALKER 
PSYCHOLOGIST
DEPARTMENT OF PSYCHOLOGY
BELLSDYKE HOSPITAL. IN CONFIDENCE

INTERVIEW SCHEDULE 

ABOUT INDIVIDUAL THERAPY :

WHAT DID YOU LIKE?

WHAT DID YOU DISLIKE?

WHAT WAS THE MOST HELPFUL THING?

WHAT WAS THE LEAST HELPFUL THING?

WHAT WERE THE BEST THINGS?

WHAT WERE THE WORST THINGS?

WHAT WOULD YOU HAVE LIKED MORE OF?

WHAT WOULD YOU HAVE LIKED LESS OF?

WHAT WAS THE MOST DIFFICULT THING FOR YOU?

WHAT WERE YOUR EXPECTATIONS OF THE GROUP? WERE THEY MET?

DID THE THERAPISTS SEEM EXPERT IN WHAT THEY WERE DOING?

WAS THIS IMPORTANT?

WHICH OF THE FOLLOWING QUALITIES BEST DESCRIBES THE THERAPISTS:-

HELPFUL
KIND
ENCOURAGING
GIVES PRACTICAL ADVICE/SUGGESTS SOLUTIONS 

WHICH OF THESE QUALITIES W.aS THE MOST IMPORTANT FOR YOU?



TRACY WALKER 
PSYCHOLOGIST
DEPARTMENT OF PSYCHOLOGY
BELLSDYKE HOSPITAL. IN CONFIDENCE

INTERVIEW SCHEDULE 

ABOUT THE GROUP :

WHAT DID YOU LIKE?

WHAT DID YOU DISLIKE?

WHAT WAS THE MOST HELPFUL THING?

WHAT WAS THE LEAST HELPFUL THING?

WHAT WERE THE BEST THINGS?

WHAT WERE THE WORST THINGS?

WHAT WOULD YOU HAVE LIKED MORE OF?

WHAT WOULD YOU HAVE LIKED LESS OF?

WHAT WAS THE MOST DIFFICULT THING FOR YOU?

WHAT WERE YOUR EXPECTATIONS OF THE GROUP? WERE THEY MET

DID THE THERAPISTS SEEM EXPERT IN WHAT THEY WERE DOING?

WAS THIS IMPORTANT?

WHICH OF THE FOLLOWING QUALITIES BEST DESCRIBES THE THERAPISTS:

HELPFUL
KIND
ENCOURAGING
GIVES PRACTICAL ADVICE/SUGGESTS SOLUTIONS 

WHICH OF THESE QUALITIES WAS THE MOST IMPORTANT FOR YOU?



THERAPIST QUESTIONNAIRE

Have you noticed any improvements 
in your client since he/she attended 
Assertion Group Therapy?

If yes, what have you noticed?

Have you noticed any other changes 
in your client since he/she attended 
Assertion Group Therapy?

If yes, what have you noticed?

Do you think your client would have 
spent longer in individual therapy if 
he/she had not participated in the 
group?

Comments?

Do you think Assertion Group Therapy 
is a good use of therapist time?

Comments?

Can you suggest anything that might improve this 
type of intervention?

Can you suggest other types of intervention which 
might be more cost-effective?

C L i '-C C G .r i  
tmrVERSIT? 
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