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Abstract

Research has started to recognise premature bitsubsequent hospitalisation of the
infant as a potentially traumatic experience faepés. There is also a growing interest
within the trauma literature, of the potentiallysgore psychological changes that can
occur following a traumatic experience, termed fpagtnatic growth (PTG).

The purpose of this cross-sectional, correlatishadly was to report rates of posttraumatic
stress symptoms (PTSS) and PTG in parents of pveenbabies, 4-8 weeks after
discharge from the Neonatal Unit (NNU) or Neon#&téknsive Care Unit (NICU). The
study also aimed to explore the role of intrusiud deliberate rumination and social
support in the development of PTG as describedhéyedeschi and Calhoun (2004)
model of PTG.

Thirty mother-father pairs and an additional twethtsee mothers were recruited from 2
NNUs and 2 NICUs in East Anglia, during 2 recruitthperiods lasting 7 months and 3
months respectively. These parents completedf-egmrt questionnaires, 4-8 weeks post
discharge from hospital. Parents completed vadiateasures of PTSS (IES-R), PTG
(PTGI), intrusive and deliberate rumination (ERRBg¢ial support (CSS) and depression
(CES-D).

Deliberate rumination was found to be a signifigargdictor of PTG development, more
so than PTSS, intrusive rumination and social sttpd®@TSS and PTG were positively
correlated for mothers only € .381,p <.01). Of the whole sample, 10/53 (19%) of
mothers and 1/30 (3%) of fathers met the screerigria for PTSD. Twelve of 53 (23%)
of mothers and 5/30 (17%) of fathers reported matédevels of PTG. Mothers reported
significantly higher levels of PTS9 € .023), PTG§ = .018), deliberate ruminatiop €
.007) and intrusive ruminatiop & .000) than fathers.

This study demonstrated the existence of both PAreiSP TG in mothers and fathers of
premature infants who have been hospitalised ofC&N These data suggest that further
study is indicated of the impact of PTG on futuaegmtal well-being following the stress
associated with premature birth and hospitalisatideliberate rumination has been found
to be a potentially significant factor in the deyghent of PTG, therefore, future studies
are needed to test this aspect of the PTG (Ted&sClailhoun, 2004) model further.
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1. Introduction

1.1 Chapter Overview

This thesis aims to investigate the levels of, @atationship between,
posttraumatic stress symptoms (PTSS) and postttaugrawth (PTG) in parents of
premature babies. The thesis also explores tkeofaumination, social support, and
gender of parent. To this end, this Introductioaptlr aims to highlight the potential for
these parents to experience both trauma and gewmiptoms. Both parents are included
because there is currently limited research examgimental health consequences in
fathers and the overall experience for couplese drtapter also considers in more detail
the relationship between PTG and PTSS, making limkee model of PTG developed by
Tedeschi and Calhoun (2004). Rumination type aathksupport are suggested to be
important factors in the development of PTG basethts model although little is known

of their role within this population.

This chapter begins with a summary of the prevaead profile of premature
birth before focusing on the impact premature bamld subsequent hospitalisation of the
baby can have on the mental health of parents. pdtential negative consequences of
parental mental health difficulties on the devethgpinfant are highlighted in order to
illustrate the importance of recognising mentallthedifficulties in parents of premature

babies.

There are a small but increasing number of stugiesgnising the experience of
having a premature baby hospitalised on a neouattto potentially be traumatic. To
expand our understanding of the experience foretpasents the concept of posttraumatic

growth (PTG) is also explored. PTG refers to pesipsychological changes that can



occur as a result of distress and trauma. PredicfoPTG are discussed, reviewing
studies from a range of populations, focusing amdge factors, rumination and social
support, the latter two factors being central congmis of the model of PTG (Tedeschi &
Calhoun, 2004) and also relevant to models of PTARomprehensive review of the
literature exploring the relationship between PB&A8 PTG is then undertaken
highlighting mixed findings and the need for furthesearch. Throughout the chapter
potential differences between the experience angpg&yms of mothers and fathers are
discussed. This is relevant given the paucityesearch including fathers and the need to
understand the potential impact of both materndl@aternal mental health on the parent-
child relationship and on infant development. Wik support a move towards a broader
and more systemic understanding of the experiemciimilies within paediatric settings

which, it is suggested would be beneficial clinligal

1.2 Prevalence and Profile of Premature Births

Premature birth is defined as childbirth occurrdess than 37 weeks gestation
and is associated with a range of neonatal heedibigms (Beck et al., 2010). Worldwide
prevalence of premature birth in 2005 was 9.6% withhighest rates occurring in Africa,
Asia and North America (Beck et al., 2010). Inrwies such as the UK and USA,
premature birth rates have risen over the pasea@sy Possible reasons for this include
changes in clinical practices (i.e., greater us€ad¥sarean section and assisted
reproductive techniques, women having childrerr]abted increasing rates of multiple
births; Beck et al., 2010). Children born premektyare more likely to have cognitive,
developmental, perceptual-motor delays, and beheaasliproblems which can impact on
development throughout childhood and into adulth@odward, Pfeiffer, Wright, &
Verhulst, 1989; Breslau, 1995; Jongmans, Mercuubhd@witz, & Henderson, 1998; Loe,

Lee, Luna, & Feldman, 2011). Premature babiesaoltquire hospitalisation on a



Neonatal Intensive Care Unit (NICU) or Neonatal t{hiNU). These settings may add to
their developmental vulnerability through sensovgrstimulation, repeated medical

procedures, pain and parental separation (LefkoB#xt, & Evans, 2010).

Furthermore, parent mental health difficulties assted with the distress and
experience of having a premature baby hospitalisay further compound negative
consequences for the child’s development. For @k@npostpartum depression has been
linked to reduced quality in mother-child interacts (Korja et al., 2008), attachment
difficulties (Poehlmann & Fiese, 2001) and endaarsystem changes (Bugental,
Beaulieu, & Schwartz, 2008), potentially impactomgemotional and behavioural
regulation. Similar findings have been reportedaostpartum posttraumatic stress
symptoms (PTSS), suggesting negative consequenicatdchment relationships and
infant emotional behavioural regulation (Bosqueloknet al., 2011; Forcada-Guex,

Borghini, Pierrehumbert, Ansermet, & Muller-Nix, D).
1.3 Parent Mental Health Following Term Birth

The existence of mental health problems in wom#aviing term childbirth has
been well documented particularly in terms of ratedepression. Paulson and Bazemore
(2010) reported a peak rate of 41.6% maternal dspme in the 3-6 month period after
birth. This was positively correlation with patatmaepression which ranged between 8.5
and 12.7% between thé' frimester and 1 year postnatal period. This issisient with

data reported by Bradley, Slade, and Leviston (2808 Leeds and Hargreaves (2008).

Predictors of post-partum depression include pegrgpression and anxiety,
previous episodes of depression, low self-esteatk, df social support, difficulties in
marital relationship, difficult infant temperameartd an unplanned/unwanted pregnancy

(Beck, 2001).



Studies exploring PTSD in parents (predominantlyirars) after childbirth
reported rates ranging between 1.2% and 27% (Al@iDonovan, Patrick, Creedy, &
Devilly, 2010; Ayers, Wright, & Wells, 2007; C. Beck, Gable, Sakala, & Declercq,
2011; Bosquet Enlow et al., 2011; Leeds & Hargrea2808; Olde, Van Der Hart, Kleber,
& Van Son, 2006; Sawyer & Ayers, 2009; Stramroodlgt2011; Susan, Harris, Sawyer,
Parfitt, & Ford, 2009; Zaers, Waschke, & Ehlertp@0Zambaldi, Cantilino, & Sougey,
2010). The literature on fathers, however, isténi Bradley et al. (2008) reported low

rates of PTSD in fathers 6 weeks following thehirt

Risk factors for development of PTSD in women fafilog childbirth appear to
include predisposing factors such as trait anxieistory of mental health difficulties,
history of sexual abuse, depressive symptoms dgriegnancy and an unplanned
pregnancy. Perinatal risk factors including highrffor self and/or baby, perceived low
levels control, high levels of pain and low sodapport, instrumental delivery, emergency
caesarean and infant health problems (Ayers é2@0.7; Slade, 2006). Focusing on
fathers, Bradley and Slade (2011) reported thatPiRSathers following childbirth may
be related to their experience of witnessing tinéhlparticularly if they felt pressured to

attend the birth or believe they did not suppoeirtpbartner well.

1.4 Parent Mental Health Following the Birth of a Remature or at Risk Baby

The presentation of mental health problems incieasparents of premature or at
risk infants admitted to a NICU, compared to thoskealthy, term babies. For example
Treyvaud et al. (2010) found that 12% of parentsaifies born at term had clinically
significant mental health problems, compared to 26%arents of babies born
prematurely. As suggested in section 1.2, mermalth difficulties in a parent can have

serious consequences for the child’s subsequeelaawent. The potential reasons for



increased mental health difficulties in parentpr@mature babies are many. They may
include; extreme anxiety about their baby’s surivarad long term health prospects, the
often fragile appearance of their baby, the useoaiplex medical language and the many
medical sights and sounds on the unit. Furthernpaents are separated from their baby,
often having to rely on ward staff and thereforeytimay experience a loss of their role as
their baby’s primary carer which may lead to fegdirof guilt and helplessness (Holditch-
Davis, Bartlett, Blickman, & Miles, 2003; Josephadkley, Davis, Spear, & Locke, 2007,
Lefkowitz et al., 2010; Miles & Holditch-Davis, 199 Mental health problems can
include depression both at the time of infant hiadigation (Mew, Holditch-Davis, Belyea,
Miles, & Fishel, 2003), and after this, for exampleen the baby is 6-months (corrected)
age (Korja et al., 2008). Depression is often eepeed co-morbidly with other mental

health difficulties such as anxiety disorders.

The literature indicates that premature birth aosipitalisation can be highly
traumatic events for parents; therefore the ematidistress resulting from this experience
may be understood as a posttraumatic stress (R$gypmse. With increased awareness for
staff and parents of potential PTS responses anuhtpact this can have on the developing

infant, there is the chance for earlier identificatand treatment (Jotzo & Poets, 2005).

The next section explores this further, startinthva summary of the diagnostic
criteria for PTSD and some key models of PTSD, teeftiscussing prevalence, predictors

and gender differences in PTSS in parents of pram@atr hospitalised babies.

1.5 Posttraumatic Stress Disorder (PTSD)



1.5.1 Definition of PTSD.

For a diagnosis of PTSD to be made a number td@r@ineed to be met as outlined
by DSM-IV. These are described in Appendix A.stimmary, a diagnosis can be given if
an event occurs which is sufficiently threateningwgh for a person to experience intense
feelings of fear, helplessness or horror. Thisseigmce also needs to be persistently re-
experienced, as well as stimuli associated withethent persistently avoided by the
person. A person may be diagnosed with PTSD #gdlsymptoms are present one month
following the event and cause distress or impaitnresignificant areas of functioning

(i.e., occupational).

Given the often life-threatening circumstances suatound the admission of a
baby to a NICU and the experience of fear and befpless that has been described by
parents, it is hypothesised that exploring the @ased parental distress within a PTSD

framework may be useful.

1.5.2 Models of PTSD.

To provide a context for our understanding of PT8Ibge models will be briefly
summarised; The theory of shattered assumpti@m{f}Bulman, 1992) the cognitive
model of PTSD (Ehlers & Clark, 2000) and the megmitive model of PTSD (Wells &
Sembi, 2004a). These models are the most relgwaen the focus on PTSD and PTG,
however a more comprehensive review of PTSD mameide found in Brewin and

Holmes (2003).

1.5.2.1Theory of shattered assumptions.



Janoff-Bulman (1992) described traumatic strestermming from the shattering
of basic assumptions that are held about ourselndshe world. Three dominant types of
assumptions are discussed which the theory sugtesisajority of people share. These
are: 1) the belief in personal invulnerability,tBg perception of the world as meaningful

and comprehensible and 3) the view of ourselvespositive light.

This theory benefits from its explanatory powefereng to the development of
assumptions that are consistent with attachmenirdadnation-processing theories.
While there is some research evidence supportim@xtistence of these assumptions
(Janoff-Bulman & McPherson Frantz, 1997; Weinst&B80, 1982) other assumptions
may also be important to consider, for examplejpbdd is able to satisfy ones needs
(Bolton & Hill, 1996). The theory describes thlaetshattering of these assumptions by the
traumatic event leads to the development of PTSfaumee the world is no longer
comprehensible, meaningful or manageable. Theyraso discusses how assumptions
can be updated and draws from stress response tthéamowitz, 1986) to explain this
process, through oscillation between avoidanceeaigdgement with the traumatic
material. Furthermore, this process may occur rdeliberately by purposefully reflecting
back on the trauma and searching for meaning. fiJBatman and Frieze (1983)

discussed how this results in better adjustmentesgipsychological distress.

The theory of shattered assumptions may be salddoribe some core components
that are more comprehensively described and ewluatthe later cognitive model of
PTSD (Ehlers & Clark, 2000). In this sense thetiies important in identifying the role
of assumptions and the person’s context in therexqpee of trauma. It also is important in
its description of adjustment processes followifigP, again shedding light on potential
areas that require further research and specditatit is argued that the theory would

benefit from further explanation of how the procetshattering assumptions occurs



resulting in a trauma response, for example disegd®w the trauma is represented in
memory. Furthermore, the theory predicts that those people that hold the most
positive assumptions or hold these most stronglydhe more likely to experience PTSD
(Brewin & Holmes, 2003). This is not consistentiwthe evidence that links previous
trauma as a risk factor for PTSD (Brewin, Andre&$/alentine, 2000). It may be argued
that these assumptions have already been shathenedyer the theory does not seem to
easily account for the maintained risk of PTSDrtlermore, other components of the
PTSD experience such as dissociation are not eegplavmprehensively in comparison to

later models of PTSD such as the cognitive modele(s & Clark, 2000).

1.5.2.2Cognitive model.

The cognitive model of PTSD (Ehlers & Clark, 2080ygests that individuals
experience persistent PTSD if they process thertaéic event in a way that produces a
current sense of threat. This occurs throughpdiyvidual differences in the appraisal of
the traumatic event and/or its sequelae and 2yishaal differences in the nature of the
trauma memory and its level of integration withestautobiographical memories. The
model outlines a range of different appraisalsegitklating to external (e.g. the world is a
more dangerous place) or internal (e.g. | am un@bt®pe) threats. These different
appraisals lead to the experience of a range fdrdiit emotions e.g. appraisals of danger
leading to fear and appraisals of loss leadin@tiness. The second aspect leading to the
current sense of threat is the lack of integratibthe trauma memories into other existing
autobiographical memories. This explains the dliffly individuals with PTSD often have
in narrating the traumatic events. Furthermore gérsistent and intrusive nature of many
PTSD experiences is explained by the strong stisastumulus and stimulus-response
associations that develop. This is partly explibg differences in encoding at the time of

the trauma and the model differentiates betweeardiaten processing (primarily sensory
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based) and conceptual processing (focused on thaintgg context and organisation of
information). At the time of the trauma, concepfuacessing facilitates integration of
trauma memories, whereas data-driven processingses strong perceptual priming,
meaning that there is a reduced threshold for tearetated stimuli(Brewin & Holmes,

2003).

The cognitive model of PTSD also proposes thatrgtbéatraumatic factors may
lead to the poor integration of the trauma memonamely dissociation, emotional
numbing and an inability to establish a self-ref¢ied perspective. In addition, the
cognitive model of PTSD discusses in detail how PT$Smaintained by maladaptive
cognitive processing (selective attention to thoeegs, rumination) and behavioural

strategies (avoidance of trauma reminders, adopfisafety behaviours).

The cognitive model has extended emotional proogskeory (Foa & Riggs,
1993) by suggesting that there is more than one ¢ypnemory system. There is,
however, much overlap between the systems desanltee cognitive model and the
‘verbally accessible system’ (VAM) and ‘situatiolyahccessible system’ (SAM) described
by Brewin, Dalgleish, and Joseph (1996) in the depfesentation theory. What appears
to differentiate them is a bigger emphasis on haarmation is processed during trauma
by Ehlers and Clark (2000) as opposed to how tieubwf this processing is stored in
memory. Despite this emphasis, difficulties in @exmentally controlling data-driven and
conceptual processing has resulted in less evidentleese aspects of the model (Brewin
& Holmes, 2003). A benefit of the cognitive modethat it discusses the maintenance of
PTSD in the form of maladaptive cognitive procegsaoch as rumination, and behavioural
strategies such as avoidance, and provides evident®ese processes (Dunmore, Clark,
& Ehlers, 1999, 2001; Murray, Ehlers, & Mayou, 2D0Zhe model underpins one of the

leading treatment options for PTSD, cognitive beétaral therapy which has a growing
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evidence base (Ehlers, Clark, Hackmann, McManuSe@&nell, 2005; Harvey, Bryant, &

Tarrier, 2003; Zayfert & Becker, 2007).

1.5.2.3Metacognitive model.

As with the cognitive model of PTSD (Ehlers & Clag000), the metacognitive
model of PTSD (Wells & Sembi, 2004a, 2004b) assutimasPTSD is experienced
because of a disruption to adaptive emotional msiog of the experience. In the
metacognitive model, the Reflexive Adaptation PsscdRAP) describes the automatic
emotional processing and development of plans wipietie cognitive and behavioural
activities, initiated by threats such as intrugiveughts. Responses to threat such as
intrusions and hyperarousal are viewed as norntaha@atic responses in the model. The
adaptation process may be blocked, however, bylphihstyles of thinking and coping.
The style of thinking and coping a person usesflaenced by internal beliefs and
environmental factors. In relation to internalibfd, the metacognitive model of PTSD
(Wells & Sembi, 2004a, 2004b) differs to the coeitmodel (Ehlers & Clark, 2000), as it
centralises the role of metacognitions (i.e., igléand strategies used to regulate thinking
itself) in guiding cognitions, and in the choiceaoiping strategies. Metacognitions are
proposed to influence the existence and use oegseas that potentially block adaptive
emotional processing of events, often coming infdinen of worry/rumination, threat
monitoring and thought-control strategies. Thesegsses are suggested to be unhelpful
because they block automatic adaptive emotionagssing and maintain and reinforce

perceptions of threat.

The model emphasises the need for the flexibleotiseping strategies in response
to threat, such as that of running mental simutatiof dealing with the trauma. However,

the model describes that in PTSD, the resourcasresfjfor running adaptive mental
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simulations are taken up by unhelpful coping respsnthe use of which are guided by
metacognitions (e.g., repeated verbally based aisaby the event competes with the
adaptive imagery processing would normally autocadly take place). As with the
cognitive model (Ehlers & Clark, 2000), negativeenpretations of symptoms such as
intrusive thoughts and hyperarousal maintain threguion of on-going threat (Wells &

Sembi, 2004a, 2004b).

In essence, the use of adaptive strategies inmesgdo threat (such as low levels of
rumination, flexible attention control, mental silation and acceptance of symptoms),
allow reflexive processing to occur so plans fdufa coping spontaneously develop.
Blocks to this process through the use of strategieh as rumination, threat monitoring,
dissociation, negative appraisal of symptoms andght-control mean that the person is
unable to exit the RAP and are effectively stugterapting to cope with non-existent
threat in the present (Wells & Sembi, 2004a, 2004%) individual's metacognitions and

triggers in the environment, guide the use of ader maladaptive processing.

The model suggests, therefore, that interventibosilg focus on removing the
barriers to adaptive processing, as opposed tsiogwn changing the way in which
trauma memories are laid down through cognitiverueturing and imaginal re-living
(Wells & Sembi, 2004a). Studies have positivelyrelated rumination with intrusions and
PTSD symptoms (G. Butler, Wells, & Dewick, 1995;lei@, Tarrier, & Wells, 2002;

Wells & Papageorgiou, 1995), which Wells and Se(@86D4a, 2004b) took as evidence

for the model. It may be argued, however, thahdimlings could be taken as support for
a range of models of PTSD (e.g., the cognitive mdelders & Clark, 2000).

Furthermore, there is evidence supportive of imagie-living as a treatment for PTSD.
Wells and Sembi (2004a, 2004b) however argue heasticcess of such treatments can be

explained by the metacognitive model as such ietgrgns allow the running of mental
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simulations of the experience which facilitates nlagural running of the RAP and plan
formation. t seems that the metacognitive mod& 18D focuses predominantly on post-
event responses as opposed to the cognitive mddehwonsiders both peri-traumatic

processing and post-event responses.

1.5.2.4.Summary of PTSD models.

In summary, the theory of shattered assumptiono{@8ulman, 1992) and the
cognitive (Ehlers & Clark, 2000) and metacognitmedel (Wells & Sembi, 2004a, 2004b)
of PTSD overlap in terms of their focus on cogmit{oe., beliefs and assumptions). The
cognitive model (Ehlers & Clark, 2000) expands loe more general ideas put forward by
the theory of shattered assumptions (Janoff-Bulhff?2), specifying in more detalil
potential processes involved ((i.e., types of pssogy and how the trauma is represented
in memory) and providing supportive evidence. Tietps explain a key experience for
those suffering from PTSD, that of the current sesfsthreat, despite the threat being in
the past. The metacognitive model of PTSD (WellS&nbi, 2004a, 2004b) overlaps with
the cognitive model (Ehlers & Clark, 2000) but eragises less, how the trauma is

represented in memory, and more how cognitionsatetil post-trauma can lead to PTSD.

These three theories explore factors and procéisaeare proposed to be relevant
in the development of PTG (Tedeschi & Calhoun, 2@D4., cognitive appraisals,
cognitive processing and external/environmentabiag. PTG will be discussed with
links made to these models of PTSD, following a endetailed exploration of what the
literature can tell us about the experience ofrtradior parents of premature and

hospitalised babies.

1.5.3 Prevalence of PTSS in parents of premature trospitalised babies.
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Rates of clinically significant levels of PTSS iarpnts of premature or hospitalised
babies are reported to be between 8-34% (Ahlurark€] Hill, & Thalange, 2009; Elklit,
Hartvig, & Christiansen, 2007; Karatzias, Chouljavaxton, Freer, & Power, 2007,
Lefkowitz et al., 2010; Shaw et al., 2009; VandiriBushley, Young, & Frank, 2009)
which appears comparable with rates reported iargarof children admitted to the
paediatric intensive care unit (Balluffi et al.,GQ Colville & Gracey, 2006). This
suggests that we might learn something about thereence for parents of premature and

hospitalised babies from parents of children onR&U.

Methodological differences within the NICU literag¢umay account for some of the
variation found in rates of PTSS such as the rafiggeasurement tools used. This makes
comparison between studies difficult. Time of meament also ranges from 1-3 days to
3 years post-birth with studies providing littlesjification for the time period chosen. As
discussed by many of the studies, small sampls sieey., min = 30; Holditch-Davis et
al., 2003 and max = 127; Lefkowitz et al., 201@pdimits power, generalizability and the
ability to explore potential predictors and changesr time. Potential reasons for these
small sample sizes include the multiple challerigherent with conducting research
within a paediatric population such as, the envitent and the physical and mental state
of parents. Furthermore, a reliance on postaltguresires may increase attrition rates.
Despite research emphasising the key role thagfagblay in the development of children
and the support they provide for their partnersafB, Lopez, Fields, Kamboukos, &
Duhig, 2005), only four studies included fathersha sample (Elklit et al., 2007;
Lefkowitz et al., 2010; Pierrehumbert, Nicole, MutNix, Forcada-Guex, & Ansermet,
2003; Shaw et al., 2009). This issue will be esgaidn more detail in the next section.

Despite these limitations, studies demonstrateghents can experience PTSS many
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years after the birth and period of hospitalisgtiodicating the potential severity of the

problem.

1.5.4 Differences in PTSS prevalence in mothers affidthers.

The limited literature reporting trauma symptomisgarents following premature
birth and/or hospitalisation, suggests that mothezsmore likely to experience higher
levels of trauma than fathers (EIKIit et al., 200&fkowitz et al., 2010; Pierrehumbert et

al., 2003). A key question is why is this diffecerbeing found in the literature?

1.5.4.1Evidence from general trauma literature.

Evidence from the general trauma literature suggeat women are more likely
to experience PTSD than men (Blain, Galovski, & iRebn, 2010; Holbrook, Hoyt, Stein,
& Sieber, 2002) regardless of the trauma type fell@hces in coping styles related to
variations in affective, social-cognitive and neemdocrinal factors have been suggested to
contribute to different clinical profiles and rat@sPTSD in men and women (OIff,
Langeland, Draijer, & Gersons, 2007). Tamres,ckanand Helgeson (2002) discussed
the role of biologically based sex differences aadial-developmental factors related to
gender socialisation as contributors to choiceopiing strategies such as seeking social
support. This is based on the theory that gidssarcialised differently to boys in relation
to emotional expression. Seeking social suppogpsrted to be more common in women
than men (Littlewood, Cramer, Hoekstra, & HumphrE§91; Pinelli, 2000; Tamres et al.,
2002). Poor or a lack of social support has beé&ted to worse trauma outcomes (Brewin
et al., 2000; Ehlers & Clark, 2000; Ford, AyersB&adley, 2010; Wells & Sembi, 2004a).
Despite this evidence, women are generally repad@&xXperience more trauma symptoms

than men.
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Reduced reporting of symptoms by men in studie&dgpartially account for this,
in keeping with the evidence that women tend taespemotion more than men (Tamres
et al., 2002). Furthermore, Tamres et al. (206@brted that women appraise stressors
more severely than men which was hypothesisedstdtrin a broader choice of coping
strategies used by women. In particular, womere@und to engage in rumination,
seeking social support and positive self-talk, giggntly more than men. It would have
been of interest for Tamres et al. (2002) to reflaése coping strategies to outcomes in
order to evaluate effectiveness of the strategis df interest, however, that the coping
behaviours highlighted overlap with factors implezhin the development of PTSS and
PTG, of which there is a debate about gender éifiegs. It is argued to be important
therefore to investigate these factors furtheurntderstand the involvement of such coping

strategies in the development of PTSD and PTG im amel women.

1.5.4.2Evidence from target population.

Focusing on the population of interest, Rowe am3¢2010) reported that in the
acute phase following the premature birth, motlaeis fathers appraised the situation
similarly in terms of stressfulness and used sintitgping strategies. Mothers in this study
did report more psychological distress than fatkiespite these similar types of appraisals
and use of coping strategies. Therefore, forghpulation, does the unique experience for

mothers in terms of physically carrying the babplein the increased rates of PTSS?

Pelchat, Lefebvre, and Perreault (2003) descriloedrhothers’ increased
expectations about their new role and enhanceas#gnesponsibility for the care of the
baby compared to fathers may contribute to theirdiased stress and trauma symptoms.
The cognitive model of PTSD (Ehlers & Clark, 20@@gdicts that individuals will suffer

more stress and trauma symptoms if they appragseuvént and their responses to the
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event negatively. As mothers are physically cagyhe child, it may be that mothers are
more likely to blame themselves for having ‘failéa’carrying their baby in the context of
premature birth (Golish & Powell, 2003; HolditchAbs et al., 2003; Hughes &
McCollum, 1994; Jackson, Ternestedt, & Schollim)2aaresen, Rgnning, Ulvund, &
Dahl, 2006). Furthermore, factors such as sense of control amdgan contribute to the
experience of trauma for mothers (Czarnocka & S12660; Slade, 2006) and are

arguably more central to the experience for mottiean fathers.

Lack of control, feelings of helplessness, fegparttner’s pain and fear related to
the loss of their partner or child have also bégked to PTSS in fathers (Hanson, Hunter,
Bormann, & Sobo, 2009; Nicholls & Ayers, 2007).islialso important to note that Shaw
et al. (2009) found higher rates of PTSS in fatli@B8) compared to mothers (9%) at 4
months post-hospitalisatiolhe authors suggest that fathers may ‘delay’ tiotional
response in order to support mothers in the egalyes following birth and hospitalisation
of the baby, a suggestion supported by literatuptoeing the experience of fathers and

childbirth (Chandler & Field, 1997; Eriksson, Wesim & Hamberg, 2005).

Alternatively, the findings may be related to roleanges for fathers, for example,
returning to work and therefore participating lesthe care of their child (Miles, Carlson,
& Funk, 1996). Jackson et al. (2003) discussdukfat experiences of inadequacy related
to having to return to work. In the context of ndiye models of anxiety, including the
cognitive model of PTSD (Ehlers & Clark, 2000) sthack of exposure to the day to day
tasks and experiences of caring for their childeomeme, compared to mothers, may
maintain and/or increase anxiety levels, apprashilsadequacy and feelings of guilt
which could result in increased PTSS or symptoniswfmood and anxiety. For mothers,
it is arguably more difficult to avoid reminderstbe traumatic experience which may

support their adjustment. Alternatively, the regiexposure to potentially distressing
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experiences related to a hospital environment mategt fathers from developing trauma

symptoms.

Psychological models, therefore, may provide exgtians for contrasting
outcomes for mothers and fathers and more evidierregjuired in order to better
understand the different trauma and adjustmentegs®s for parents so that appropriate
support and interventions can be offered. Ovdéhalligh, the literature supports the

finding that mothers experience higher levels c6BThan fathers.

While it has been outlined that the circumstancegddferent for mothers and
fathers in relation to childbirth which will haveportant implications for trauma
outcomes, the psychological processes outlinethégaognitive model of PTSD (Ehlers &
Clark, 2000) are argued to be relevant in undedstgnthe experience for both mothers
and fathers following premature birth and hospsttion. Consistent with the message
given by a number of authors (Blain et al., 201@ares et al., 2005; Sloan, Rowe, &
Jones, 2008), there appears to be a need for naoraa research which compares mothers
and fathers on measures of PTSS and potentialgpoesiiof PTSS (e.g., cognitive

processing and coping strategies to inform psydicéd models and clinical practice).

1.5.5 Predictors of PTSS.

The limited discussions within the literature abth# predictors of PTSS in parents
of premature babies are consistent with the sraalide sizes gained in the majority of
studies. Those studies that have attempted t@explch predictors present similar
factors as the research on parents of term bahmsding a family history of anxiety and
depression (Lefkowitz et al., 2010) female gendeild handicap, distress (during
hospitalisation, with staff and at homecoming) #meluse of emotional and avoidant

coping (EIKlit et al., 2007). Lack of social suppmegative post-traumatic cognitions and
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levels of worry have been indicated as potentiatimtors of psychological distress in
parents of term (Ford et al., 2010) and premataleds (Holditch-Davis et al., 2003;
Singer, Davillier, Bruening, Hawkins, & Yamashil®96). There are no studies, however,
that have investigated the role of social suppedt mination in the development and
maintenance of PTSD in parents of premature babaave been hospitalised. Given
the evidence for the role of such factors in psi@fical models of PTSD (Ehlers & Clark,
2000), as well as evidence from related samplesi(€al., 2010) it is argued to be
important for PTSD research with parents of premea&und hospitalised babies to include

such factors.

In addition to these cognitive and psycho-soa@atdrs, ElKlit et al. (2007) also
found that larger birth weight was associated \aitiigher level of traumatisation with
parents experiencing significantly less emotiongl®rt from health care staff and from
people in general compared to smaller birth weiiglaints. This is in contrast to Feeley et
al. (2009) who reported lower birth weight alondhna longer period of hospitalisation as
associated with more severe PTSS in mothers. @thespective nature of the design of
Elklit et al. (2007) over a potential three yearipé and the use of regression analysis with
a small sample (n = 66) warrants the need for cawtihen interpreting the results.
However, the study does raise interesting questomsnd potential differences in
perceptions of coping based on objective factoch s1$ infant birth weight and gestational
age. Given the complexity of factors involved dinel mixed findings within the research
it may be that such objective factors such as bwdlght, gestational age and time of
hospitalisation cannot be assumed to indicateetheld of distress and trauma experienced
by parents and this is consistent with evidencenfrelevant paediatric research (Balluffi
et al., 2004; Bronner et al., 2009; Bronner et24)1,0; Holditch-Davis et al., 2003;

Lefkowitz et al., 2010).
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1.6 Positive Psychological Reactions to Trauma - Bitraumatic Growth (PTG)

Having explored PTSS in mothers and fathers of ptare or hospitalised babies,
the focus of this chapter will now turn to the ieasing literature exploring the potential
positive reactions to trauma, frequently termedtpmsmatic growth (PTG). First, PTG
will be discussed in more detail outlining onelod dominant models within the growth
literature (Tedeschi & Calhoun, 2004), the develeptrof growth according to this model,
and the factors involved in this. The relationdhgtween growth and trauma symptoms

and any potential overlaps in development will tberexplored.

1.6.1 Overview of PTG.

There is a growing interest in the potential pgsipsychological changes that
individuals may experience following traumatic lédeents. This idea is not new and many
early religious and philosophical writings referth@ transformative power of suffering
(Tedeschi & Calhoun, 1995). The growing intereghiese positive psychological changes
fits with the more recent, ‘positive psychology’ wement which focuses on the
understanding of positive psychological functionasgopposed to being purely focused on
mental illness (Seligman & Csikszentmihalyi, 200This thesis will refer to
posttraumatic growth (PTG), following the concefig&ion developed by Tedeschi and
Calhoun (2004) within the functional-descriptive aief described as the most
comprehensive theoretical model of growth (Joseghngey, 2006). Crucial in the
conceptualisation of PTG is the idea that PTG dlessra positive change or
transformative outcome, beyond what was preserédiie trauma experience. Tedeschi
and Calhoun (2004) argue that this idea differésdia& from other related concepts such as
resilience, hardiness, optimism and sense of caberevhich in general describe a

resistance against or ability not to be damageddwersity.
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1.6.2 Domains of PTG.

Based on interviews conducted with persons whoexpgerienced stressful events
and trauma as well as a review of the literatureesponses to highly stressful events, the
Posttraumatic Growth Inventory (PTGI) (Tedeschi &lltdun, 1996) was developed.

This measure identifies five factors which definiéedent growth outcomes or processes:
1) relating to others; 2) new possibilities; 3)gmral strength; 4) spiritual change; 5)

appreciation of life. These five domains will ntw discussed in more detail.

1.6.2.1Relating to others.

Closer, more intimate and meaningful relationsimay develop as a result of a
traumatic experience as individuals realise howartgnt their relationships with people
are. Affleck, Tennen, and Gershman (1985) desdribe responses of parents whose
babies were hospitalised in the neonatal unit Yahg perinatal medical complications,
with 20% reporting closer family relationships andreater appreciation of their child.
Tedeschi and Calhoun (1996) discussed the rolelbfisclosure driven by the need to
talk through the consequences of their experiemmcbailding closer relationships. The
recognition of one’s own vulnerability is highligitt as allowing people to express their
emotions and accept help, therefore facilitatirgget relationships. In addition, this
change is discussed as leading to increased coopassl a greater understanding and

emotional connection with other people (Collinsyldoa & Skokan, 1990).

1.6.2.2New possibilities.
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This domain refers to the identification of new gibdities for one’s life or of the
possibility of taking a new path in life. It inclas developing new interests and the

motivation to make changes in one’s life (TedeghRlalhoun, 2004).

1.6.2.3Personal strength.

Experiencing a traumatic event can enable oneaimlabout one’s strength and
self-reliance (Tedeschi & Calhoun, 1996). Tedeschi Calhoun (1995) discussed how
individuals perceive that they have survived timeast difficult challenge yet and therefore
believe that they can cope with any future chakengThis relates to perceptions of
control over events which has been linked to pskgical well-being even if this control
may be illusory (Taylor & Brown, 1988). People oejing such changes describe feeling
more experienced about life (Joseph, Williams, &Y1993), feeling stronger (Cordova,
Cunningham, Carlson, & Andrykowski, 2001) and fieglmore confident about dealing

with future difficulties (Updegraff, Taylor, Kemen§ Wyatt, 2002).

1.6.2.4Spiritual change.

Growth in this domain may occur for both the religs and non-religious.
Religious faith may be strengthened or explorethere may be a greater engagement with
existential questions (Tedeschi & Calhoun, 199H)e strengthening of religious beliefs
or enhanced spiritual engagement may serve a nuohipeirposes including that of
gaining a sense of control, gaining comfort omracy from this new religious or spiritual

relationship or an attempt to find meaning in wihas happened (Pargament et al., 1990).

1.6.2.5Appreciation of life.
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Tedeschi and Calhoun (1995) reported that manylpeggin a greater appreciation
of their own and other people’s lives and that pathis may be due to a reduced sense of
invulnerability. There is recognition of how preas their time and their relationships are.
An improved perspective on life was reported by 28%mothers of sick new-borns
(Affleck et al., 1985) and 71% of survivors of aiice ship disaster reported living each

day to the fullest (Joseph et al., 1993).

1.6.3 The development of PTG.

An explanation of the model of PTG (Tedeschi & @aih, 2004) will now be
given. Links are also made to models of PTSD tdhs&econtext for the later discussion

exploring the relationship between PTSS and PTG.

The model of growth shown in Figure 1 (Tedeschi &Hhoun, 2004), outlines how
a challenging or traumatic event may lead to PTGe traumatic event needs to challenge
a person’s basic assumptions about the world agidglace in it. This is in keeping with
the Janoff-Bulman (1992) model of PTSD in thatekent ‘shatters’ a person’s
understanding of themselves and the world so beaworld is no longer comprehensible,

meaningful or manageable.

The cognitive model of PTSD (Ehlers & Clark, 20@0j0 discusses the interactive
role of prior experiences and beliefs and the attarstics of the traumatic event in the
cognitive processing that follows. In the modePaiG the threat of the trauma is
described as a ‘seismic event’ which challengesragn’s assumptive world and life
narrative and therefore can lead to psychologistitess such as PTSD. In order to
manage the initial distress caused by this ‘seisohiallenge, the model proposes that
automatic cognitive processing occurs in the fofrmwusive thoughts and/or images.

The cognitive model of PTSD proposes that rumimati@y strengthen problematic
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appraisals of the trauma, maintaining symptomseish$. Clark, 2000), while the
metacognitive model (Wells & Sembi, 2004a) des&ibew rumination, triggered by
maladaptive metacognitions, blocks normal adapgireeessing. This is partially
consistent with the PTG model which suggests titatisive rumination is likely to be
positively correlated with trauma symptoms whilsbahowever being an initial stage in

the development of growth.

Pre trauma factors such as personality and copytgssare suggested to influence
how a person may respond initially to trauma wims early success in coping being a
precursor to later growth. This early success bwajacilitated by self-disclosure of
emotions and experiences in a variety of forms ssctirough talking, writing or praying.
The model of PTG describes how the quality of ilngpert received is crucial in the
development of growth, with consistent social supfaxilitating self-disclosure. Cordova
et al. (2001) reported that cognitive processingancer patients was inhibited when
friends and family did not wish to hear from patgeabout their iliness. This reduced
cognitive processing was associated with less PWW@iss (2002) suggested that tolerance
of distress by both the patient and sources of@tipgimportant in sustaining cognitive
processing. This is in keeping with the desaniptdf growth by Tedeschi and Calhoun
(2004) of “some degree of psychological upset stréess (being) necessary not only to set
the process of growth in motion, but also some gndwpset may accompany the

enhancement and maintenance of posttraumatic gr¢muth2-13).

Furthermore, social support is suggested to playhen crucial role in the
development of growth in terms of offering peopésvperspectives, beliefs and
metaphors that can support the revision of prenteaschemas, necessary for the
experience of growth (Calhoun & Tedeschi, 199%isTs consistent with the cognitive

model of PTSD where good social support is emphdsas being important in weakening
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negative appraisals of the trauma (Ehlers & CI2€K0). Revision of pre trauma schemas
is vital in order to move away from a focus on tiecrepancy between past goals, beliefs
and schemas that cannot accommodate the traunthemeéore the person’s current
position. In order to experience growth, therthesneed for people to disengage from
these previous goals and assumptions and begevelap new goals and meanings. The
model suggests that consistent social support rakyfacilitate this process. This process
is described as being visible in terms of the ghiftn automatic, more intrusive processing
or rumination towards more deliberate ruminatidimis deliberate rumination involves
reflection and a more proactive search for meaninigh helps the reconstruction of

assumptions and beliefs about the self and thedworl

PTG in the model in Figure 1 is suggested to bl hgirocess and outcome,
although the lack of longitudinal studies in thisaamakes mapping the temporal course of
growth difficult. There is an assumption that gtiovs an active process, experienced
alongside enduring distress and connected to thelafgment of wisdom and changes in

one’s life narrative.
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Figure 1.The model of posttraumatic growth. From “Posttratimgrowth: Conceptual

foundations and empirical evidence”, by R. Tedesdli L.Calhoun, 200£sychological

Inquiry, 15,p. 7.
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1.6.4 Critique of PTG Model.

While the Tedeschi and Calhoun (2004) model of Pi&&a lot of face validity, it
has been described as more of a descriptive medg@osed to explanatory, with aspects
of the model hard to test empirically as they hawebeen fully specified (Joseph &

Linley, 2006). The model describes that ‘succdssiping’ in the early stages of a trauma
supports adaptation and facilitates a shift frotrusive to deliberate rumination. It may
be argued, however, that the model does not mgkerxenough what this successful
coping looks like. In Figure 1, one of the keyltdrages highlighted following the seismic
event is that of management of emotional distréddwin and Levenson (2004) criticised
the model for a lack of emphasis on or specificatibthe type of coping responses that
are helpful in this management of emotional distreBhe PTG model suggests that this is
something different to the cognitive processingcdesd in the model within the next
stage of the process. Tedeschi and Calhoun (20§W)ight that the degree to which
someone is cognitively engaged by the crisis israéto PTG. Therefore, the cognitive
aspects of the model seem well defined compar#éuktaffective processes at work. This
is particularly when comparing this model to a m@eently published model of growth
and trauma by Joseph, Murphy, and Regel (20129at#ile affective-cognitive processing
model of PTG. While this largely follows the modaeitlined by Tedeschi and Calhoun
(2004), which validates the key processes outllmethis model, Joseph et al. (2012) have
developed it further, specifying more clearly theeractions between cognitive processing,
affective experience and coping responses andigigirlg the continuous, cycling nature

of this. This makes the model easier to test doglly and clinically apply.
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Within the growth literature, models of growth agqdy coping strategies have
been put forward, for example, PTG within a meamraking coping process (Park &
Folkman, 1997) and PTG as one form of positivesita (Taylor, Kemeny, Reed, Bower,
& Gruenewald, 2000) with some authors suggestingRi G is purely a coping
mechanism. Tedeschi and Calhoun (2004) argud’th@tin their model is both a coping
strategy and an outcome of coping. Arguably tltkerences are not clearly

differentiated within the model however.

PTG has been argued to represent a self-enhanogmitiwe bias or unhelpful
illusion, rather than a genuine change in expegerRositive correlations between PTG
and unhelpful coping strategies such as avoidatergal and measures of distress could be
argued to lend support to this idea. (Zoellner &dvtker, 2006). Tedeschi, Calhoun, and
Cann (2007) countered this by arguing that PTG doésorrelate with measures of social
desirability (Weinrib, Rothrock, Johnsen, & Lutgenii 2006). It has also been argued
that PTG may be underreported using quantitativesemes (Smith & Cook, 2004) and
that self-reported growth tends to correlate whkearver data (Park, Cohen, & Murch,
1996). In contrast to this latter point, Frazitale (2009) found that perceived PTG was
only weakly related to actual PTG. This relatidpskas moderated by levels of distress
with less distress resulting in a moderate coraiahighlighting the need to be cautious
when interpreting self-report measures of PTG,i@agrly when there are high levels of
distress. In addition, the tendency to derogast elves to maintain a favourable
perception of current selves has been discussedaition to the concept of PTG (Wilson
& Ross, 2001). Such measurement issues are sigmifivhen empirically testing models

such as this one.

It has been argued that research efforts haveliiaead towards the assumption of

PTG as a positive constructive concept, with lesgarch focused on the potential
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unhelpful role of PTG (Zoellner & Maercker, 2006he Janus- Face model (Maercker &
Zoellner, 2004) suggests something in between;ahaitial illusory experience of PTG
supports coping success as it helps counter-balemoéonal distress but that with time
and increasing coping success, a more construeli® experience develops with there
being less of a need for this illusory side of PTThe Janus-Face model (Maercker &
Zoellner, 2004) emphasises the role of delibemat@mation on bringing about this coping
success and shift away from a maladaptive formI@ Plt could be argued that this
model accounts better for some of the findinghanliterature with regards positive
correlations with maladaptive coping strategiesttee Tedeschi and Calhoun (2004)
model of PTG. Tedeschi and Calhoun (2004) argoeeker, that these associations are
evidence of distress and the associated copinggies, as precipitators of the functional

growth process.

The model of PTG (Tedeschi & Calhoun, 2004) mayg alsderestimate the role of
positive emotions as predictors of PTG, with evidesuggesting that the emotional facet
of openness to experience is linked to PTG as aupthe cognitive or behavioural side of
openness (Zoellner & Maercker, 2006). Furthernaoséudy by Fredrickson, Tugade,
Waugh, and Larkin (2003) highlighted that positareotions in the aftermath of the 9/11
crisis fully accounted for the relationship betwegee-crisis resilience and post-crisis
growth. Therefore, significant affective aspedtthe PTG process may be missing from

this model.

The emphasis on the need for a ‘seismic’ or higtadymatic event to occur in
order to develop PTG has been guestioned by sotherawho present evidence of PTG
in individuals having experienced mildly stressfuknts or even positive events (e.g.
becoming parents, marriage, profound religious ggpees) (Aldwin & Levenson, 2004).

It may be that these events have the potentighdtienge core beliefs held about the self
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and the world and so could set in motion cognifiv@cessing and coping responses that
initiate PTG. Arguable, however, this experierequalitatively different to the
experience of growth following a negative eventdwese of the lack of distress. It may be
argued, therefore, that growth related to positivenildly stressful events is conceptually
different to PTG, as PTG by definition as statethmmmodel, requires a certain level of
distress in order to develop (Joseph et al., 20&8gschi & Calhoun, 2004). It should also
be noted that, an event perceived as mildly stueébsfone person may be considered a
seismic event by another, based on factors supheagus life experiences, beliefs and
schemas as outlined by the model (Tedeschi & Calh®d04). Therefore the model
benefits from being able to be applied to a rarfddeocircumstances as the emphasis is

on the response of the individual to this everthaathan the event itself.

In conclusion, the PTG model by Tedeschi and Cal{@004) may be considered
to be a well described model of the main processggested to be involved in the
development of PTG. The model may be criticisedtfbemphasis on cognitive
processing as opposed to other forms of copingoresy particularly affective responses.
The model could benefit from further specificatmfrwhat initial ‘successful coping’ looks
like as this aspect of the model is particulari§iclilt to test due to its generality.

However, the differentiation between different ferof cognitive processing is a central
and testable part of the model which sets it dpam other conceptualisations of PTG.
While forms of growth may be found following noratimatic or positive experiences, it is
argued that this is conceptually different to PTAx emphasised by Tedeschi and Calhoun
(2004), in order to get PTG, there needs to be dews of distress. More recent models
of PTG (i.e., the affective-cognitive processingd®alp Joseph et al., 2012)) support the key
concepts outlined by Tedeschi and Calhoun (2004), (@istress as the engine of PTG,

PTG coming from the challenge to previously helltidie and the role of cognitive
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processing in facilitating PTG) but elaborate fertbn the role of affective, cognitive and
coping responses on growth development. This igigtd the significant influence the
PTG model by Tedeschi and Calhoun (2004) has hdaldeowider growth literature.
Therefore although the model may have its limitadid is argued to be an important

model to test empirically.

1.6.5 Comparison of PTSD models and PTG model.

The cognitive model of PTSD (Ehlers & Clark, 20@@scribes how rumination
may maintain PTSS by reinforcing negative cognitippraisals. The metacognitive
model of PTSD describes how rumination hindersnaattognitive processing (Wells &
Sembi, 2004a, 2004b). It may be argued that thdehaf PTG compliments these models
of PTSD as it supports the initial assertion thatusions are a natural response to a trauma
and is related to on-going distress but then exgémad by differentiating between intrusive
and deliberate rumination. The model thereforereddg¢hese models of PTSD by
proposing how processes important in our undergigraf PTSD may be involved in
initiating a new process of PTG, a process potiytiaelated to but also separate from

PTSD.

Both the cognitive (Ehlers & Clark, 2000) and megative models (Wells &
Sembi, 2004a, 2004b) of PTSD suggest that diffiesilarise when individuals interpret
initial, often normal responses to a trauma inradtening way and/or use inappropriate
coping strategies. Furthermore, negative or adddocial support is cited by both models
of PTSD to be potentially harmful in terms of rarding negative beliefs about the self.
Inherent in this is the idea that good quality absupport may support positive cognitive
changes and reductions in PTSS. Similarly, the Bib@el (Tedeschi & Calhoun, 2004)

proposes that social support facilitates managewfantrusive rumination, reductions in
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distress and cognitive shifts, leading to PTG. réhs, therefore, much overlap between
models of PTSD (Ehlers & Clark, 2000; Wells & Sen#fi04a, 2004b) and the model of

PTG (Tedeschi & Calhoun, 2004).

A key difference is the differentiation betweernruisive and deliberate rumination
in explaining changes in cognitive processing ammdjgession towards growth. It may be
that the model of PTG (Tedeschi & Calhoun, 2004) mavide information which would
be helpful to incorporate into or emphasise mamengly in models of PTSD (Ehlers &
Clark, 2000; Wells & Sembi, 2004a), with the potainto influence clinical practice.
Research which focuses both on PTSS and PTG, sutissstudy, may facilitate this
process. The core factors related to the developofd®TG and cited in models of PTSD
(Ehlers & Clark, 2000; Wells & Sembi, 2004a) arsatissed below, providing evidence

for why they are a focus within this study.

1.6.6 Factors related to the development of PTG.

As figure 1 indicates, a number of factors are sstgd to be related to the
development of growth including gender, personalitgracteristics and schema/belief
systems as well as more proximal factors includioging style, rumination, self-
disclosure and social support. This study focusethe roles of rumination and social
support and gender. This is because, as alreadystied, rumination and social support
are significant in the development and maintenafid¢&l SD and given the interest of this
current study in the relationship between PTSDRIR®, it is of theoretical interest to
focus on variables that are cited as importanbith irauma and growth models. Gender
differences in PTG are also discussed further,mgtiae interesting differences reported for

PTSD and the importance of understanding the esipees of both mothers and fathers.
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The literature exploring the role of rumination ¢ygocial support and gender in the

development of growth will now be discussed in naeéail.

1.6.6.1Rumination.

Rumination as defined by the model of PTG (Tede&dBalhoun, 2004) is a form
of cognitive processing. The term rumination nragitionally be thought of as relating to
negative psychopathology such as depression (Nétmksema, McBride, & Larson,
1997). Martin and Tesser (1996) however describederal varieties of recurrent
thinking, including making sense, problem solvirgminiscence, and anticipation” (p.
192). In accordance with this, the general daeéinibf rumination is neutral, that of
‘chewing the cud’ or ‘to meditate or ponder on.edeschi and Calhoun (2004) therefore
differentiated between two types of ruminationrustve and deliberate in order to better
understand the cognitive processing in the devedoprof PTG and distress. Intrusive
rumination was defined by Cann et al. (2011) astlinited invasions of one’s cognitive
world-thoughts about an experience that one doeshamse to bring to mind” (p. 138).
Deliberate rumination in contrast is voluntary andre purposeful, attempting to

understand events and their meaning.

In support of the model of PTG which suggests ithtatisive rumination is
indicative of cognitive processing necessary foGPthere is growing evidence of a
positive association between intrusions and PTGgg$en, Reynolds, & Tomich, 2006;
Linley & Joseph, 2004; Shakespeare-Finch & De Dag6€9; Taku, Calhoun, Cann, &
Tedeschi, 2008; Taku et al., 2007). There is @ nedreak this down further as research
suggests that intrusive rumination impedes cogafirnocessing (increasing or maintaining
distress) whereas deliberate rumination is sugdéestécilitate cognitive processing

(increasing PTG) (Cann, Calhoun, Tedeschi, & Solon2010; Joseph, 2000; Nightingale,
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Sher, & Hansen, 2010; Siegle, Moore, & Thase, 2@dc¢kton, Hunt, & Joseph, 2011;
Taku et al., 2008). Some studies have also ilgast the role of time of cognitive
processing in understanding the pathways to dstaied PTG. Nightingale et al. (2010)
support the model of PTG by reporting that intresivmination soon after the trauma
event predicted both PTSS and PTG. On the othet, ltkeliberate rumination soon after
the event was more predictive of PTSS than PTGs fiay suggest that engaging in
purposeful searching for meaning too soon may sgmtean ‘illusory’ or self-deceptive
side of growth (Maercker & Zoellner, 2004). In t@st, however, Taku, Cann, Tedeschi,
and Calhoun (2009) reported that deliberate runanatoon after the event was more
predictive of PTG, which would support the assertiy Tedeschi and Calhoun (2004) that

early coping success is important in the develograeRTG.

In summary, the model of PTG extends our undergtgnaf ruminative cognitive
processing from that of which is discussed withiitSP models. Support for the value in
differentiating between intrusive and deliberateety of rumination comes from a range of
studies. Overall, the studies reviewed demonsthat@ositive relationship between
deliberate rumination and PTG. There are somerdifices reported in relation to whether
deliberate rumination soon after the event or mecently is most strongly related to
growth with the suggestion that deliberate rumoragoon after the event may represent
the illusory nature of growth or be unhelpful ims®mway. Intrusive rumination is reported
to be related to distress but also related lessgly to growth, consistent with the model

of PTG (Tedeschi & Calhoun, 2004).
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1.6.6.2Social support.

The model of PTG describes the importance of satipport in facilitating the
individual to disengage from previous goals andagegn deliberate rumination,
supporting the development of new narratives winichrporate the trauma experience.
Evidence for the role of social support in the mMamenes from a number of studies where
a positive relationship between social supportRh@ has been reported (Cieslak et al.,
2009; Cohen & Numa, 2011; Frazier, Tashiro, Bernsager, & Long, 2004;
Hungerbuehler, Vollrath, & Landolt, 2011; Leungaét 2010; Maguen, Vogt, King, King,

& Litz, 2006; Ozli, 2010; Tallman, Shaw, SchultzA&maier, 2010).

There is less evidence for the models’ hypothegis regards the relationship
between social support and rumination. Few stutbe® investigated this relationship
explicitly. Studies have either reported a positiglationship between social support and
rumination (Morris & Shakespeare-Finch, 2011; Rifr&ez, Basabe, & Martinez, 2010), a
negative (but non-significant) relationship (Bemet2011) or no relationship (Cryder,
Kilmer, Tedeschi, & Calhoun, 2006). These few ssadnclude investigation of children
(Cryder et al., 2006), the use of non-standardisedsures (Rimé et al., 2010) and a range
of populations, making it difficult to draw valicbnclusions. The need for research testing
this aspect of the PTG model is indicated by redeas such as Taku et al. (2008) and
Taku, Kilmer, Cann, Tedeschi, and Calhoun (2012) Waving reported a significant
relationship between deliberate rumination and Piugpest that future studies should
explore which factors may facilitate engagemenhwli¢liberate rumination. Consistent

with the model of PTG, it is argued that social@up is a contender for this.

Social support may also be operationalized iredgit ways, for example, Love

and Sabiston (2011) described perceived socialstifperceived quality or availability of
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support), social networks (the number of peopleipling support) and supportive
behaviours (emotional, informational). Perceivedial support is more important when
considering well-being and adjustment outcomes suamal network size and form of
support (Cohen., 2004; Marlow, Cartmill, Ciepluc&a,.owrie, 2003), with satisfaction

with social support predictive of later growth, {leo& Sabiston, 2011; Park et al., 1996).

Despite the evidence suggesting a positive relshipnbetween social support and
PTG, Joseph et al. (1993) and O'Sullivan and Wh@aml) reported no relationship.
Methodological limitations may reduce the validitiythese studies however. O’Sullivan
and Whelan (2011) questioned the use of the Caigpport Scale (Elklit, Schmidt
Pedersen, & Jind, 2001) with telephone counsefioggesting that it may not have
included sources of support most salient to telaptamunsellors. The power of Joseph et

al. (1993) to find an effect may also be questiothael to their small sample size (n = 35).

Overall, the studies reviewed reported a positetationship between social
support and growth whether this relationship iedhor indirect. Studies differed in the
dimension of social support considered and thees dot seem to be a clear consensus on
which dimension is most relevant in the developnodémgfrowth. There is also a gap in the
literature when it comes to understanding the tiwd¢ social support and rumination might

play in the development of PTG.

1.6.6.3Gender.

Support for the conclusion that women tend to eepee more PTG than men
comes from studies using student populations witinge of traumatic events (Gerber,
Boals, & Schuettler, 2011; Park et al., 1996; Renal., 2010; Schuettler & Boals, 2011;
Shigemoto & Poyrazli, 2011; Tedeschi & Calhoun,@9%omen with breast cancer

compared to their husbands (Weiss, 2002) and Tilrefagees (Hussain & Bhushan,
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2011). In addition, studies exploring PTG in pasesf premature babies support this
conclusion (Buchi et al., 2009; Buchi et al., 200&newein et al., 2008; Spielman &
Taubman-Ben-Ari, 2009). In contrast Polatinsky &sgrey (2000) reported no gender
differences in levels of PTG between parents be@ab a child. This study is limited by
its small sample size however (n=67 of which 18enfathers). Other more recent studies
have also reported no gender differences (Cieslak,&2009; Kilmer & Gil-Rivas, 2010;
Love & Sabiston, 2011; Meyerson, Grant, Carter, ifirter, 2011; Shigemoto & Poyrazli,
2011). A number of these studies focus on childmoh adolescents which may not be

comparable to the process of growth in adults.

A meta-analysis (Vishnevsky, Cann, Calhoun, TedegcBemakis, 2010)
identified age as a significant moderator with womeporting more growth with
increasing age. The authors hypothesised thabthisbe because with increasing age
there are more chances to experience potentiahaauch as bereavements. It is not
clear, however, why this would be different for rfdett may be that similar factors
discussed in relation to gender differences imptfesentation of trauma symptoms are
important here, such as the role of cognitive apptaand choice of coping strategies. As
discussed previously, Tamres et al. (2002) repdhtatdwomen appraise stressors more
severely than menwhether this is for biological, developmental, gsysocial reasons or
a combination, this may suggest that there has imeea of a challenge to core beliefs

which according to the model of PTG is necessaryte potential experience of PTG.

Furthermore, women are reported to use copingesfied that are proposed to be
important in the development of PTG, more than mEmese include deliberate
rumination (Treynor, Gonzalez, & Nolen-Hoeksema)30 expressing emotion (Tamres
et al., 2002) and seeking social support (Pin2lg0). Again the bases for these

differences are likely to be complex and biopsycleed. Gender socialisation may be
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argued to account for differences in choice of ogstrategies between men and women.
It could be argued that the concept of PTG itsethore consistent with the way in which
girls are socialised; or it might be that the wayvhich PTG is measured is biased towards
endorsement by women compared to men. Vishnevskly €010) argued this is not the
case based on similar effect sizes across botRTikd and Stress-Related Growth Scale
(SRGS) (Park et al., 1996). Regardless of the ¢yelf-report questionnaire used, men
may experience comparable levels to women butdselileely to report this, potentially

related to conforming to gender based roles wisloiciety.

As discussed previously, the unique position of woras carriers of the baby may
increase the sense of responsibility (Pelchat. e2@03) and centrality of the event (Boals,
2010) for women, compared to men. Thus the evieptemnature birth and hospitalisation
of the baby may consequently be more traumatigviomen and thus set in motion a
pathway for potential PTG. The fathers’ naturakamce from this and reported
marginalisation (Jackson et al., 2003; Lindbergelsgon, & Ohrling, 2007; Sloan et al.,
2008) may reduce the likelihood of trauma for med thus PTG. This is partly based on
the assumption that PTSS is positively relatedt@ Rvhich cannot be assumed and will

be discussed in the next section.

The overall consensus appears to be that womenamelikely to experience PTG
than men. Similarly to the trauma literature, éiéinces in cognitive appraisals, cognitive
processing and the use of different coping stratemiay partly explain these differences.
The studies cited here do not comprehensively tlyege the reasons for gender
differences and so such hypotheses require furtiséing. Different findings in relation to
gender and PTG across studies reviewed may alaodoeinted for by methodological

differences and small sample sizes.
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1.7 Relationship between PTG and PTSD

As discussed previously, the model of PTG outlimes growth is triggered by a
traumatic experience that challenges a person@aimental assumptions about the self
and the world (Tedeschi & Calhoun, 2004). The psens that there must be some
distress before there can be growth. The reldtiprsetween distress ((i.e., PTSD) and
PTG has been explored by many studies with difterenclusions. The model of PTG
however does not align itself with one explanatbthis relationship but rather is open to
the possibility of different types of relationshipstween these variables. The model does
however state that with increasing PTG there isweotssarily decreasing distress. The
following questions therefore apply; are we lookaigwo separate factors that can

coexist, or factors that are related? This wilbdimussed below.

1.7.1 Evidence for a positive relationship.

The majority of studies exploring the relationshgiween PTG and PTSD have
reported a positive relationship, investigatinguage of trauma types: adolescent survivors
of cancer (Barakat, Alderfer, & Kazak, 2006) huane survivors with HIV (Cieslak et al.,
2009), former Israeli prisoners (Dekel, Mandl, &&uoon, 2011), individuals who
experienced serious illness as a child (DevinedR&aght, Loiselle, Fenton, & Blount,
2010), survivors of child sexual abuse (Lev-Wies@hir, & Besser, 2005; Shakespeare-
Finch & De Dassel, 2009), Israeli citizens’ exposeterror (Levine, Laufer, Stein,
Hamama-Raz, & Solomon, 2009), having a relativé \&iserious illness (Loiselle,

Devine, Reed-Knight, & Blount, 2011), receivingiaghosis of HIV (Nightingale et al.,
2010), motor vehicle accident survivors (Nishi, Maika, & Kim, 2010; Zoellner, Rabe,
Karl, & Maercker, 2008), US citizens in relationtte 9/11 attacks (Park, Aldwin, Fenster,

& Snyder, 2008), women with cancer (Posluszny, Batdwards, & Dew, 2011),
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bereaved students (Taku et al., 2008) and adolest®lowing an earthquake (Yu et al.,
2010). These studies give support to the ideadisatess is required for PTG, consistent

with the model of PTG.

1.7.2 Evidence for a negative relationship.

In comparison, a small number of studies have teda negative relationship
between PTSD and PTG, suggesting that with inangadistress, there is little room for
growth and that growth may help to ameliorate syms of distress (Cole & Lynn, 2010;
Hagenaars & van Minnen, 2010; Hall et al., 2008;-Wdesel & Amir, 2003). There was
some variation however when the dimensions of PAGGRISS were compared, with
arousal and re-experiencing being positively catesl with PTG (Hagenaars & van
Minnen, 2010; Lev-Wiesel & Amir, 2003; Shakespegiech & De Dassel, 2009). Such
differences may reflect the use of different typesognitive processing and/or different
coping strategies (e.g., rumination, self-disclesgeeking social support). This is
consistent with authors who have suggested theriiaupoe of looking beyond full scale
scores when trying to understand the relationsatvéen PTG and PTSS (Morris,
ShakespearEinch, Rieck, & Newbery, 2005). This makes thdoettsense when
considering the different components that makeatp bf these constructs. The
relationship between PTG and PTSS may also charggdime, for example, PTG is
suggested to increase with time (Davis, Nolen-Hesles & Larson, 1998; Polatinsky &
Esprey, 2000) and differ depending on trauma tyfiee studies cited in this section differ
hugely in terms of measurement time points and fadipa type, highlighting the

difficulty in unpicking the relationship betweerese variables.
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1.7.3 Evidence for a curvilinear relationship.

A number of authors have also questioned the fotadinear relationship
between PTG and PTSD and provided evidence fonalioear or quadratic relationship
(Kleim & Ehlers, 2009; Kunst, 2010; Levine, LaufelamamaRaz, Stein, & Solomon,
2008; McCaslin et al., 2009; Solomon & Dekel, 200These studies suggest that
individuals with either low or high levels of disfis show the lowest levels of growth
(Kleim & Ehlers, 2009). This is because eitherekperience does not challenge core
beliefs and does not trigger a distress resporg@aiential for PTG, as suggested by
Tedeschi and Calhoun (2004) or distress levelsaltggh, they undermine the
development of PTG (L. D. Butler et al., 2005).0%& with moderate levels of distress

show the highest levels of growth (Solomon & DeR&07).

It may be that the variety of outcomes reporteteots$ the fact that some studies
may be reporting one part of this curvilinear rielaship, constrained by a cross-sectional
design as well as a narrowed spectrum of traumatsymseverity. Many of the studies
cited here benefitted from a prospective designlarge sample size (Kleim & Ehlers,
2009; Kunst, 2010; Solomon & Dekel, 2007). It skddoe noted that McCaslin et al.
(2009) and Levine et al. (2008) used adolescentllptipns and so some caution should be

taken generalising these outcomes to adult populsiti

1.7.4 Evidence for no relationship.

Lastly, a small number of studies reported no i@hship between PTG and
distress (Boals, Steward, & Schuettler, 2010; Goackt al., 2007; Grubaugh & Resick,
2007; Salsman, Segerstrom, Brechting, Carlson, &rpkowski, 2009; Sawyer & Ayers,
2009; Shakespeare-Finch & Armstrong, 2010). Thggests that PTSD and PTG may

coexist, but that they do not have a direct infeeean each other.
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Potential methodological reasons for finding natiehship include the use of
participants with too high PTSS levels (GrubaugRé&sick, 2007; Shakespeare-Finch &
Armstrong, 2010), therefore potentially blocking@.TIt may have been that uncontrolled
variables obscured the relationship between PT83ai6, for example depression was
not controlled for in a couple of studies (SawyeAgers, 2009; Shakespeare-Finch &
Armstrong, 2010). Counter to this, Grubaugh andi¢ke(2007) reported no relationship
between PTG and PTSS in both the (PTSD only) am&[P& Depressed) groups of

sexual assault survivors.

1.7.5 Summary.

The majority of the studies discussed are crosseset, meaning that causal
relationships cannot be identified and that ongpap shot is given, making conclusions
about the relationship between two complex faafitffscult to ascertain. The majority of
the studies cited, report a positive correlatiomeen PTG and PTSD, however a
significant minority also report a negative or alinear relationship or no relationship.
Mixed findings may reflect differential relationgisi within the constructs of PTG and
PTSS, highlighting the need to look beyond totakes. On the other hand, it may be that
the variety of outcomes reported reflects the flaat some studies may be reporting one
part of a curvilinear relationship. Zoellner et@008) suggested that the lack of a
systematic relationship between PTSD and PTG ifitdr@ature demonstrates the
multidimensional nature of PTG as well as the adldifferent coping procedures at
different time points during adjustment. For ex#&rmognitive processing may change
over time with different relationships reportedidterent time points between rumination

type (intrusive & deliberate) and PTG and PTSD.
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Tedeschi and Calhoun (2004) emphasise the poihPiha is not the same as a
decrease in distress. A negative relationship beefipund, but this is not predicted by the
model. The model does, however, highlight the oflsome distress in triggering and
maintaining PTG, suggesting a relationship of sdegree as opposed to complete
independence. Given the mixed findings in thediigre, it is considered to be important
to explore this relationship within this study tantribute to the evidence base and consider

the impact of this relationship for parents of patane babies that have been hospitalised.

The next section reviews the PTG and PTSD liteeatur parents in paediatric
settings, before providing a rationale for the entrstudy and the research questions

posed.

1.8 PTG and PTSS in Parents of Children in Paediait Settings

Given the relative infancy of the focus on PTS$anents in paediatric settings it is
of interest to find out the extent to which PTG basn explored in this population. Based
on the literature reviewed previously it may begegied that where there is trauma, there
is the potential for growth. The literature revibelow focuses on PTG and PTSD in
parents of ill children and babies. This revievll e broken down into studies which
investigate PTG and studies which explore both RMGPTSD. This is of interest given
the mixed findings with regards to the relationdbgbween these variables in the general
literature. Furthermore, gaining a better undeditag of the potentially mixed experience

for parents in these settings may help improvesthmort these parents are offered.
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1.8.1 Literature review of PTG and PTSS in parents of children in paediatric

settings.

A search was performed most recently in April 20881g PsychINFO and
Medline using the following search termppsttraumatic growth”, “post traumatic
growth”, PTG, “posttraumatic stress”, “post traumiatstress”, PTSS, PTSD, parent*,
maternal, paternal, mother*, father*, child*, adsleen*, infant*, bab*, premature,
pretermto identify studies that explored PTSS and PTGairepts of children and babies
in paediatric settings. This literature searcl a€luded a search using Google Scholar

for relevant literature and a hand search of thstrftequently cited journals (Journal of

Loss and Trauma, Journal of Paediatric Psycholdgyrnal of Traumatic Stress).

The search excluded articles which:

1. were not published in peer reviewed journals (aagHdissertations);

2. did not use the Posttraumatic Growth Inventory €gethi & Calhoun, 1996)
3. did not assess PTG in parents

4. were investigating bereaved parents only

5. were not investigating families within a paediasétting

The search identified eight studies that met titerca (see table 1).
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Table 1. Studies reporting PTG only and PTG & PTSSn parents of children in paediatric settings

Reference Participants Design Other variables Results
examined

PTG Only

Barr (2011) Mothers (n = 85) & Prospective (1 Stressfulness of NICU, PTGI mean score mothers = 55, Me
fathers (n = 73) of month & 1 year) Coping, Guilt & Shame score fathers = 47.
infants hospitalised on Proneness, Fear of No significant effect of gender. Copil
NICU Death by positive reappraisal strongest predic

of growth
Hungerbuehler et Mothers (n=67) & Prospective (1 Family functioning, PTGItem Mean Mothers = 2.39
al. (2011) Fathers (n=59) of a child month & 3 years psychological distress, PTG Item Mean Fathers =1

previously diagnosed post diagnosis)
with cancer or diabetes

medical characteristics, Significant effect of gender and diagnac
socioeconomic status (parents of children with cancer higt
PTG scores
67% reported moderate growth.

Jenewein et al.
(2008)

Parents of extremely Cross-sectional
premature infants (24-26 (>3 years since
weeks gestation) who  birth)

survived (n = 38) &

parents of premature

infants who did not

survive (n = 54)

Anxiety, Depression, PTGI mean scor— Bereaved:

Cognitive and Mothers = 26.
psychomotor Fathers =1
functioning of surviving PTGI mean scor— non-bereaved:
child Mothers = 20.
Fathers = 19.

PTG sig. higher in bereaved mothers

Schneider, Steele,Mothers (n = 216), Cross-sectional
Cadell, and Fathers (n =49) &

Hemsworth Grandmothers

(2011) (n = 8) of children with

Life Limiting Ilinesses.

Meaning in caregiving, PTGI item mean sco+

self-esteem, optimism, Mothers/Grandmothers = 3.

spirituality, Depression, PTGI item mean scor Fathers = 2.53

Burden GendelDifference statistically significant
(p=.000)




1%

Reference Participants Design

Other variables Results
examinec

PTG Only continued

Spielman  Parents of premature Cross-sectional

Parenting self-efficacy, PTGIlitem mean score — Preterm = 3.00.

and infants (n =49) & (1 month post Self-esteem, Attachmer®TGlitem mean score — Term = 2.67
Taubman- parents of term infants ( birth) style, Infant Mothers reported significantly high
Ben-Ari n =50) temperament PTGI scores than fathers (3.06 ver
(2009 2.61).Perception of temperament related
to growth in mother
PTG & PTSS
Best, Mothers (n=66) & Prospective Anxiety, Avoidance,  Anxiety and distress at time of treatm:
Streisand, fathers (n = 47) of follow up study Depression, Perceptiompredictive of later PTS
Catania, children treated for of participants  of distress, Social Positive relationship between PTG and
and Kazak leukaemia from treatment  network, Self-efficacy  Anxiety & Avoidance
(2001) trial in 1991-
1995
Colville Mothers (n=39) and Prospective Anxiety & Depression Mean PTGI total score =
and Cream fathers (n=11) of cross-sectional Median IES score = 21
(2009) children treated in a cohort study 4 Curvilinear relationship between PTG
Paediatric Intensive Caremonths after and PTSS
Unit (PICU) discharge.
Michel, Mothers (n=40) and Cross-sectional Child PTG, Quality of PTGIItem Mean score = 2.7.
Taylor, fathers (n=5) of child (>2 years since Life, lllness perception PTSD Checklist mean score = 3
Absolom,  cancer survivors diagnosis) & optimism PTG predicted by feeling current
and Eiser affected emotionally by the past illne
(2010) No association with child growt

No relationship between PTG and P



1.8.1.1Levelsof PTG and PTSS.

All of the studies reported comparable rates of Rp@rt from Jenewein et al.
(2008) who reported lower PTG means, which maysbe i@sult of the increased length of
time since the trauma (i.e., 3-4 years). Ovetladl,rates reported by these studies are at the
lower end of the range reported following a varietyraumatic events (Linley & Joseph,
2004). Consistent with the literature discusseskiction 1.6.6.3, the studies identified
here mostly reported higher rates of PTG amongshens compared to fathers. Reasons
cited for this include, mothers being more expdseithe situation by spending more time
with the child (Best et al., 2001), mothers expsrieg higher levels of distress
(Hungerbuehler et al., 2011; Schneider et al., 2ah# use of coping strategies
compatible with the development of PTG (Pinellip@0Treynor et al., 2003) and
biological differences in response to stress (Tamteal., 2002). The exceptions to this
finding include the study by Barr (2011) who repedrho significant difference between
mothers and fathers (although the trend is indhisction) and Colville and Cream (2009)
and Michel et al. (2010) where separate scoremfiihers and fathers were not reported,
most likely due to the small sample size of fati{arsl1; Colville & Cream, 2009) and

(n=5; Michel et al., 2010).

Comparison of levels of PTSS across studies igdiffbecause of the different
measures used. Using different self-report meaduwrth Michel et al. (2010) and Colville
and Cream (2009) reported average scores whidbedwey cut offs for a potential
diagnosis of PTSD. Finally, the study by Bestlef2001) did not report descriptive

statistics for PTG and PTSS.

46



1.8.1.2Factors associated with PTG & PTSS.

The studies in this review differ in the variabkbey investigated and few of the
variables posited by Tedeschi and Calhoun (200&jinvthe model of PTG were explored.
However, consistent with the model, cognitive afgaia such as perceived stressfulness
(Barr, 2011; Spielman & Taubman-Ben-Ari, 2009), miag in caregiving (Schneider et
al., 2011), coping by positive reappraisal (Ba®1®), pre-trauma factors such as trait
anxiety (Best et al.,, 2001; Spielman & Taubman-Ben-2009) and current distress
(Hungerbuehler et al., 2011; Michel et al., 201@revassociated with PTG within this
review. Consistent with the predictors of PTSSculised in section 1.5.5, anxiety,
depression and distress levels at the time ofvibatevere positively related to PTSS (Best

et al., 2001; Colville & Cream, 2009)

While it is difficult to generalise, the mixed fim@)s found with regards to the
relationship between PTG and PTSD; positive (Besi.e2001), unrelated (Michel et al.,
2010) and curvilinear (Colville & Cream, 2009), arensistent with the discussion in

section 1.7.

A number of methodological limitations need to basidered when interpreting

these findings.

1.8.2 Methodological issues.

1.8.2.1Design and sample size.

Half of the studies reviewed are cross-sectiodahéwein et al., 200&pielman &

Taubman-Ben-Ari, 2009; Michel et al., 2010; Scheeiet al., 2011). This design does not
allow exploration of how variables and relationshijetween variables may change over

time. Furthermore, cause and effect relationst@msot be identified (Barker, Pistrang, &
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Elliott, 2002). This design has however, enableé studies to take a snap shot of the
many variables that are hypothesised to be impoinahe development of PTG and PTSS
in a range of populations, which is an importargtfstep when conducting research

(Barker et al., 2002).

The sample size of these studies ranged from 3@\\&n et al., 2008) to 273
(Schneider et al., 2011) with many studies commegnin the difficulty in gaining
increased numbers of the target population. Lasgeple sizes would have increased
confidence in the findings of studies that explameghy variables and used regression
analysis (Best et al., 2001; Jenewein et al., 28@&Ilman & Taubman-Ben-Ari, 2009).
Relative to other studies investigating parentsfaints on the NICU, Barr (2011) has a
relatively good sample of 85 mothers and 73 fathé@tss is particularly given the
documented difficulty in recruiting fathers withp@aediatric research (Phares et al., 2005).
All of the studies cited attempted to recruit botbthers and fathers with varying success,
with mothers making up between 50% (Jenewein e2@08; Spielman & Taubman-Ben-

Ari, 2009) and 89% (Michel et al., 2010) of the gdensizes.

1.8.3. Summary and theoretical and clinical implictons.

The studies reviewed demonstrated little overlaghévariables assessed when
exploring PTG and PTSS in parents of ill childrerbabies. This may reflect the infancy
of research in this area and, therefore, the rahgetentially important variables to
consider. Variables found to be potentially redai® PTG included cognitive appraisals
such as the perceived stressfulness of the experipsychological distress, anxiety and
coping strategies such as positive reappraisal sfugies reviewed did not explicitly set
out to test aspects of Tedeschi and Calhoun (20@4el of PTG although some support

for aspects of this model is provided. Refereraresmade to other conceptualisations of
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growth (e.g., an existential understanding of PB&r, 2011). Studies would however
have benefitted from making stronger and more expkferences to models of growth
which may have helped focus the variables explofagdthermore research would benefit
from considering how to improve recruitment of thgulation to increase sample sizes.
The review highlight that PTG is experienced witthirs population. There is, however,
still a limited understanding of how the experien€®TG may relate to the experience of

distress and trauma.

1.9 Conclusion and Rationale for Current Study

A large percentage of babies admitted into theUN&Ze premature; a situation
which for many parents, may be experienced as @#iaras suggested by reported rates of
PTSS (Beck et al., 2010; Holditch-Davis et al., Z0Qaratzias et al., 2007; Shaw et al.,
2009). PTG is also an important area of reseaaimsistent with the ‘positive psychology’
movement, as it may support the development of i holistic understanding of
posttraumatic reactions (Seligman & Csikszentmih&@@00). Studies investigating
parents of premature babies have either explor&BRKaratzias et al., 2007) or PTG
(Spielman & Taubman-Ben-Ari, 2009), none have esgadoth of these variables in this
population. The evidence for the potential negatmpact of PTSS in parents, on the
developing child, suggests that exploring growtt as relationship with PTSS may be
clinically useful (Bosquet Enlow et al., 2011; Fada-Guex et al., 2011; Pierrehumbert et

al., 2003).

A variety of predictors have been highlighted apantant in the development of
PTSS and PTG. Dekel et al. (2011) reported pentetic factors such as distress and
coping as predictive of both PTSS and PTG whiletmrema and personality variables

were a stronger predictor of PTSS. Other variatilashave been reported as potentially
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predictive of PTSS and PTG include social suppodtramination (Barr, 2011; Elklit et
al., 2007; Helgeson et al., 2006; Holditch-Davialet2003; Linley & Joseph, 2004;
Singer et al., 1996; Taku et al., 2008). The madé&ITG highlights the potential
relationship between social support and ruminatiahe development of PTG. However,
there is a paucity of research in the generaHlitee, investigating this aspect of the

model.

To date, there are no studies which have investigabth PTSS and PTG in
parents who have had a premature baby hospitais@dNNU. Theoretical models of
PTSD (Ehlers & Clark, 2000; Wells & Sembi, 2004@02b) and PTG (Tedeschi &
Calhoun, 2004; Joseph et al., 2012) hypothesisetbef environmental factors such as
social support and cognitive-emotional factors saslhumination in the development of
trauma and growth. These models provide a framle¥oorunderstanding better the
experience for parents in these settings. Thereaustudies that have investigated
rumination type in relation to PTSS and PTG witthis population. Paediatric research
has emphasised the importance of social suppdrtntihese settings (Jones, Rowe, &
Becker, 2009; Lau & Morse, 2001; Preyde & Ardaldp20Van Riper, 2001), therefore it is
of interest how this might relate to PTG. Therefan addition to measures of PTG and
PTSS, this study includes measures of perceivadlsagpport and intrusive and deliberate
rumination. Specifically these variables are ideld to test aspects of the model of PTG;
the existence of different types of ruminationrfisive & deliberate), how these and social
support may be related to PTG and PTSS and hownation and social support are

related to each other.

The potential clinical implications of this stunhclude, increasing awareness for
both clinicians and families that parents may thslressed but may also experience

positive psychological changes (Barr, 2011). Tiagsitating a shift towards a more
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holistic understanding of posttraumatic responsesrermalising the variety of emotions
and reactions that can be experienced by pareatkdqWitz et al., 2010). Itis also
clinically valuable for the separate and joint exgeces of mothers and fathers to be
researched (Phares et al., 2005; Rowe & Jones).2@Kddiscussed, there is evidence to
suggest that mothers may experience more distedd# et al., 2007; Lefkowitz et al.,
2010; Pierrehnumbert et al., 2003) and more gro®ticki et al., 2009; Buchi et al., 2007;
Jenewein et al., 2008; Spielman & Taubman-Ben-Z1Q9) than fathers and the potential
reasons for this are many, but not yet establistétterstanding these potential
differences is important when designing servicab@imical interventions (Barlow et al.,
2010). Evidence supportive of models of PTG witlhiis population can support the
development of clinical interventions, potentiakated to the range and type of social
support available, providing opportunities for eiooal expression and promotion of
helpful coping strategies (Joseph et al., 2012)ddystanding better the potential separate
and overlapping pathways to distress and growth atexylead to changes to theoretical
models of distress and adjustment following traamd adversity as well as indicating
areas for change in clinical practice (Dekel et2011; Joseph et al., 2012; Zoellner &

Maercker, 2006).

1.10 Aims of the Investigation

This thesis primarily sets out to report the exiseeof PTSS and PTG in parents of
premature babies hospitalised on a NNU and tahesP TG model (Tedeschi & Calhoun,
2004) by examining the relationships between rutionaype (intrusive & deliberate) and
PTSS, PTG and social support. As secondary almassttidy investigates the relationship
between PTSS and PTG and finally explores diffezermetween mothers and fathers on

the main study variables (i.e., PTSS, PTG, rumamaéind social support).
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1.10.1 Research questions.

Hypotheses were based on the empirical evidentteeoretical models predicting
a relationship between the studied variables. geestions (1c, 3c, 5, 6, 7¢c & 7d) which
are exploratory, no hypotheses were made due te ot being sufficient research

evidence from which to generate hypotheses.

1.10.1.1Primary research questions.

1. What is the relationship between rumination type B SS and PTG?

Based on the literature reviewed, it was hypotleekibat intrusive rumination would be
positively correlated with PTSS (Hypothesis 1a) daliberate rumination would be

positively correlated with PTG (Hypothesis 1b).

1c. Is the relationship between rumination type BM&S and PTG, different

for mothers and fathers?

2. Is there a significant difference in PTG scoresvieen parents who experience
both high levels of intrusive and deliberate rumimraand those who
experience high levels of intrusive rumination éomd levels of deliberate

rumination?

Based on the PTG model, it was hypothesised tloattivith high deliberate rumination

would experience significantly higher levels of PTG

3. What is the relationship between social supaod rumination type?

Based on the PTG model it was hypothesised thalssagport would be negatively
correlated with intrusive rumination (Hypothesig 8ad positively correlated with

deliberate rumination (Hypothesis 3b).
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3c. Is the relationship between social supportranaination type different for

mothers and fathers?

4. How much does social support independently contibmthe development of

deliberate rumination?

Based on the PTG model it was hypothesised th&lssagport would be a significant

predictor for the development of deliberate rumorat

1.10.1.2Secondary research questions.

5. What is the relationship between PTG and PTSS?

5a. Is the relationship between PTG and PTSSrdiffdor mothers and fathers?

6. How much do rumination and social support cbote, in addition to PTSS, to

the development of PTG?

7. Are there differences between mothers and fathers?

a. Inlevels of PTSS?

Based on the literature reviewed, it was hypotleesibat levels of PTSS would be higher

in mothers (Hypothesis 7a)

b. Inlevels of PTG?

Based on the literature reviewed, it was hypotleesibat levels of PTG would be higher in

mothers (Hypothesis 7b)

c. Inlevels of perceived social support?

d. Inlevels of intrusive and deliberate rumination?
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2. Methodology

2.1 Overview

This chapter aims to summarise the methodology ustids study. The chapter
begins with the study design, participant recruittriiteria and sample size calculation.
The recruitment and testing procedure and assddagponse rate are then outlined. This
is followed by a description of a second phasesofuitment and the reasons for this are
discussed. The chapter goes on to outline th@lsarharacteristics for the paired and
unpaired dataollectedand summarises the measures used, reporting hgjianid
validity data. The ethical issues considered laea tlescribed before ending the chapter

with the plan of analysis.

2.2Design

The study used a cross-sectional, correlationajdes investigate the
relationships between PTSS and PTG, rumination éayyeperceived social support.
Comparison of mothers and fathers on measures 88PPTG, rumination type, perceived
social support and depression were also compleitbahvthis design. The independent
variable in this study was gender. The dependarnalles were PTSS, PTG, intrusive and
deliberate rumination and perceived social suppDgpression was also measured, based
on the well documented comorbidity between PTSDdeqtession (Bleich, Koslowsky,
Dolev, & Lerer, 1997; Brady, Killeen, Brewerton,l&cerini, 2000; O’'Donnell, Creamer,

& Pattison, 2004). Other measures were employetiaoacterise the sample.

Measures were taken at one time point; 4 - 8 wpeksdischarge from the NNU.
This time period allowed for the investigation af$5 and the investigation of parents’
experiences at a critical time; shortly after deage home from the NNU (Broedsgaard &

Wagner, 2005; Jones et al., 2009; Miles & Holdixdwis, 1997). The use of a
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retrospective, cross-sectional design does novdhe causal nature of relationships
between the studied variables to be establishexk€BaPistrang & Elliot, 2002). Given
the lack of research on PTG in this populatiors txplorative cross-sectional study does,
however, provide an initial investigation of retaiships where these is a paucity of

research, before investing in longitudinal studies.

2.3 Patrticipants

2.3.1 Inclusion and exclusion criteria.

Birth mother-father dyads of premature babies liaat survived and been
hospitalised on the NNU were recruited for thigdgtuThe inclusion criteria were as
follows: infants of gestational age between 29-2&ks with birth-weight greater than
1500gq, parents 18 years or over and proficiengii@nEnglish written language. The
exclusion criteria were as follows: parents whéeefather had no contact with the mother
or baby, parents with current drug or alcohol peaid and mothers with on-going physical

health problems as a result of the birth.

Many studies researching this population separa@gture babies into ‘high risk’
and ‘low-risk’ based on gestational age and birgight (Ahlund et al., 2009; EIKIit et al.,
2007; Feeley et al., 2009; Holditch-Davis et )02, Kersting et al., 2004; Lee, Lin,
Huang, Hsu, & Bartlett, 2009; Moore, Taylor, KleMjnich, & Hack, 2006; O'brien,
Asay, & McCluskey-Fawcett, 1999; Rowe & Jones, 2®dlkowitz, Bardin, &
Papageorgiou, 2007). The majority of these stuade® focused on ‘high-risk’ babies
such as those with very low birth weight (VLBW) fided as being below 15009
(UNICEF & WHO, 2004). This study, therefore, aintedncrease our understanding of
the experiences of parents of ‘low risk’ prematoabies, and used gestational age and

birth-weight cut offs consistent with those fontlgisk’ babies, reported in the literature.
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Given the primary aim of this study in document®igG and PTSS in both mothers and
fathers and comparing these, only birth motherdiattyads were recruited. Mothers and
fathers no longer together could take part as &sthe father was still in contact with the
mother and baby. Parents below 18 years old welleded, given the potential additional
development issues associated with parenting auager age. Physical health problems
that meant parents were not invited to take pattided those that kept the mother in
hospital. The rationale for this, and for the es@n of parents with current drug or
alcohol problems, was to control for other factiiet might have influenced the parents’
responses on the questionnaires. The decisianwaisdther to invite parents to take part

was assisted by the staff teams working with tipesents.

2.3.2 Sample size calculation.

The sample size required in order for this studiyawe enough statistical power to
find an effect that is actually present was cak@daising an online statistical programme
G*Power (Faul, Erdfelder, Lang, & Buchner, 200These calculations are summarised in

Table 2, using power of .80, an alpha level ofa@l a one tailed test.
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Table 2.

Sample Size Calculations

Hypothesis Mean (SD) Mean (SD) Correlation Total Reference

No. Mothers Fathers between Sample
groups Size

1 11.9 (8.1) 8.7 (6.9) 5 37 (Landolt,
Vollrath, Ribi,
Gnehm, &
Sennhauser,
2003)

2 55 (24.05) 47.7 (23.34) 5 67 (Barr, 2011)

3a r=.60 41 (Cann, Calhoun,
Tedeschi, &

Solomon, 2010)
3b r=.40 89 (Cann, Calhoun,
Tedeschi, &

Solomon, 2010)

To answer the primary research question, a totaVahother-father pairs were
required for this study. The neonatal unit atNlegfolk and Norwich University Hospitals
NHS Foundation Trust indicated that they saw 328ldsaof gestational age between 29

and 36 weeks and birth weight greater than 150@9i® (Dr. P. Clarke, personal
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communication, March 18, 2011). Given the recreiitperiod for this study, this
indicated a maximum of approximately 161 poterigtbies. Considering the other
exclusion criteria for parents and response rdt@2 e- 34% reported in similar previous
studies (Ahlund et al., 2009; Shaw et al., 2008)y heonatal units were involved in
recruitment; The Norfolk and Norwich University Hitgl, Addenbrooke’s Hospital, West

Suffolk Hospital and Ipswich Hospital.

2.3.3 Recruitment procedure.

Potential parents, who had been given a dischdatge were initially approached
about the study, by a NNU staff member. Pareiiteecompleted a consent to share
contact information form (appendix B) or gave vérmmnsent for the researcher to discuss
the study with them. The researcher spoke toasted parents whilst they were on the
NNU and provided them with a participant informatgheet (PIS) (appendix C). Parents
that wished to take part were asked to completenaent form (appendix D) and provide
their GP and address details. GP information wegsired for the researcher to check the
status of the baby with the GP before sendinglmijuestionnaire packs, 4-8 weeks
following discharge. Recruitment posters were alsployed and put up around the
neonatal wards to advertise the study. At alkseaff members who were key
collaborators in the study assisted in approacpotgntial participants when the

researcher was not able to be present on the ward.

2.4 Questionnaire Procedure

Participants were given the option of completing guestionnaires 4-8 weeks post
discharge, with the researcher present (e.g.ggbditicipant’'s home or another preferred

location), or independently by post. These optiweee discussed in detail during the
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contact time with the researcher. No participapied for the non-postal version and so

this will not be described.

2.4.1 Postal participation procedure.

Participants were informed that they would recéhequestionnaires in the post

approximately 4 weeks after the discharge datéhiair baby.

Once the researcher had received the consentfformthe participant, the
participant’'s GP was sent a letter (appendix E)asaned copy of the participant’s
consent form. Approximately 3 weeks post dischattye researcher contacted the
participant’s GP to check the status of the balth confirmation of the healthy status of
the baby, the participants were sent the questiompacks in the post with a stamped
addressed envelope enclosed for them to returoaimpleted questionnaires to the
researcher in. This pack included a coveringidétippendix F) and the PIS to ensure
participants had the researcher’s contact detadscantact details of sources of support

should they need them.

2.4.2 Response rate.

During the 6 month data collection period, a total44 information packs (including
two copies of PISs and Consent Forms) were offergrents between the four units. Of
this number, 63 mother-father pairs formally coiedro take part, with 50 mother-father
pairs declining when approached and 31 mother-fathies not giving formal consent.

Of those who consented to take part, 20 motheefgihirs and 8 mothers returned their

questionnaires. Therefore, the response rate @%4s 4 little lower than rates reported in
similar previous studies. Reminder letters (apipes) were sent out to 42 pairs as they
had not returned their questionnaires after 5 wedkss prompted 8 pairs and 2 mothers

to return questionnaire packs. Please see figéwer2cruitment flow chart.
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Figure 2

Recruitment Flow Chart — Recruitment Phase 1

Number of participants
approached about the stud

51+30+59+4 =144

y

Number of participants
interested but did not give
formal consent

9+ 2+ 20+ 0 =31 mother-

Number of participants
declined when approached

17 + 9 + 22 + 2 = 50 mother-
father pairs

father pairs

Number of participants
consented

25+ 19 + 17 + 2 = 63 (mother-

Number of participants

providing data

3+1+3+1=8

(mothers only)

10+5+5+0=20

(mother-father pairs)

Note. Numbers represent Addenbrooke’s, West SulN&IKM and Ipswich Hospitals

respectively.
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2.4.3 Recruitment procedure — second phase.

The numbers required to reach statistical powethfeprimary research question of
this study had not been reached following 6-7 m®wotirecruitment. The researcher
therefore applied to ethics to change the recruitrpeocedure (appendix P) and attempt to
increase participation. The amended proceduredesigned to increase efficiency and
reduce potential pressure on the parents to takempthe study. This procedure did not
require face to face contact with parents as in&dion packs including the questionnaires
were sent to the addresses of all parents whomoletsion criteria, within one week of
their baby’s discharge from the hospital. Thegsedicovering letter for this new
procedure can be seen in appendix H. The PIS lsasdapted to reflect this procedure
change (appendix ). Consent was assumed on meguohcompleted questionnaire$he
researcher recruited from West Suffolk Hospital &hd Norfolk and Norwich Hospital
using this procedure. Due to limited numbers begoguited from Ipswich Hospital, the
researcher did not include this hospital in thesdghase of recruitment. Unfortunately
Addenbrooke’s Hospital reported not having the ttmdedicate to being a part of the

second phase of recruitment.

2.4.4 Response rate — second phase.

During the 3.5 month second recruitment phasetah @b 79 questionnaire packs were
sent out to mother-father pairs. A total of 10 nsotfather pairs and 15 mothers returned
their questionnaires. Therefore, the responsenase32%. In total, during 10.5 months

of recruitment, 30 mother-father pairs and 23 aoid#l mothers completed questionnaires.
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Figure 3

Recruitment Flow Chart — Recruitment Phase 2

Number of participants
approached about the study

57 + 22 =79 pairs

Number of participants
providing data

5+ 5 =10 pairs

12 + 3 = 15 mothers only

Note. Numbers represent the N&N and West Suffodipithds respectively.

2.4.5 Sample characteristics of the paired data.

Within the paired data, the age of mothers rangdaden 20 and 40 years (median
= 31 years). The age of fathers ranged betweam@Q@5 years (median = 31 years). The
majority (93%) of mothers and fathers were Whitdiglr and married (77%) with the
remaining parents reporting having a partner. miagrity of mothers (60%) and fathers
(43%) left education after the age of 18. For &%athers and 73% of mothers, this
premature baby was their first child. Of the 3@gpé pairs, 2 reported having twins. In
terms of previous mental health difficulties, 73%rwthers and 90% of fathers reported
no previous mental health diagnoses. For the methat did report previous mental
health diagnoses, depression, postnatal depresstanxiety were reported. One father
reported a previous diagnosis of depression anthana previous diagnoses of depression

and anxiety.
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Tables 3 and 4 outline the demographic charadesist the premature infants.

Table 3

Sample characteristics of childbirth variables fiired data

N (%)

Gestation 30 weeks 2 (6.7)

31 weeks 1(3.3)

32 weeks 6 (20)

33 weeks 6 (20)

34 weeks 5(16.7)

35 weeks 6 (20)

36 weeks 4 (13.3)
Birth Weight 1500 — 2000g 10 (33)

2000 - 2500g 13 (42.9)

2500 — 3000g 6 (19.8)

3000 — 35009g 1(3.3)
Number of days <1 week 5 (16.5)
hospitalised in NNU

1 -2 weeks 6 (19.8)

2 — 3 weeks 13 (42.9)

3 — 4 weeks 2 (6.7)

> 4 weeks 4 (13.2)

2.4.6 Sample characteristics of the unpaired mothsr data.

Within the unpaired data, the age of mothers ramgtdeen 21 and 49 years
(median = 31.5 years). The majority (87%) of motheere White British and married
(65%) with 26% reporting having partners. One reotieported she was divorced and
another that she was single. There was a mord sgead across the age at which
mothers left education, compared to the paired arsttwith 32% reporting that they left
at the age of 16, 23% at 18 and 41% after the &@8.0For just over half of mothers
(56.5%), this premature baby was their first chilith the remaining mothers having one
to three previous children. Of the 23 mothers,dih@rs had twins and 1 had triplets. In

terms of previous mental health diagnoses, 78%rtegpmo previous mental health
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diagnoses. Of the remaining mothers, previousndisgs of depression, anxiety & PTSD

were reported.

Table 4

Sample characteristics of childbirth variables torpaired data

N (%)
Gestation 30 weeks 3(13)
31 weeks 3 (13)
32 weeks 2 (8.7)
33 weeks 0 (0)
34 weeks 6 (26.1)
35 weeks 4 (17.4)
36 weeks 5(21.7)
Birth Weight 1500 — 2000g 11 (47.3)
2000 - 2500g 7 (30.1)
2500 — 3000g 4 (17.2)
3000 — 35009 1(4.3)
Number of days <1 week 6 (26.1)
hospitalised in NNU
1 -2 weeks 6 (25.8)
2 — 3 weeks 1(4.3)
3 — 4 weeks 3(12.9)
> 4 weeks 7 (30.1)

2.5 Measures

2.5.1 Demographic information.

Participant and infant information was collectethgsan idiosyncratic
questionnaire designed for this study (appendixide infant information included: birth
weight, gestational age, length of hospitalisatarg previous and current physical health
problems. The parent information comprised of.dggnage, marital status, number of
children, ethnic origin, educational level and po&¢ mental health problems. These

variables were included as they were consistefit prievious research (Barr, 2011;
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Sawyer & Ayers, 2009; Spielman & Taubman-Ben-A@09) to characterise the study

participants and to act as control variables.

2.5.2Posttraumatic Growth Inventory (PTGI).

The Posttraumatic Growth Inventory (PTGI) (Tedegi@alhoun, 1996) is a
measure for assessing positive outcomes followsgntatic events (appendix K) and has
been used in a range of previous research (Batf,;Xest et al., 2001; Colville & Cream,
2009; Cordova et al., 2001; Powell, Rosner, Butdlledeschi, & Calhoun, 2003; Sawyer
& Ayers, 2009; Snape, 1997). The scale measweddctors: New Possibilities, Relating
to Others, Personal Strength, Spiritual ChangeAgmdeciation of Life on a 5 point scale
ranging from (I did not experience this chang®)5 (I experienced this change to a very
great degree) Higher scores indicate more growth. In thisthea score of 62 is reported
as a moderate degree of PTG, as reported by Sangehyres (2009). The items may be
adapted to a specific event and so in this stuasernis were asked to rate the items in
relation to their experience of having a premahaky hospitalised on the neonatal unit.

The PTGI has good internal consistency with Crohlsan reported between .9 and
.95 (Barr, 2011; Sawyer & Ayers, 2009; Tedeschi &Hhoun, 1996) and good test-retest
reliability of .71 over 2 months (Tedeschi & Calimpd996). A recent study by
Taubman—Ben-Ari, Findler, and Sharon (2011) exachthe suitability of the PTGI as a
measurement tool of perceived growth in motherssampborted the use of the measure for

this purpose in a range of samples including metbépremature babies.

2.5.3Impact of Event Scale —Revised (IES-R).

Posttraumatic stress symptoms were measured tng@rigipact of Event Scale —
Revised (IES-R) (Weiss & Marmar, 1997) (appendix The IES-R is a 22 item, self-

report measure of traumatic symptoms following spgcific life event. In this study, the
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event was specified as the experience of havingmature baby hospitalised on the
neonatal unit. The IES-R comprises three subscheasion (8 items), Avoidance (8
items) and Hyperarousal (6 items) which parallel ISM-IV criteria for PTSD. Each

item is rated on a 5 point Likert scale rangingrfr@ (not at all)to 4 (extremely)yccording
to the previous seven days. Creamer, Bell, antbKa@003) reported internal reliability
(Cronbach’sy = .96) for the total scale as well as for the éhgabscales (intrusion = .94,
avoidance = .87 and hyperarousal = .91). Tesstreddiability ranged between .51 and .94
(Weiss & Marmar, 1997). The scales’ concurrenidityd was assessed by comparing it to
the PTSD Check List (PCL) (Weathers, Litz, Hermdaska, & Keane, 1993). The IES-R
total score was highly correlated with the PCLItetare ( = .84, p<.001). The IES-R has
been widely used in various populations includiagepts of ill babies (Kersting et al.,

2004).

2.5.4 Event-Related Rumination Inventory (ERRI).

The Event-Related Rumination Inventory (ERRI) wasaloped by Cann et al.
(2011) to measure two styles of rumination, intrag{10 items) and deliberate (10 items)
(appendix M). The items are rated on a 4 pointettikcale, ranging from @ot all all) to
3 (often) In the absence of cut off scores reported by @arah (2011), a cut off score of
over 14 (>50%) is used in the analysis for botheszavhen identifying higher levels of
rumination. The measure aims to assess evenedelaansient styles in processing as
opposed to stable differences in style. The vabdastudy reports that across the three
samples used the two-factor model was repeategiyosted with high internal reliability
(intrusive = .94; deliberate = .88). In termsohstruct validity, small but statistically
significant relationships were found between the BERRI styles and measures of stable
tendencies of ruminative style. The overlap betwiese measures was small, suggesting

that the ERRI factors are measuring somethingmaistrom stable ruminative tendencies.
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Recent studies have reported good internal consigtier both subscales (Cronbach’s
between .87 and .95) (Groleau, Calhoun, Cann, &3ehl, 2012; Triplett, Tedeschi,

Cann, Calhoun, & Reeve, 2011).

2.5.5 Crisis Support Scale (CSS).

The Crisis Support Scale (CSS) (Joseph, Andreviiawiis, & Yule, 1992)
(appendix N) is comprised of seven itemsasuring different aspects of perceived social
support following a traumatic event. Items aredatn a seven point Likert scale, ranging
from O (never)to 7 (always) One item measures overall levels of satisfactibite the
other six items are summated to obtain a totaiscsigpport score. The scale asks for
ratings of support at two time points, immediatafer the event and currently. In this
study, the responses for immediately after the easnretrospective as the measure was
only given at one time point. In the original sfudoseph et al. (1992) reported good
internal reliability (Cronbach’a = .80). More recently, Elklit et al. (2001) ansdyg 4,213
CSS guestionnaires from 11 studies investigatimgpua traumas including injuries,
illness and infant death. Overall, good intermdibbility was reported (Cronbachis=

82).

2.5.6The Center for Epidemiologic Studies Depression Sta(CES-D).

A measure of depression was used due to the biglobidity of PTSD and
depression. The Center for Epidemiologic StudieprBssion Scale (CES-D) (Radloff,
1977) (appendix O) is a 20 item scale using a Atdokert scale and has frequently been
used in a range of populations, including mothégremature infants (Miles, Holditch-
Davis, Schwartz, & Scher, 2007). Higher scorescaiteé more depressive symptoms with
a score of 16 and above suggesting a clinical rahggmptoms. Devins et al. (1988)

reported test-retest reliability of .61 over a 3ntioperiod. The measure has shown good
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internal reliability; in a study of mothers of pratare infants (Cronbaah= .87 to .91)
(Mew, Holditch-Davis, Belyea, Miles, & Fishel, 2008nd in mothers of medically fragile
infants, values of .88 to .90 are reported (Milgslditch-Davis, Burchinal, & Nelson,

1999).

2.6 Ethical Considerations
2.6.1 Ethical approval.

Ethical approval for this study was gained fromtitedshire Research Ethics
Committee (appendix P). Research and design agln@s also sought from the relevant
NHS trusts the participants were to be recruitechfrthese were the Norfolk and Norwich
Hospital NHS Foundation Trust, Addenbrooke’s Ha@HS Foundation Trust, West
Suffolk Hospital NHS Trust and Ipswich Hospital NH8ust. Further details can be found

in appendix Q.

2.6.2 Informed consent — original procedure.

All parents approached to take part in the studsevpeovided with a PIS (appendix
C) detailing what the study involved, potentiakasand how to take part. Before parents
were able to participate in the study, the researotet with them to discuss the study in
more detail and to answer questions. The PISradlthe parents’ right to withdraw at
any time, without giving a reason and this waserated when meeting with the parents.
In order for parents to participate in the stutigytwere required to complete a consent
form (appendix D), confirming that they understdbd information provided in the PIS
and agreed to take part. This consent form alafiroved that parents agreed for their GP
to be informed of their participation in the stustythat the researcher was able to check

the status of the baby after discharge from theitalsbefore giving parents the
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questionnaires. Consent forms were either congpleteing the meeting with the

researcher or at a later date by the parents.

2.6.3 Informed consent — second procedure.

As in the original procedure, parents receiveditigtanformation about the study
within the PIS (appendix 1) on which they could rean informed decision as to whether
to take part. Consent was assumed through retuofinompleted questionnaires. Non-

consent was communicated through returning of btprdstionnaires.

2.6.4 Confidentiality and anonymity — original proedure.

The PIS outlined to participants that all inforroatand questionnaire data would
remain anonymous and would be treated confideptidlach participant was allocated a
unique identifier number that was recorded on tbeirsent form. This identifier number
was written on the questionnaire packs. The cdrfsems and questionnaire packs were
stored separately in locked cupboards in the reBeds home before being transferred to
the University of East Anglia (UEA) for secure stge at the earliest opportunity. All
electronic data from the questionnaires was steeedrely and anonymously on a
password protected memory stick which only theaeseer and two research supervisors
had access to. The contact details of those wieeddo be contacted about future
research projects have been stored in a locked flabinet at UEA and may be stored for
five years for long term follow up studies to beadacted (with appropriate ethical and
research and design approval). All other dataainimyg personal identifiable information

has been destroyed on completion of the study.
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2.6.5 Confidentiality and anonymity — second procedfe.

Using this procedure, identifier numbers were wnttirectly onto questionnaire
packs and sent from the hospital grounds. Surnafgstential participants were stored
securely by the researcher, in the event of neddimgturn to the hospital to gain address

details of participants to send risk letters or maries of the study to.

2.6.6 Management of distress and risk — original mrcedure.

The PIS explained to participants that there welsaence that they may become
distressed when completing the questionnairetfserstudy. Participants were aware that
the study was about their emotional experiencedlaidhe questionnaires would be
asking questions about how they were feeling, hawhrsupport they have received and
any distress they have experienced. It was mae td parents before they consented to
participate that there was a chance of experiersamge distress. The PIS outlined
national and local sources of support and also eteego if they had a complaint.
Furthermore, these sources of support were residrahen the researcher met with the
parents. All participants were informed that ibaty point during completion of the
guestionnaires they became distressed, they setmpccompleting the questionnaires.
Participants were given the option of completing guestionnaires with the researcher
present or independently by post and these opti@ne discussed fully with all
participants. If a participant’s responses onghestionnaires indicated high levels of
distress (>32 on IES-R) or low mood (>15 on CEStbg,researcher wrote a letter to the
participant recommending that they contact theira@ provided contact details of
sources of support. In total, 28 participants geaaes which indicated potentially
clinically significant low mood or trauma symptomegquiring letters to be written to

them. This procedure was outlined to all partioigan the PIS and all participants were
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required to consent to their GP’s being informedtheir participation in the research, to

take part in the study.

Participants were also required to give consentiferresearcher to contact their
GP to check the status of their baby before theydcbe given the questionnaires to
complete. This was to reduce the risk of pareaisdgocontacted by the researcher when
their baby had died or was seriously ill, as theas an approximate 4-8 week gap between
when the participants consented to take part arehwvitiey completed the questionnaires.
In addition, parents were only approached aboutdbearch study when they had a
discharge date for their baby in order to redueeritk of approaching parents when their

baby was still very unwell and potentially furthiBstressing parents.

2.6.7 Management of distress and risk — second predure.

In the second phase of recruitment, questionnaieze sent to parents within one
week of their discharge. Questionnaires were seltbwing liaison with NNU staff to
confirm that there had been no change in the stdttiee baby which would mean
questionnaires should not be sent. The adaptedaP[®ndix 1) included the original
information and contact numbers with regards taiggi support and not completing the
guestionnaires if participants began to feel désteel. As in the original procedure, letters
were sent to participants, whose scores indicawdmood or trauma symptoms, advising

them to contact their GP if they were concerned.

2.6.8 Feedback.

Participants were given the option to receive dtemisummary of the study
findings when the research was complete. Thiaptias outlined in the PIS and

reiterated when the researcher met with the patigoairticipants. This summary can be
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seen in appendix S. The researcher also offergkttback the findings of the study to the

hospital trusts that assisted in recruiting pgvaaits for this study.

2.7 Plan of Analysis

The data were analysed using the Statistical Packadsocial Sciences Version
18 (SPSS). The data were checked for any misgiteyat outliers. The main variables
were examined to determine whether they were ndyrdatributed. The distribution for
the data was assessed by examining the motheffatiietds data separately. This was
done as the main analysis in this study involvedgaring mothers and fathers. The
significance of skewness and kurtosis was asségsealculating z-scores. The following

formula was applied (Tabachnick & Fidell, 2007):

z (skewness) = S (skewness) / Ss (standard drstiew)

z (kurtosis) = K (kurtosis) / Sk (standard errbkortosis)

It is recommended that for studies with small sias@ .01 significance level
should be used to evaluate the significance of skew and kurtosis (Tabachnick & Fidell,
2007). Therefore, z-scores for skewness and kartgeeater than 2.58 and lower than -
2.58 were considered significant at the .01 levEhe data’s distribution was investigated
visually using histograms and the Kolmogorov-Smirtest was also computed to further
assess the significance of any deviations withendistribution. Descriptive analysis of
the demographic data and measures was complefeatting means, standard deviations
and internal consistency of the measures. Analbyfsthe relationships between the main
variables (PTSS & PTG) and the demographic varsabies completed using correlational
analyses.

To answer research questions la anddh®-tailed correlational analyses between

PTSS, PTG and rumination type (intrusive and dedte were conducted. The

72



correlations were conducted separately by gendeanswer question 1c. To answer
research question 2, an independent t-test contpBiiitc means was conducted.

To answer research question 3a and 3b, one-tadectlational analyses between
social support and rumination type (intrusive aralibérate) were conducted. The
correlations were conducted separately by gendeanswer question 3c. A further
regression analysis tested for the potential amithii variance explained by social support
on deliberate rumination, answering research questi To answer research question 5,
two-tailed correlational analyses were conducteivben PTSS and PTG, (separated by
gender for question 5a) and further regressionyaisahpplied to test between a linear and
guadratic relationship. Research question 6 wasvared by conducting a further
regression analysis testing for the potential aolustl variance explained by deliberate
rumination on PTG.

To answer research questions 7a and 7b, relatethdeeé t-tests were calculated using
IES-R means (1) and PTGI means (2) comparing paneatthers and fathers. Questions 7c
and 47d were answered using related two-tailedtsteising CSS-Total score means (5¢)
and ERRI means (5d) comparing mothers and fathers.

To further characterise the sample, a descriptibrthe correlational relationship
between depression and the other main variablgsoigided, as well as a comparison
between mothers and fathers using a related tiedtditest. Depression was not
controlled for in this thesis because of researghonting the large overlap between
depressive and posttraumatic stress symptoms (Meékgcak, Simons, & Foa, 2007,
Thabet, Abed, & Vostanis, 2004). The correlatior@htionship between social support
and the main variables of PTSS and PTG are alswotezp

For research questions comparing mothers and f&thely the paired data were used

in the analysis given the related nature of thdyama
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3. Results

3.10verview

In this chapter, an account of the data screeniogass is given. This is followed
by descriptive analyses of the study’s variabl€e third section shows the results of the
analyses used to test the primary and secondagn@squestions. The chapter finishes

with a summary of the results.

3.2 Data Screening

3.2.1 Examination of the distribution of the main \ariables.

For a more detailed description of the data sénggprocess, see section 2.7, titled
Plan of Analysis. For each variable the level kdvgness and kurtosis were inspected to
assess their distribution. The skewness and karfos each variable are presented in
appendix T. Histograms were used to visually exenthe distribution of data (appendix
U) and Kolmogorov-Smirnov tests were used to furthssess the significance of any
deviations within the distribution. See sectioB 8r details of the distribution for the
main variables.

3.2.2 ldentifying outliers.

Box plots generated were checked for outliers.er&hwvere 5 cases of outlying
values, falling outside of the top quartile. Fullog checks for errors, these were not
removed as they represented true responses oathiemants.

3.2.3 Missing Data

Missing data were randomly distributed among thiéables. Overall, 0.4% of data
were missing from the paired data set and 2% wessing from the unpaired data.
Missing data were replaced with the mean scord@fpiarticular item across the sample,

which is one of the techniques proposed by Tabakhamd Fidell (2007).
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3.3 Descriptive Analysis of the Study’s Main Variakes

This section presents descriptive data for eachsare used in the main analyses.
The mean, standard deviation, minimum and maximeores on all variables are
presented in Table 5 for mothers and fathers. lGxom's alphad) was calculated for each

of the measures to assess internal consistency.
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Table 5

Descriptive data for main outcome variables forsamples

Mothers Fathers

Mean Min Max Mean Min Max
(SD) (SD)

IES-R Total 15.23 0 71 10.79 0 45
(15.52) (12.98)

IES-R - Intrusions 6.60 0 27 5.10 0 21
(6.31) (5.93)

IES-R - 5.22 0 26 3.00 0 15

Avoidance (6.15) (4.26)

IES-R - 3.41 0 18 2.70 0 13

Hyperarousal (4.65) (3.67)

PTGI Total 51.51 3 93 42.10 0 91
(23.23) (23.75)

PTGI - Others 20.11 0 33 15.22 0 33
(8.15) (8.84)

PTGI — New 8.77 0 20 7.93 0 24

Possibilities (6.29) (6.70)

PTGI — Personal 10.98 1 20 8.97 0 19

Strength (4.88) (6.03)

PTGI — Spiritual  2.34 0 10 1.37 0 10

Change (3.12) (2.71)

PTGI - 9.32 0 15 8.63 0 15

Appreciation of (4.40) (4.27)

Life

ERRI- Intrusive 12.89 0 30 7.63 0 24

Rumination (9.37) (7.91)

ERRI — Deliberate 11.87 0 30 7.20 0 22

Rumination (8.47) (6.72)

CSS - Social 64.32 30.89 84 65.46 39 82

Support Total (11.74) (10.04)

CES-D Total 11.95 1 37 7.72 0 45.59
(9.57) (10.25)
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3.3.1 Posttraumatic symptoms: The Impact of Evencale-Revised (IES-R).

The Cronbach’s alpha value for the IES-R wasir@ficating good internal
consistency. Table 5 presents the mean, stanéardtion, minimum and maximum of
the scores on this scale and its three subsca@iles distribution of the IES-R for both
mothers D(53) = .18,p < .01) and fatherd)(30) = .25,p < .01) were significantly non-
normal. The positively skewed data indicates #hlairge proportion of parents reported
low PTSS. Creamer et al. (2003) suggest thatuhef€ score of 33 provides maximum
diagnostic accuracy for PTSD. 10 mothers (18.984d) Bfather (3.3 %) scored above that

cut off point and therefore met the screening getéor PTSD.

3.3.2 Posttraumatic growth: Posttraumatic Growth hventory (PTGI).

The Cronbach’s alpha value for the PTGI was 8dicating good internal
consistency. Table 5 presents the mean, stanéardtion, minimum and maximum of
the scores on this scale and its five subscalesmBl distribution of scores on the PTGI
suggest that participants exhibited varied leveBTG. Twelve mothers (22.7%) and 5
fathers (16.7%) indicated moderate degrees of PB3 ¢n the PTGI). The mean scores
on the PTGI were similar to those reported by B20.1) who studied parents of babies

hospitalised on the NICU.

3.3.3 Rumination type: Event Related Rumination Inentory (ERRI).

The Cronbach’s alpha value for the ERRI Intrusigale was .95 and .94 for the
ERRI Deliberate scale, indicating good internalsistency. Table 5 presents the mean,
standard deviation, minimum and maximum of thess@n the two subscales. The

distribution of the ERRI-Intrusive subscale forbbotothersD(53) = .13 p <.05) and
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fathers D(30) = .19,p < .05) were significantly non-normal. The z-ssd® not,

however, indicate significant skewness or kurtésighis data. The mean scores for both
intrusive and deliberate rumination are lower ttfzat reported by Triplett et al. (2011)
investigating a student population. They are mhgher, however, than those reported by
Groleau et al. (2012) who also examined a studeptlation. Twenty-four mothers
(45.3%) and 7 fathers (23.3%) scored 50% or motd)(®n the intrusive subscale of the

ERRI. For deliberate rumination, 19 mothers (35.8%d 5 fathers (16.7%) scored >14.

3.3.4 Perceived social support: Crisis Support Sa@lCSS).

The Cronbach’s alpha value for the CSS was .8i@atidg acceptable internal
consistency. Table 5 presents the mean, stan@ardtidn, minimum and maximum of
the scores on this scale. The mean scores fqettoeived support shortly after the birth
and at the time of the study were similar to thegmrted by Elklit et al. (2007), indicating

generally high levels of perceived support.

3.3.5 Depression: Center for Epidemiologic StudieBepression Scale (CES-D).

The Cronbach’s alpha value for the CES-D wasnéiating good internal
consistency. Table 5 presents the mean, stanéardtion, minimum and maximum of
the scores on this scale. The distribution ofGRsS-D for mothers§(53) = .17,p < .01)
and fathersd(30) = .23,p < .01) were significantly non-normal, with scopassitively
skewed indicating that a significant proportiorpafents reported relatively low levels of
depression. A cut off score of >15 is suggesteRaglioff (1977) to indicate depression.
The mean scores on the CES-D and percentage oftpaaring within the possible range
for depression, are similar to those reported bies/et al. (2007). Fifteen mothers

(28.3%) and 2 fathers (6.7%) scored within theiclihrange for depression on this screen.
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3.4 Testing the Hypotheses and Exploring the Resedr Questions

Scatterplots were created to examine the reldtipedetween the studied variables
(appendix V). Due to some of the main outcomealdes being non-normally distributed,
attempts were made to transform the data usingrémgformations. However, this was
not successful. Given the high numbers of zeroescib was also decided that it would be
more meaningful to use non-parametric tests, rdtiar attempting to transform large
numbers of zero scores for a small sample sizer-pdwametric Wilcoxon Signed Rank
tests and Spearmans Rho correlational analysis wenefore, carried out. Dependent
tests were used given recruitment of mother-faplaéns who both have the same child,

meaning that their experience is not fully indepertcf each other.

Analyses of the relationship between the main Wemand the demographic

variables are described, before the results oftilndy’s research questions are presented.

3.4.1 Analysis of relationship between demograph&nd main variables.

Analysis of demographic parent and child varialés®aled some significant
associations with the main variables of PTSS an@.PExamination of the mothers data
(n = 53) showed that gestation was significantlyaieely correlated with PTSS total
score (=-.337,p<.05), and PTSS subscales of intrusions.860,p<.01) and hyperarousal
(r=-.296,p<.05). The number of days the baby was hospithliges significantly
positively correlated with PTSS total score.284,p<.05), and PTSS subscales of

intrusions (=.313,p<.05) and hyperarousai«.279,p<.05).

For fathers (n = 30), gestation was also signifigamegatively correlated with
PTSS total scoreg£-.422,p<.05) and the PTSS subscale of intrusiors.466,p<.01) but

not hyperarousal as for mothers. The number of tagpitalised was positively
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correlated with the PTSS subscale of intrusiongdtirers (=.389,p<.05) but not with

PTSS total score or hyperarousal as for mothers.

With regards to PTG, for the mothers’ data (n = ®3re was a significant
negative correlation between PTG total scoresdera parentrE-.516,p<.01). Age of
parent was also significantly negatively correlatgth all PTG subscales, excluding
spirituality. See appendix W for the subscale @atron coefficients. The PTG subscale
of appreciation of life was significantly negatiyelorrelated with gestatiom<-.343,
p<.05) and birth weightr&-.274,p<.05) and significantly positively correlated wite
number of days hospitalised=(322,p<.05). There were no significant correlations

between PTG and the main demographic variablefafioers.

3.4.2 Primary research questions

3.4.2.1 Question 1. Relationship between ruminatiotype and PTSS and PTG.

It was hypothesised that intrusive rumination wdogdpositively correlated with
PTSS (Hypothesis 1a) and deliberate rumination @vbel positively correlated with PTG
(Hypothesis 1b). One-tailed Spearman’s correlativare used to test these relationships.
Table 6 presents the correlation coefficients olgt@iin the analysis. All correlations were
significant in the direction predicted. Therefargpotheses 1la and 1b were confirmed.

Figure 4 presents a graph of the differences betweshers who scored in the
clinically significant range on the IES-R and thed® scored below this cut off, in terms
of levels of rumination. Fathers were not includieg to the low prevalence of clinically
significant rates of PTSS. This graphic repregd@ntas consistent with the findings of

Hypotheses 1la.
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Figure 4
Graphical representation of rumination patterns foothers (n =53), grouped by

scores above or below the clinically significant otf point of the IES-R.

B irtrusiveTotal
100.00 [ DeliberateTotal

% > 14

Above [ES-R Cut OFf Below [ES-R Cut OFff
Group

3.4.2.2Question 1c. Istherelationship between rumination type and PTSS and

PTG, different for mothers and fathers?

Table 7 and 8 presents the correlation coefficiebtained when analysed
separately for mothers (n = 53) and fathers (n)z1@3pectively. All correlations
remained significant in the direction predicte8ee appendix X for correlation

coefficients for PTGI and IES-R subscales for redeguestion 1c.
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Table 6

Correlation Coefficients for Hypotheses 1, 3 & H {2ata (n = 83)

Scale 1. PTGI 2. IES-R 3. ERRI- 4. ERRI -
Total Total Intrusive Deliberate
1. PTGI Total
2. IES-R .384**
Total
3. ERRI- A435** .615**
Intrusive
4. ERRI- .605** .633**
Deliberate
5. CSS Total -.226* -.296**

*p <.05; * p< .01

Italics = two-tailed test
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Table 7

Correlation Coefficients for Hypotheses 1, 3 & Bethers’ Data (n =53)

Scale 5. PTGI 6. IES-R 7. ERRI- 8. ERRI -
Total Total Intrusive Deliberate
6. PTGI Total
7. IES-R .381**
Total
8. ERRI- A27** .626**
Intrusive
9. ERRI- .603** .639**
Deliberate
10.CSS Total -.208 -.250*

*p <.05; * p< .01

Italics = two-tailed test
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Table 8

Correlation Coefficients for Hypotheses 1, 3 & Sathiers’ Data (n = 30)

Scale 1. PTGI 2. IES-R 3. ERRI- 4. ERRI -
Total Total Intrusive Deliberate
1. PTGI Total
2. IES-R .285
Total
3. ERRI- .396* .605**
Intrusive
4. ERRI- 515** .606**
Deliberate
5. CSS Total -.316* - 470**

*p <.05; * p< .01

Italics = two-tailed test

3.4.2.3 Question 2Comparison of PTG scoresfor high deliberate rumination

versus low deliberate rumination.

To further explore the influence of deliberate rnation on PTG, a Kolmogorov-
Smirnov Test was conducted. This compared PTGdengarents with high levels of
intrusive rumination (>14) and low levels of delid rumination (<15), labelled the high-
low group (n = 15); with parents with high levelsmtrusive rumination (>14) and high
levels of deliberate rumination (>14), labelled thgh-high group (n = 16). PTG levels in

the high-high groupMdn= 74.50) were significantly higher than those ia thigh-low
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group Mdn= 49.00)Z = 1.54,p < 0.05. This highlights the potentially signifitaole

deliberate rumination has in the development of PTG

3.4.2.4Question 3. Relationship between social support and rumination type

It was hypothesised that social support would lgatieely correlated with
intrusive rumination (Hypothesis 3a) and would bsipively correlated with deliberate
rumination (Hypothesis 3b). One-tailed Spearmaniselations were used to test these
relationships. Table 6 presents correlation cokeffits obtained in the analysis.
Hypothesis 3a was confirmed. Hypothesis 3b wasowotirmed as social support was
found to be significantly negatively correlatedwiteliberate rumination, as opposed to
positively correlated, as predicted.

3.4.2.5Question 3c. I stherelationship between social support and rumination
type, different for mothers and fathers?

Table 7 and 8 present the correlation coefficiebtsined for mothers (n = 53) and
fathers (n = 30) respectively. A significant négaicorrelation between social support and
deliberate rumination was found for both motherd fathers. The negative correlation
between social support and intrusive rumination m@&ssignificant for the mothers’ data
(n = 53) however.

3.4.2.6Question 4. How important is social support in the development of
deliberate rumination?

Despite hypothesis 3b not being confirmed, a sicgmiit relationship was found,
therefore, research question 4 was still considepguopriate to answer. Table 9 outlines

the predictors entered into the regression model&8).
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Table 9

Linear model of predictors of deliberate ruminatiovith 95% bias corrected and
accelerated confidence intervals reported in paneses. Confidence intervals and

standard errors based on 1000 bootstrap samplesg8)

b SE B ] p
Step 1
Constant 16.55 2.63 p=.001
(11.77, 21.54)
Gender -4.67 1.68 -.28 p =.005
(-7.95, -1.52)
Step 2
Constant 10.13 2.11 p=.001
(5.99, 14.28)
Gender -3.22 1.35 -.19 p=.023
(-6.01, -0.62)
IESRTotal 0.33 0.45 .59 p=.001
(0.24,0.42)
Step 3
Constant 10.13 4.78 p=.026
(0.55, 19.92)
Gender -1.75 1.26 -.10 p=.166
(-4.29, 0.66)
IESRTotal 0.16 0.06 .29 p=.017
(0.03, 0.30)
IntrusiveTotal 0.40 0.10 45 p=.001
(0.21, 0.59)
SupportTotal -0.07 0.06 -.09 p =.340
(-0.19, 0.06)

Note.R? = .08 for Step 1AR? = .34 for Step 2p6 < .001)AR? = .13 for Step 3p5 < .001).
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The regression model indicates that social suppmes not explain independent
variance in deliberate rumination. Intrusive ruation and PTSS appear to be more
important predictors of deliberate rumination. rlisive rumination (Fchange = 11.@8<x
.01) predicted 13% of the variance in deliberataination scores and PTSS (Fchange =

46.62,p < .01) predicted 34% of the variance.

3.4.3 Secondary research questions.

3.4.3.1 Question 5.Relationship between PTG and PTSS.

Two-tailed Spearman’s correlations were used tongxa this relationship. Table
6 presents the correlation coefficients obtainetthéanalysis. PTG and PTSS were

significantly positively correlated.

3.4.3.2Question 5a. Isthere a differencein the relationship between mothers and

fathers?

Two-tailed Spearman’s correlations were again tig@xamine this relationship
for both mothers and fathers. Table 7 and 8 ptegbe correlation coefficients obtained
in the analyses. PTG and PTSS were significartbjtively correlated for mothers but not
for fathers. See appendix Y for correlation cagdints for PTGl and IES-R subscales for
research question 5a.

Regression analysis was used to assess whetmeaa ¢ir quadratic relationship
fitted the mothers’ data best. A linear solutioasvsignificantiR2= .09,F(1, 46) = 5.05P
= .029] whilst the quadratic solution just failedreach significance¢=.17,F(2, 45) =

4.58,P = .058] (see Figure 5)
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Figure 5

Relationship between PTSS and PTG for mothers
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3.4.3.3Question 6. How important are other PTG model variables as predictors of PTG?

A regression analysis was conducted to answerdb&arch question. Please see Table
10. The variables of gender, PTSS and intrusidedatiberate rumination were entered
into the model. Social support was not added@®dictor to the model due to the non-
significant correlation with PTG (see appendix Wl ahe need to keep the number of

predictors to a minimum due to the relatively snsalinple size used (n =83).
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The model indicates that deliberate rumination éagie = 13.31p < .01) predicted an
additional 22% to the variance in PTG scores. PWw&Squite highly correlated with both
intrusive rumination (.614) and deliberate rumioat{(.617) which may explain the loss of

the effect of PTSS once rumination was added toribéel.
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Table 10

Linear model of predictors of PTG, with 95% biasreoted and accelerated confidence

intervals reported in parentheses.

b SEB p
Step 1
Constant 60.93 7.73 p =.000
(45.56, 76.29)
Gender -9.41 5.35 -.19 p =.082
(-20.06, 1.23)
Step 2
Constant 50.94 8.09 p=.000
(34.84, 67.03)
Gender -7.16 5.16 -.15 p=.169
(-17.43, 3.11)
IESRTotal 0.51 0.17 32 p=.004
(0.17, 0.85)
Step 3
Constant 31.87 8.14 p =.000
(15.66, 48.07)
Gender -1.06 4.70 -.02 p=.822
(-10.41, 8.29)
IESRTotal -0.11 0.20 -.07 p =.583
(-0.50, 0.29)
IntrusiveTotal 0.19 0.35 .07 p=.587
(-0.50, 0.88)
DeliberateTotal 1.68 0.39 .58 p =.000
(0.90, 2.46)

Note.R? = .04 for Step 1AR? = .10 for Step 2p5 < .05);AR? = .22 for Step 3ps < .001).



3.4.4.Question 7. Differences between mothers and fathers.

3.4.4.1Question 7a. PTSS in mothers and fathers.

It was hypothesised that levels of PTSS would gadr in mothers. A one-tailed
Wilcoxon Signed Rank Test was used to examine ifferehce between paired mothers’
(n = 30) and fathers’ (n = 30) total scores onlE®-R. Mothers reported significantly
higher levels of PTS9dn = 9.50) than fatherddn =4.50),z =- 1.994,p < .05, with a

medium effect sizer(=-.30). See Table 11. Therefore Hypothesis 7acoafirmed.

3.4.4.2Question 7b. PTG in mothers and fathers.

It was hypothesised that levels of PTG would béé@ign mothers. A one-way
Wilcoxon Signed Rank Test was used to examine ifferehce between paired mothers’
(n = 30) and fathers’ (n = 30) total scores onRA&I. Mothers reported significantly
higher levels of PTGMdn =52.50) than fathers\{dn =41.00),z =-2.109,p < .05, with a

medium effect sizer= -.27). See Table 11. Therefore Hypothesis 7b wafirmed.

3.4.4.3Question 7c: Levels of perceived social support.

A two-tailed Wilcoxon Signed Rank test was usedxamine the difference
between paired mothers (n = 30) and fathers (n)=aB8@erceived social support. Mothers
(Mdn =66.00) and fathers\{dn = 67.50) did not differ significantly on levels ofngeived

social supportz =-.103,p =.918. See Table 11.

3.4.4.4Question 7d: Levels of intrusive and deliberate rumination.

A two-tailed Wilcoxon Signed Rank test was usedxamine the difference
between paired mothers (n = 30) and fathers (n)=80evels of intrusive and deliberate

rumination. Mothers reported significantly highevels of intrusive ruminatiorMdn =
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14.00) than fathersMdn =5.50),z =-3.566,p < .001, with a large effect size €.46).

Mothers also reported significantly higher leveisleliberate ruminationMdn = 13.00)

than fathersNidn = 6.00),z =-2.695,p < .01, with a medium effect size € -.35). See

Table 11.

Table 11

Gender differences

Variable Mothers (n=30) Fathers (n=30) Test Statistic p
(Measure) Median Score  Median Score (2)

PTSS (IES-R) 9.50 4.50 -1.994 .023
PTG (PTGI) 52.50 41.00 -2.109 .018
Social Support 66.00 67.50 -1.03 918
(CSS)

Intrusive 14.00 5.50 -3.566 .000
Rumination

(ERRI-I)

Deliberate 13.00 6.00 -2.695 .007
Rumination

(ERRI-D)

Depression 8.00 4.50 -2.805 .005
(CES-D)

Note. Italics = one-tailed test

92



3.4.5 Other results — depression.

Mothers reported significantly higher levels of degsive symptomsvdn = 8.0)
than fathersNidn = 4.5),z=-2.805,p = .01. For mothers, depression was significantly
positively correlated with total PTG, the PTG sudes of new possibilities and
appreciation of life, total PTSS and all PTSS salescas well as intrusive and deliberate
rumination. Depression was also significantly riegdy correlated with social support.
Gestation was also negatively associated with dspe for mothers. See appendix W for

correlation coefficients.

For fathers, depression was significantly positivarrelated with total PTG, the
PTG subscales of strength and appreciation oftiita] PTSS and the PTSS subscales of
avoidance and hyperarousal, and in comparison ther®) deliberate rumination only.
There were no significant correlations between eepon with social support or with
demographic variables for fathers. See appendiiiorrelation coefficients. These

findings are discussed in more detail in 4.3.8.

3.4.6 Other results — social support.

Correlational analysis demonstrated significargijpee correlations between total
scores on the CSS and the IES-R total and IES-Bcaigs of avoidance and hyperarousal
for mothers. This is in contrast to fathers where were no significant correlations with
the IES-R, but interestingly the trend is in a nagadirection, compared to mothers. In
terms of PTG, there were no significant correlagibetween the CSS and the PTGI for
mothers, with the trend in a positive directioratifers demonstrated a negative trend
although not reaching significance. See appendiwM¢orrelation coefficients. These

findings are discussed further in section 4.3.8.
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3.5 Summary of the Results

It is important to acknowledge that the samplehia study was small which resulted in
the study being underpowered. Lack of power cabeauled out when reporting non-
significant relationships. As discussed by Fi@&@dQd5), however, the use of non-
parametric tests does not necessarily mean thgpe IT error is more likely to be made
(i.e., reporting a non-significant result when actfa significant difference exits). This is
because the data are not normally distributed thedefore, the power and chances of

making a Type | error cannot be calculated.

3.5.1 Primary research questions.

Hypothesis 1a and 1b were confirmed. Intrusiveination was significantly
positively correlated with PTSS and deliberate nation was significantly positively
correlated with PTG for both mothers and fathdrse analysis also showed that there
were significant positive correlations betweenusive rumination and PTG and deliberate

rumination and PTSD.

Question 2 highlighted that parents with high lewa deliberate rumination had

significantly higher scores on the PTGI than pasevith low deliberate rumination.

Hypothesis 3a was confirmed. Social support wasifstantly negatively
correlated with intrusive rumination. Hypothesis Bowever, was not confirmed. Social
support was found to be significantly negativelyretated with deliberate rumination, not

positively correlated.

The regression analysis for question 4 suggestadttial support was not a
significant independent predictor of deliberate imation with intrusive rumination and

PTSS found to be stronger predictors.
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3.5.2 Secondary research questions.

Question 5, asked about the type of relationshipvden PTG and PTSS. The analysis
indicated a significant positive correlation. Whemalysed by gender, the significant
positive relationship remained for mothers butfootfathers. A quadratic or curvilinear
relationship was not found using the mothers’ d&ach findings should be tentatively

interpreted due to the small sample size involved.

Question 6 asked about the potential other impbopeedictors in the development of

PTG. Deliberate rumination was found to be thetrmoportant predictor.

Hypotheses 7a and 7b were confirmed. Mothers tepaignificantly higher rates of

PTSS and PTG than fathers.

There was no evidence for a significant differebesveen reported levels of perceived
social support between mothers and fathers (quegth For question 7d mothers

reported significantly higher levels of intrusivedadeliberate rumination than fathers.
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4. Discussion

4.1 Overview

The Discussion begins with a restatement of theys research questions and
aims. This is followed by a discussion of the @iynand secondary findings of the study
within the context of current research and theoriBise study’s methodological limitations
and strengths are also discussed with consideratismat could be done differently in
future research studies. The theoretical andaainmplications of the study’s findings are
considered and to conclude the discussion, potefitections for further research are

proposed and some final conclusions made.

4.2 Summary of Research Questions

The study set out, foremost, to investigate lee€BTSS and PTG in parents of
premature babies hospitalised on a NNU and tatestinodel of PTG by Tedeschi and
Calhoun (2004). The study proposed to exploredheeof social support and rumination
type (deliberate vs. intrusive) on PTG and PTS8Baddition, this study wished to explore
the relationship between PTSS and PTG in this @bjou, prompted by mixed findings

reported by other studies investigating a rangeopllations.

4.3 Summary of the Findings

In this study, parents who had babies born eaherneeded to be hospitalised for
longer experienced higher levels of PTSS, sugggstiat the more premature the birth and
the longer the length of hospitalisation, the ntoaematic the experience. This finding is
in contrast to other studies that have found no@ason between PTSS and these infant

factors (Lefkowitz et al., 2010; Shaw et al., 200Bpr mothers but not fathers, these
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factors were associated with hyperarousal. Thigimdicate a difference in the process or

experience of traumatisation between mothers aherfs

This study also demonstrated that for mothers antyeased scores on the subscale
appreciation of life was associated with lower ggsh, lower birth weight and an
increased stay in hospital. This highlights tlggBicance of this concept for mothers who
have a premature baby hospitalised and suggesthihaspect of growth may be
particularly related to increased distress rel#eghrlier birth and increased time
hospitalised. This is consistent with the PTG salesof appreciation of life having the
strongest correlation with PTSS of all the PTG sales. Younger mothers also reported
significantly higher levels of PTG. This finding in contrast to Vishnevsky et al. (2010),
but consistent with Sawyer and Ayers (2009), whecsfated that older women may report
less growth because they are in a life stage wdterelopmental change is less rapid, or
may be coping with events that hinder growth. feesons for this association with age
are unclear and require further research. lItss ahclear why this association was found

in mothers but not fathers.

4.3.1. Question 1:Relationship between rumination type and PTSS and FG.

Both intrusive and deliberate rumination were fotmtbe significantly positively
correlated with PTSS and PTG for both mothers atitefs. This provides further support
for the model of PTG (Tedeschi & Calhoun, 2004) dredrole of rumination in trauma
and growth pathways reported by other studies (C@athoun, Tedeschi, & Solomon,
2010; Joseph, 2000; Nightingale et al., 2010; ®ieghl., 2004; Stockton et al., 2011,
Taku et al., 2008). The correlational nature efanalysis does not allow conclusions with
regards to causal relationships to be establisbheddes provide supportive evidence that

these variables are related. Interestingly, dedifgerumination and PTSS were the most
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strongly correlated, consistent with the finding&Nghtingale et al. (2010), with intrusive
rumination and PTG showing the weakest correlatibine large relationship between
deliberate rumination and PTSS may be evidencarfdilusory’ or self-deceptive side of
growth (Maercker & Zoellner, 2004). On the othand, the medium to large correlations
for all of these relationships and the strong datien between deliberate and intrusive
rumination, may suggest shared pathways in thelolewent of trauma and growth
symptoms, and, therefore, support for the mod&T1aE’s assertion that some level of

distress is required for growth.

4.3.2 Question 2: Comparison of high deliberate rumation versus low deliberate

rumination.

Those parents who reported high levels of botlugie and deliberate rumination
reported significantly higher levels of PTG comphtre parents with high intrusive
rumination but low deliberate rumination. Thisicates that deliberate rumination is in
some way implicated in the development of PTG wiscbupportive of the PTG model

(Tedeschi & Calhoun, 2004). This will be explofadher in 4.3.6.

These findings should be interpreted with cautgaven the small number of
participants included in the analysis. It showdnoted, however, that the Kolmogorov-
Smirnov Z Test was used due to its increased pautRrsample sizes below 25 per group

(Field, 2013).

4.3.3. Question 3: Relationship between social supg and rumination type.

This thesis found that reported perceived socippett was significantly
negatively correlated with deliberate ruminationtioth mothers and fathers. In other

words, the lower reported levels of social suppbe,higher reported levels of deliberate
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rumination. It may be that the relatively highééy of social support reported in this
study, reduced the need to engage in a deliberategs of meaning making. In other
words, lack of social support may facilitate a mpreactive search for meaning. This
finding does not appear to be consistent with wdatiggested by the model of PTG,
where social support is hypothesised to moderatediationship between intrusive and
deliberate rumination (Tedeschi & Calhoun; 2008gction 4.3.4 will explore this

question further.

4.3.4. Question 4: How important is social suppoiin the development of

deliberate rumination?

The findings from question 4, suggest that, whamtratling for gender, social
support does not play a significant role in theaedepment of deliberate rumination. This
does not support the PTG model’s hypothesis thataksupport facilitates an increase in
deliberate rumination. The significant negativerelation between social support and
deliberate rumination reported in section 4.3.8 alges not support the PTG model’s
hypothesis with regards the role of social suppotihe development of deliberate
rumination. The lack of a significant relationsibigtween social support and PTG also
challenges the model’s hypothesis. The regresaimtel indicates that intrusive
rumination and PTSS are more important in the agraent of deliberate rumination, than
social support. The significance of these predsci® consistent with the pathway to PTG
described by the model, with distress and inih&iusive rumination being requirements
for the development of PTG. The positive correlasi found between PTSS, PTG and
both types of rumination are also consistent vhtk finding. This thesis, however, has
not found evidence to support the suggested sagmfirole of social support in the

development of deliberate rumination and PTG.
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These findings should be interpreted cautiouslyyéwer, given the exploratory

nature of this analysis, using a relatively smaihple size.

4.3.5 Question 5: Relationship between PTSS and PTG

A medium significant positive correlation was fouretween PTSS and PTG for
mothers only. The finding of a positive relatioipsts consistent with many previous
studies that have explored this relationship (Bairak al., 2006; Loiselle et al., 2011). The
majority of the PTGI and IES-R subscales were significantly positively correlated
with each other (excluding ‘relationship with otbieaind ‘spirituality’). Interestingly, this
significant positive relationship disappeared wbegamining correlation coefficients for
the fathers only. Total PTSS and the intrusiofiseale of the IES-R were significantly
positively associated with the PTG subscale ‘apptien of life’ however. Furthermore,

the IES-R subscale of hyperarousal was signifigaagbociated with ‘spirituality.’

This is the first known study to look at the redaship between these variables by
gender or by comparing parents. While only temgationclusions can be made due to the
small sample size, the potential for this relatiopgo be different for mothers and fathers
is of theoretical and clinical interest. Fathdester scores on measures of PTSS and PTG
may explain the lack of a significant relationstdipmpared to mothers. For fathers, the
experience of premature birth and subsequent labspiion may not have triggered the
process of trauma and, therefore, the potentiajfowth, like it seems to have done for

mothers.

The cross-sectional, correlational design of thuglg limits what can be concluded
with regards to the relationship between thesevav@bles. The positive relationship may
reflect the small sample of parents with overally levels of PTSS. With larger samples

with a broader range of trauma symptoms, the maltiip between these variables may be
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different with a number of authors proposing thes&xce of a curvilinear relationship
(Kleim & Ehlers, 2009; Kunst, 2010; Solomon & Dek2007). Examination of the data

visually and regression analysis did not indichte type of relationship within this study.

The findings from this question do provide evidefar the related nature of these
variables, in this study for mothers only, andyd¢i@re the value of trying to understand
the shared and separate aspects of their developatnwvays. This study has also
highlighted the need to examine gender differenceabfferences between parents with

regards to this relationship.

4.3.6 Question 6. How important are other PTG modelariables in the

development of PTG?

The regression model indicates that, controllinggiender, deliberate rumination was
the only significant predictor of PTG. This is ststent with previous findings
(Nightingale et al., 2010; Stockton et al., 201&kd et al., 2008). As suggested with
regards the findings of research question 2; delteerumination appears to be a
significant factor in the development of PTG, whstipports the Tedeschi and Calhoun

(2004) model of PTG.

Caution should be taken when interpreting and gdiserg this model however, given
the large correlations between PTSS and rumingithaliicating potential multicollinearity)

and the relatively small sample size used.
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4.3.7 Question 7. Differences between mothers aratliers.

4.3.7.1Levels of PTSS in mothers and fathers (question 7a).

Significantly more PTSS were reported by motheas thathers in this study. This
finding is consistent with findings from previousndar studies (Elklit et al., 2007;
Lefkowitz et al., 2010; Pierrehumbert et al., 2008hese studies reported between 10 and
15% of mothers scoring in the range for a pote®E$SD diagnosis. The results from the
mothers in this study are consistent with thishvi8.9% scoring in this range. The low

reports of PTSS in fathers in this study are atsogarable with these studies.

A key question is, why does this difference exeileen mothers and fathers? As
discussed in section 1.5.4.2, it may be that facspecific to the birth experience for
mothers, account for some of these trauma sympitom®thers. This study is limited by
its lack of control over such variables which ird#y experience of pain, type of delivery
and levels of perceived control during the birtip@xence which have been evidenced
within the literature as predictors of PTSS for veam{Czarnocka & Slade, 2000; Lyons,
1998; Ryding, Wijma, & Wijma, 1998; Slade, 200@). addition, as previously discussed,
appraisals related to trauma, responsibility armeetations may differ between mothers
and fathers. Coping strategies used by mothersadiners may also provide explanations

for such differences.

It is important to note that these findings asmapshot of experiences at a particular
time point. It may have been that at a differeanetpoint, this significant difference
between mothers and fathers would have changedexample, Shaw et al. (2009) found

higher levels of PTSS in fathers at 4 months pzsthérge.
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4.3.7.2Levels of PTG in mothers and fathers (question 7b).

As predicted, significantly more PTG was reportgdriothers than fathers in this
study. This finding supports the findings of pas studies investigating PTG within
parents in paediatric settings (Hungerbuehler.eR@ll1; Jenewein et al., 2008; Schneider
et al., 2011; Spielman & Taubman-Ben-Ari, 2009heTean scores for mothers and
fathers on the PTGI in this study, were comparaliile the means reported by
Hungerbuehler et al. (2011) who investigated parehthildren with serious illnesses.
Comparing these means with studies investigatingns of premature babies, they are
much higher than those reported by Jenewein €@08) and lower than those reported
by Spielman and Taubman-Ben-Ari (2009) for bothmees and fathers. Barr (2011)
reported similar means for mothers but slightlyheigmeans for fathers. Direct
comparison between such studies is difficult howeshee to differences in the time of
measurement, ranging from 3-4 weeks (Spielman &iirean-Ben-Ari, 2009) to 4 years

(Jenewein et al., 2008).

The findings indicate that despite the stress eauthta that parents can experience
when having a premature baby hospitalised, botlhenstand fathers have the potential to
experience positive psychological changes. Asudised with regards to Question 7a, this
study is limited by the difficulty in defining th@urce of PTG symptoms, for example,
there is evidence in the literature of PTG follogvierm childbirth (Sawyer & Ayers,
2009). Furthermore, variables purely related &hinth (e.qg., type of delivery) have also
been found to predict PTG. These were not coetldlbr in this study. This limits the
extent to which we may understand the separateibatibns of premature birth and

hospitalisation in the development of PTG and PTSS.

103



4.3.7.3Perceived social support (question 7c).

There was no significant difference between repoprceived social support by
mothers and fathers. This is consistent with ihaifigs of ElKlit et al. (2007) who also
used the CSS, to investigate mothers and fathesstegmely and very low birth weight
babies. These findings are in contrast to studt@sh have described increased seeking of
social support in women, compared to men (Littledvebal., 1991; Pinelli, 2000; Tamres
et al., 2002). Interestingly, a recent study commggsocial sharing in mothers and fathers
of babies hospitalised on the NICU, reported thttdrs’ social sharing was mainly related
to medical risk while mothers’ was related to themotional reaction (Coppola, Cassibba,
Bosco, & Papagna, 2013). This could indicate thatsource of distress for fathers is
more related to objective medical characteristfdhe child, compared to mothers. This
hypothesis is not supported by this thesis howesegestation and number of days
hospitalised were significantly associated with BT& both mothers and fathers.
Furthermore, number of health problems was notifsigntly associated with PTSS in

parents.

The CSS is a measure of perceived social suppingrthan of social support
seeking behaviour or actual social support receitechay be that there were differences
in seeking social support behaviours (e.g., caliireds and family). This would not
necessarily translate into differences in perces@aal support. Using more than one
measure of social support may improve our undedstgrof potential gender differences
and the types of support mothers and fathers beén&in throughout their experience on

the NNU and after discharge.
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4.3.7.4Rumination type (question 7d).

With regards to levels of rumination, mothers réposignificantly more intrusive
and deliberate rumination than fathers. This rssgsient with previous literature reporting
higher levels of rumination in women compared taorfleamres et al., 2002; Treynor et
al., 2003). The significant positive correlatidoand between rumination and PTSS and
PTG give support to the hypothesis that ruminaisaa significant process factor in the
development of trauma and growth, particularlyhiis study for mothers. Mothers
reported higher levels of both intrusive and detite rumination and higher levels of
PTSS and PTG. Fathers, on the other hand, repsigeidicantly lower levels of intrusive

and deliberate rumination and significantly lonevrdls of PTSS and PTG.

Again the causal nature of the relationship cabeatentified; although the
regression model conducted for research questidondg support the hypothesis that
deliberate rumination is predictive of PTG. Difflty identifying causal relationships is a
limitation shared with previous literature examupiie role of rumination in the
development of trauma and growth (Cann, Calhoude3ehi, & Solomon, 2010;
Nightingale et al., 2010; Siegle et al., 2004; &ton et al., 2011; Taku et al., 2008), and
while retrospective measures of cognitive procegatrdifferent time points (e.g., soon
after the event versus currently) have been takérytand better understand pathways
(Nightingale et al., 2010), longitudinal studies aequired to understand the causal
relationships involved. The findings do suppod talue of differentiating between
intrusive and deliberate rumination, particulartyceliberate rumination has been found to

be more strongly correlated with PTSS than intistumination.
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4.3.8 Other findings related to main measures.

Consistent with previous research, mothers repaitgdficantly higher levels of
depression than fathers and depression was sigmilycpositively correlated with PTSS
and negatively correlated with social support. $tgmificant positive correlation between
PTG and depression is very interesting as thisfia in contrast to the majority of
previous studies that have looked at this relahgn@ekel, Ein-Dor, & Solomon, 2012;
Salsman et al., 2009; Waters, Shallcross, & Fivaé2). The finding is more consistent
with Silva, Ownsworth, Shields, and Fleming (20dvhp reported a significant positive
correlation between the PTG subscale of appreaiatidife and depressive symptoms.
The authors cite this as evidence for the coexisten emotional distress and growth as

advocated by the PTG model.

The significant positive relationship between depi@en and PTG in this study may
be due to overlap between depressive and postttaustiess symptoms (Moser et al.,
2007; Thabet et al., 2004). Alternatively, botlpssion and PTSD may be separate
disorder responses to trauma; both being proddidteshattering of core beliefs and
therefore, potential triggers for the growth prace®n the other hand, the positive
relationship between depression and PTG may ba takevidence for the illusory side of
PTG, with PTG being viewed as a self-deceptive mgppesponse, attempting to

counterbalance emotional distress (Taylor et 8002 Zoellner & Maercker, 2006).

While these findings are not consistent with thgamity of previous research, they
are not necessarily inconsistent with the mod@® &, with depression being another
expression of emotional distress which might trigg@gnitive processing that can result in

PTG.
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4.4 Methodological Limitations and Strengths

4.4.1 Design.

The study was exploratory in nature and used asesestional, quantitative design.
Parents completed self-report questionnaires atioreepoint which reduced burden on
the study participants and also avoided the problehattrition that can affect longitudinal
studies. The main strength of the design uselisnstudy is the recruitment of a clinical
population. PTSS and PTG in parents of prematabgéel have not been investigated
before and therefore the study is novel from tleisspective. In addition, many studies
carried out within this area do not investigatehbmibthers and fathers. The inclusion of
both parents is viewed as a particular strengthisfstudy. This exploratory study also
provides preliminary evidence for the role of ruation type and social support in the
development of PTG in this population, which arg &spects of the PTG model.

Despite its strengths, there are some importamtdtions of this study design. The
reliance on correlational analysis for the explonaguestions does not allow for the
investigation of any causal relationship betweenvériables (Barker et al., 2002). This is
a limitation for many studies published in the as€®TSD and PTG research (Elklit et al.,
2007; Jenewein et al., 2008; Spielman & Taubman&&r2009). The cross-sectional
nature of the design also did not allow for theeistigation of variables over time. This
would have been particularly helpful given the naxXmdings in the literature with regards
to the relationship between PTSS and PTG as wdlieafact that little is understood about
how PTG develops or changes over time. The tinna gbosen in which to investigate
the variables (e.qg., 4-8 weeks post discharge)infagenced by time points chosen by
previous similar studies (Balluffi et al., 2004;fkewitz et al., 2010; Shaw et al., 2009;
Spielman & Taubman-Ben-Ari, 2009). The time coaisiis of the thesis also limited the

choice of time period. Every effort was made tewer that participants completed the
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questionnaires within this time period, howevevegi the reliance on postal questionnaires
and the use of reminder letters, it is likely taatumber of participants completed the
measures more than two months post discharge.

Lastly, one of the measures (CSS) required paatitgpto rate level of support
retrospectively (i.e., whilst their child was orethinit). Retrospective reports may be
subject to distortion and selective recall compaececkporting of symptoms and
experiences currently. This measure did ask faeati experiences of support however.

This study utilised self-report measures which maynfluenced by social
desirability and an over endorsement of positigend (Barker et al., 2002; Logan, Claar,

& Scharff, 2008). The use of self-report measiasbeen found to be common among
studies completed in this area of research (eayr, B011) potentially due to the demands
of employing a clinical sample to complete cliniggkrviews and the ability to distribute
the questionnaires among a larger group of potgmdirdicipants (Slade, 2006). Research
in the area of trauma has been criticised for nglyin self-report measures rather than
using clinical diagnostic interviews (Zambaldi &f 2010). This thesis, however, did not
have the scope or aim to diagnose PTSD and sealftrapeasures may act as good screens
for trauma symptoms.

In summary, there are a number of weaknesseiohihsen cross-sectional,
guantitative design. The exploratory nature ofgtuely however, guided the choice of

such a design.

4.4.2 Sample.

A strength of this study is the use of a cliniaingple and the inclusion of both
mothers and fathers. Parents of premature babieshies hospitalised on an NNU are
starting to gain more attention in terms of redeaddowever, research within this

population is still in its infancy, particularly thin the area of PTSS and PTG and fathers
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continue to be excluded. The inclusion criteriaenget in order to recruit from a relatively
homogenous group as much as this is possible nBBavebabies less than 15009 birth
weight and under 29 weeks gestational age werei@adl This was done as babies of
lower weight and gestational age may be considasetiseparate clinical group, (e.g., very
low birth weight; ElKlit et al., 2007). Furthernggrnt has been reported that parents of
higher weight babies may experience more distressrasult of reduced emotional
support from those around them compared to parvatitdower weight babies (ElKlit et

al., 2007).

The small sample that participated in the studylimitation, as it reduces its
power in finding effects that might be there. Téhesmere a number of challenges which
made recruiting large numbers of participants clifi. The relatively specific inclusion
criteria increased the challenges of recruitindipg@ants for this study, particularly as
participation from both parents of a child was rieggh Furthermore, the original study
procedure required a number of steps that needeel taken before participants could take
part (e.g., face to face contact with the researthgain consent on the NNU). This may
have resulted in potential parents being missqrheents were not always on the unit
when the researcher was. Furthermore it was m@tyal convenient or appropriate for the
researcher to gain consent when parents were amtheDespite information and consent
to contact forms being left for parents to sewas difficult to catch all of these potential
parents in order to gain consent with this procedulhe response rate was low and did
not result in the minimum sample size requirede &mended procedure was designed to
increase efficiency with the aim of increasing tegponse rate to the study. This
procedure resulted in an increased response r&2%fover a time period which was half
of the original recruitment phase. Therefore,dbeond recruitment procedure was more

successful.
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This study is unfortunately not able to report dfedences between those who
took part and those who did not. However, givendharacteristics of PTSD and
depression (e.g., avoidance, anxiety, lack of natiivm), those parents with the most
difficulties may have been less likely to respofddhe sample may not, therefore, be
representative of all parents of premature babi@sthermore, those who did respond may
have underreported symptoms, again due to faattated to the characteristics of these
difficulties such as avoidance, potentially becanfskear around stigma and also

potentially because of the imagined consequencespofting these symptoms.

Finally, the sample used was not very culturallyedse with the majority of
participants reporting their ethnic origin as WHstetish and living in fairly rural areas.
This likely reflects the relative limited culturdiversity within the geographic area of East
Anglia. This limits, therefore, what may be getiseal from these findings, to parents
within other cultures. The concept and measuremieRTG within different cultures is

further commented on in section 4.7.4.

4.4.3 Measures.

The measures used within this study have all detredadl good reliability and validity
from previous research and were found to have gatednal consistency within this study.
The primary measures in this study, the IES-R an@IRare widely used within research
and have both been used with samples of paremienfature or hospitalised infants with
good psychometric properties reported (Colville &2&mn, 2009; Kersting et al., 2004,
Taubman—-Ben-Ari et al., 2011). In addition, theSZE has been widely used in research
with a range of populations including mothers adrpature or medically fragile children
(Mew et al., 2003; Miles & Holditch-Davis, 1997)ittvreported good psychometric

properties. A limitation of the CES-D is the inglon of questions which assess biological
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aspects of depression (e.g., sleep deprivationwbwerlap with symptoms usually
experienced, following the birth of a baby (EdmamisPsychogiou, Vlachos, Netsi, &

Ramchandani, 2010).

The ERRI is a relatively new measure and receunliesthave reported good internal
consistency for both subscales (Cronbaahtetween .87 and .95) (Groleau et al., 2012;
Triplett et al., 2011). The lack of previously oefed psychometric properties specific to

the use of this measure with parents of prematun@spitalised infants is a limitation.

The CSS has been used with similar populatitrad,is, bereaved parents and parents
of chronically ill children (Gudmundsdattir, Elkli& Gudmundsdéttir, 2006; Nielsen,
2003). Gudmundsdéttir et al. (2006) reported fattsry reliability and validity following
the removal of one of the items whilst Nielsen @0@&ported poor psychometric
properties but do not report on how this was dedh. Previous good psychometric
properties are reported for this scale (Elklitlet2001; Joseph et al., 1992) and in the

current study the measure’s reliability and vajiditas good.

There a number of variables that could have beasured and included in the
analysis including, anxiety, experience of previbasima, birth factors and whether the
participants appraised their experience as tragrmaatdefined by the DSM-IV criteria for
PTSD. Experience of previous trauma is a predictdurther PTSS (Brewin et al., 2000;
Bronner et al., 2010; Ozer, Best, Lipsey, & We3¥)3) and the experience of
helplessness, fear or horror are what define arrexqqre as traumatic according to DSM-
IV. In order to have incorporated these factdrs,Rosttraumatic Diagnostic Scale (PDS)
(Foa, Cashman, Jaycox, & Perry, 1997) could haea lbsed as it contains a trauma
checklist and assesses all DSM-IV criteria foragdosis of PTSD. This check list would

also most likely have captured parents’ previoyseernces of birth trauma or admissions
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on to an NICU, which was not identified in thisdyu Again, such previous experiences
may have impacted on the parents’ experiencesyandtems measured within this study.
The PDS is, however, a lengthier measure compartetlIES-R. Furthermore, the aim of
the study was to investigate PTSS, not diagnosdRarfsl these symptoms can be
experienced by individuals regardless of whethey @ppraise the event to have been
traumatic or not (Soet, Brack, & Dilorio, 2003) geegting that the data is useful and

meaningful without this measure of appraisal.

Alternatively, a measure specific to the NICU eamiment could have been used, in
the form of the Parental Stressor Scale: Neonatehsive Care Unit (PSS:NICU) (Miles,
Funk, & Carlson, 1993). This is not, however, aaswge of PTSS, but used in addition
with a measure of PTSS, could have provided intieigggnformation with regards to
triggers for PTSS in this specific environment.isTlimks to a limiting factor of this study
which is the difficulty in separating between traaiexperiences related to the general birth
experience and those related to the specific esspesi of premature birth and those related
to the hospitalisation of the baby. While the duesmaires directed parents to think about
the experience of having a premature baby, hosgethlthere may have been other factors
(such as those related to delivery) which werecoatrolled for, which may have been

more predictive of symptoms reported.

The study may also have benefited from more detanformation with regards to the
child’s medical situation in terms of severity as@mplexity in order to better understand

the relationship between objective medical illnesd symptoms in parents.

A very small proportion of the data were missingggesting that the measures were
relevant to the participants and did not includesgwns that were particularly difficult to

answer.
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4.4.4 Analyses.

The small sample size meant that more complex tgpagsalysis could not be
employed in this study. Path analysis, for exammeld have resulted in a greater
understanding of the relative importance of thealdes explored, in terms of the
development of PTG. The reliance on correlatialzh also meant that causal

relationships could not be ascertained.

The sample size did allow the primary research tipresto be answered however and
despite the small sample, the study has been @bigetregression analysis, in addition to
correlational analysis and comparison of meantedbaspects of the PTG model as well

as explore differences between mothers and fathers.

4.5 Theoretical Implications of Research Findings

4.5.1 Models of PTSD.

4.5.1.1 Role of rumination in PTSS.

This study provided evidence for the potential diegmement and maintenance role
of rumination in the experience of PTSS as desdrilyecognitive models of PTSD (Ehlers
& Clark, 2000; Wells & Sembi, 2004a, 2004b). Thgngicant correlation between
deliberate rumination and PTSS is less easily axgthby PTSS models. The large
positive correlation between deliberate ruminaaod intrusive rumination (on both the
ERRI and IES-R subscale) and the finding from nedequestion 4 that intrusive
rumination explained 13% of deliberate ruminati@niance, may suggest that one form of
rumination triggers the other. It could be hymsised that deliberate rumination
maintains intrusions rather than reduces them.s& hentative hypotheses require more

robust statistical analysis and enhanced poweniestigate.
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4.5.1.2 Role of social support in PTSS.

This study provided evidence for the potential dgwement and maintenance role
of lack of perceived social support in the expareeaf PTSS. This is consistent with
previous literature reporting this relationship @Fet al., 2010; Holditch-Davis et al.,
2003; Singer et al., 1996). The cognitive and owdaitive models of PTSD (Ehlers &
Clark, 2000; Wells & Sembi, 2004a, 2004b) sugdest the quality of social support
influences the development of positive versus negaippraisals of the trauma and the
self, and, therefore, the choice of coping strategised.

In this study, for mothers only, perceived socigdort was significantly
negatively correlated with PTSS, particularly awaride and hyper-arousal. It may have
been that social support was more important to erstim this study, with reduced social
support increasing the experience of avoidancehgpdr-arousal symptoms of PTSD.
Alternatively, these symptoms may have resultegduced perceived social support.
This correlational study is unable to ascertainclvhi

The significant negative relationship between datigport and deliberate
rumination is also of interest, particularly giviéxe positive correlation between deliberate
rumination and PTSS. It may be that reduced pegdesocial support results in
individuals having an increased need to make seftbeir experience, therefore
triggering deliberate rumination. While deliberatenination appears to be predictive of
PTG, it is also positively related to PTSS, hightigg the potentially complex role of

rumination in the development of PTSS and PTG.
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4.5.1.3Differencesin PTSS between mothers and fathers.

This study demonstrated the existence of both PArISP TG in parents of
premature babies who have been hospitalised onld NIYe significantly higher levels of
both PTSS and PTG in mothers compared to fathersarsistent with the majority of
research (Buchi et al., 2007; Buchi et al., 2008litet al., 2007; Jenewein et al., 2008;
Lefkowitz et al., 2010; Pierrehumbert et al., 208Bjelman & Taubman-ben-Ari, 2009)
and suggest a need to understand these differéooes theoretical perspective. As
previously discussed, this difference may be erpldiby unique differences in the birth
experience for men and women.

The applicability of the cognitive model of PTSDh{&rs & Clark, 2000) to the
experience of childbirth has been supported by Ebal. (2010) and Sawyer and Ayers
(2009). They described aspects of the model ssigiar trauma experiences, prior
beliefs and coping, trauma characteristics (i.ge, af birth interventions, and support and
control during childbirth) and post-traumatic cagms as contributing to the experience
of PTSD in mothers following term childbirth. Tdeeare variables not examined within
this study and, therefore, may account for a portibthe variance in PTSS for mothers
which is not seen in fathers. For example, SawperAyers (2009) reported that over half
of the variance of PTSS in women was accountetdyonternal and external control
during birth and avoidant coping.

More broadly, the experience of previous traumade®cumented predictor of
PTSD following a traumatic experience. It has beéecumented that traumas more likely
to occur to women, such as sexual abuse and iipatner violence act as significant
predictors of later PTSD, and, therefore, this roaytribute to gender differences in the

experience of PTSD (Moser et al., 2007; Nemero#l 2006). As already stated, this
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study did not assess parents’ previous traumarkistod, therefore, cannot account for the

significance of such variables in this population.

4.5.2 Model of PTG.

4.5.2.1.Roleof rumination in PTG.

The significant positive correlations found betweemination and PTSS and PTG
give support to the hypothesis that rumination sgaificant process factor in the
development of trauma and growth. Consistent thih, the intrusions subscale of the

IES-R was the subscale most strongly related to PTi@others.

Furthermore, this thesis has provided evidencé&i@potentially significant role
deliberate rumination has in the development of PT®e findings from research question
2 and 6 in particular, offer support for the hypstised role of deliberate rumination in the
Tedeschi and Calhoun (2004) model of PTG. Thisithieas also demonstrated the
indirect role of intrusive rumination in the deveioent of PTG, as it significantly
contributes to the development of deliberate rutinavhich, as just discussed,
significantly contributes to PTG development. Tesults do raise further questions with
regards the model of PTG. This is because deldeuwmnination was more strongly
related to PTSS than PTG. It may be argued tsidlevidence for the illusory nature of
PTG, suggesting that with increasing emotionaresst there is an increased need to create

positive appraisals that attempt to counterbaldimseexperience of distress.

The results indicate that both types of ruminahawme a role in maintaining
distress whilst contributing to growth. This sugpdhe assertion that some level of
distress is required for growth, as put forwardhsy model of PTG. This is further

supported by the significant positive relationshgiween PTSS and PTG for mothers.
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Overall, deliberate rumination appears to be mangortant in the development of
PTG, than intrusive rumination. Deliberate rumioiatwas however most strongly
predicted by PTSS and intrusive rumination, hidftiigg the role of distress in the

development of PTG, as described by the TedeschCathoun (2004) model of PTG.
4.5.2.2Role of social supportin PTG.

The findings from this thesis do not support thpdtiesised role of social support
in the development of deliberate rumination and Pa$proposed by the model of PTG
(Tedeschi & Calhoun, 2004). Social support wasitbto be significantly negatively
related to deliberate rumination for both motherd tathers. Few studies have
investigated the relationship between social supgraat rumination and the majority report
a positive relationship (Morris & Shakespeare-Fiil1; Rimé et al., 2010). The
findings from this thesis may be interpreted togasj that when support levels are very
good, there is less of a need to engage in a datéprocess of meaning making. Such a
hypothesis, however, requires more robust explmmatSocial support was also not
significantly related to PTG which is contrast v@ tmajority of the literature that has
examined this relationship (Cieslak et al., 2008héh & Numa, 2011; Frazier et al., 2004;
Hungerbuehler et al., 2011; Leung et al., 2010; hdaget al., 2006; Ozli, 2010; Tallman

et al., 2010).

It should be noted that the overall very high ratkesocial support may have
hidden any potential effects of this variable omimation and PTG. Furthermore, it may
have been that the CSS did not identify the forfreupport significant in the development

of PTG.
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4.5.2.3Differencesin PTG between mothers and fathers.

This study has demonstrated the experience oftgrowparents of premature
babies who have been hospitalised on a NNU. A=udged in section 4.5.1.3, the finding
that mothers experienced significantly higher lexa|PTG than fathers suggests a need to
understand this at a theoretical level. Agairgiasussed, variance related to the birth
experience for mothers may explain some of thiss@mee for mothers. Having said this,
Sawyer and Ayers (2009) found few associations &etvbirth variables and growth in
mothers following term birth, with just under 90%tle variance in growth left
unaccounted for. They suggested that support éiteevent may be more important than
support during the event in relation to developn@RTG. This is not supported by this
study with social support being unrelated to PTGbimth mothers and fathers.
Interestingly however, the trend for parents i$edént; positive for mothers and negative
for fathers. This tentatively suggests that tHe ab social support in the development of

PTSS and PTG may be different for mothers and fathe

As discussed in 4.5.1.3, measuring cognitive applai(e.g., event centrality,
severity of threat, challenge to core beliefs), magtribute to our understanding of which
factors contribute to differences in the experiefocenothers and fathers. This study has
found that mothers report experiencing significantbre deliberate and intrusive
rumination than fathers. This is consistent witttrature that has suggested that women
experience more rumination than men (Tamres e2@D2; Treynor et al., 2003). The
findings from this study tentatively suggest thahmation could be a factor that

differentiates trauma and growth outcomes for meshv@omen.
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4.5.2.4Relationship between PTG and PTSS.

The study’s findings of a significant positive tadaship between PTSS and PTG
are consistent with the majority of previous litera (Barakat et al., 2006; Loiselle et al.,
2011) and support the model of PTG in terms ofelsst and PTG coexisting. The study
contributes further information to this literatu finding this relationship in mothers but
not fathers. Had the sample of fathers been grdhie finding may have been different.
A recent longitudinal study supports the predictioade by the PTG model that growth is
a response to distress and not vice versa (Delatl, &012). It is possible that had this
study had a broader range of PTSS, a curvilindatioaship may have been found, as
proposed by several authors (Kleim & Ehlers, 200#)st, 2010; Solomon & Dekel,
2007). This study has replicated the findingsref/pus studies in a new population
which adds weight to the argument that the concafd®I'G and trauma are relevant when

considering the experiences of parents with preradiabies that have been hospitalised.

4.5.2.5Roleof timein PTG.

These results give an indication of the relatiopsithat are significant at one
particular time point; 4 to 8 weeks following disehe from hospital. The model being
tested is not static and describes processes amgjicly relationships over time. It may be
therefore expected that if these parents werestedel2 months post discharge for
example, the findings would be different. BasedlenPTG model, it might be predicted
that, soon after the event, PTG levels might besloas the cognitive processing required
to bring about growth is in its early stages. Hearewith increasing time and opportunity
for cognitive processing, levels of PTG may be etge to increase. It is difficult to draw
conclusions with regards to this based on thissssestional, correlational study. The

evidence for the existence of both intrusive anlbdeate rumination in this study
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indicates that cognitive processing in respongbdavent was occurring, although based
on the PTG model it may have been predicted tlvaldeof intrusive rumination would be
higher than deliberate rumination, in these eddgas. It may be that significant
differences between these types of rumination @ee 1 the acute phase (e.g., less than 4

weeks since discharge).

4.6 Clinical Implications

4.6.1 PTG.

This study showed that mothers and fathers whe had a premature baby,
hospitalised on a NNU may experience both traundagaowth symptoms. This indicates
the need for clinicians to consider parents’ exg@es holistically and to consider PTG as
a further potential process and outcome of copiitly tauma. One of the values of
identifying this concept of PTG is to shift the @scaway from purely deficit focused
models and broaden clinical perspectives. Thasgsied to be important in order to
influence clinician’s knowledge and attitudes wheorking with patients coping with
trauma, so that the potential for growth may begeesed by them and the patient. An
awareness of concepts such as PTG is argued @ptherfocus away from ‘reducing
symptoms’ and highlights underlying beliefs, nauwed and meanings that are important to
identify when working therapeutically with individls and families. Zoellner and
Maercker (2006) also suggested that PTG may btiegtson to the ‘what for’ aspect of

meaning-making, as opposed to an often predomarahpotentially unhelpful focus on

why .

The concept of PTG also links to the growing usmofiels of adjustment and
acceptance, often used in trauma and clinical Insaittings, for example Acceptance and

Commitment Therapy (ACT) (Hayes, 2004) and CompasEbcused Therapy (CFT)
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(Gilbert, 2009). ACT is a third wave CBT approadhich emphasises changing the
context in which experiences occur, to change fli@iction, as opposed to striving to
change the content of experiences. It draws frothexpands on behaviourism, is present
focused, and aims to support individuals to mowveatrds accepting their thoughts and
feelings, clarify their values and mobilise behaval change (Hayes, 2004). CFT is an
approach which draws from neuropsychology, attactiraed evolutionary theories,
originally developed for people with complex meritahlth problems presenting with high
levels of shame and self-criticism. The approaescdbes three types of emotion
regulation systems (threat, drive and compassistesy) which guide cognition and
behaviour. As a result of life experiences thgstesns may become out of balance with
each other, with the aim of CFT being to enhancmdividual's compassionate system

and therefore their ability to be compassionatetb@rs and themselves (Gilbert, 2009).

Given the increasing use of these approacheshairigrowing evidence base, it
makes theoretical and clinical sense for thereetmbreasing awareness of concepts such
as PTG, in order for these experiences to be iileshiand potentially facilitated by

clinicians.

Authors have described how PTG may be incorporatedherapeutic approaches,
for example Tedeschi, Park, and Calhoun (1998)Gaidoun and Tedeschi (1999)
discussed how clinicians can facilitate PTG by agkiedging the person’s struggle and
distress whilst supporting and encouraging posithanges that are described by the
person. It may be argued that such guidance iapeeatically important in general, rather
than being specific to facilitating PTG. Furthemsoa warning comes from Calhoun and
Tedeschi (1999) and Zoellner and Maercker (20069 highlighted the potential for
patients to feel dismissed or their experience mised, if clinicians suggest that they

must or will grow from what they have been throudthseems that caution should be
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taken when incorporating PTG ideas into therapeubiking, so that as with most
therapeutic approaches, change comes from thenpatigoported by the clinician, rather

than it being ‘forced.’

While the clinical implications of this broader wrdtanding of responses to trauma
are potentially large, there is a need to remainicas while the consequences of
increased PTG on outcomes such as wellbeing, pesitjustment and effectiveness of
psychological interventions are better understodeview by Zoellner and Maercker
(2006) reported mixed findings with regards the actpof PTG on adjustment outcomes.
More recent studies, predominantly within oncolo@ark, Chmielewski, & Blank, 2010;
Park, Edmondson, Fenster, & Blank, 2008; Sawyeeréy& Field, 2010; Silva., Moreira,

& Canavarro, 2012) but also within the general paton (Cann, Calhoun, Tedeschi, &
Solomon, 2010) have provided support for the pasitnpact of PTG on adjustment

outcomes.

4.6.2 PTSS in the NICU.

The findings of this study lend support to the @ptoalisation of the NICU as a
potential traumatic stressor for parents, partityliaothers. It is therefore important that
the NICU team working with parents are aware of potential and have the knowledge
and skills to assess and respond to this. The foe@dmprehensive assessments of
parents which include a range of psychosocial fadtas been raised by a number of
authors (Balluffi et al., 2004; Holditch-Davis ét,2003; Lefkowitz et al., 2010). With
growing knowledge of risk factors for PTSD in gealeand in paediatric settings, assessing
potential risk factors for parents may lead to mueventative support and interventions.

Clinicians need to ask parents how supported teelyidy different systems (e.g., NICU
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staff teams, family, friends, work) and offer appmate support, as low perceived social

support is associated with increased PTSS and sipeesymptoms.

The findings with regards to rumination also indéca need for clinicians on NICU
units to be aware of the cognitive world of parettie appraisals they are making and how
they might be cognitively trying to make sense bbaiwhas happened. Parents that are
reporting intrusive thinking and deliberate attesmat make sense of what has happened
may be experiencing higher levels of trauma symptarmd low mood. This is particularly
important given the potential negative consequentesarent PTSS for parent-child
attachment relationships, infant development afehiremotional behavioural regulation

(Bosquet Enlow et al., 2011; Forcada-Guex et @112 Pierrehumbert et al., 2003).

As indicated by this study and previous researghsicleration of the potential
different experiences for mothers and fathers shbalgiven by NICU clinicians. The
reason for distress may be very different betwesrmnis. Previous research has
highlighted increased stress for fathers who spesgltime with their partner and baby,
whereas mothers may be distressed by the envirdnohéme unit (Jackson et al., 2003;

Lindberg et al., 2007).

Some supportive or preventative interventions Haeen trialled in NICU’s around
the world with some encouraging results. For eXanigeyer et al. (1994) reported
reduced levels of maternal depression and stregspved feeding interactions and more
sensitive responding upon discharge, for mothers rebeived an individualised
intervention, based on an assessment of theicp&tineeds. More recently, Jotzo and
Poets (2005) reported significantly reduced PTS&hubscharge, in mothers who received
a trauma-preventive psychological intervention, pamad to control mothers (who could

request counselling from the hospital minister)hi/the study would have benefited
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from a baseline measure of PTSS upon admittantetNICU, the findings are

encouraging.

Many challenges remain however, including elucitathe key aspects of
interventions that bring about change and a redndti PTSS in these parents.
Understanding this has important clinical implioas in terms of identifying the most
appropriate clinicians to facilitate such intervens. For example, if the most significant
factor is the presence of someone who listensntlig be a role a clinician with less
psychological training could carry out. Alternaty, if change comes about because of
aspects attributed to the use of psychological itsq@eg., working at the level of
underlying cognitive appraisals, or supporting pgén imaginal re-living exercises), it is

likely that clinicians such as psychologists wil best placed to support parents.

Furthermore, based on the findings of this study @revious literature examining
PTG in paediatric settings, it is argued that clems need to be therapeutically skilled in
order to facilitate adjustment through a balandeveen acknowledgement and validation

of distress whilst identifying and reinforcing pibg coping and potential for growth.

Finally, in a recent study which examined the veses of NICU'’s in the UK
(Redshaw & Hamilton, 2010), it is reported that 4@Rtinits studied, did not have the
services of a social worker, psychologist, counsel psychiatrist. Given the growing
evidence for the existence of mental health andsaihent difficulties within parents
within these settings and the potential value eVpntative and early intervention, this is a

concerning figure.

124



4.6.3 Fathers in research — clinical impact.

It is also of note that the intervention studiest jescribed did not include fathers.
Jotzo and Poets (2005) reported that fathers werted to take part but were not included
in the data collection because it was usually msthdo were admitted with the infant. It
may be argued that the predominant focus on mothigng paediatric research is
supported by the findings of this study, givenitiereased symptomology of mothers.
While fathers reporting symptoms of trauma and eegion were in the minority, it is
argued that there are number of reasons why thesay research should include fathers.
Firstly, fathers reporting these symptoms were tbuthis study, even with a small
sample size. Secondly, it is likely that the attates of PTSS and depression within the
sample invited to take part in this study, werehkigfor fathers and mothers, as discussed
in section 4.4.2. Previous research has also stegj¢hat men may be less likely to
express or share their feelings with others, coegpts women (Tamres et al., 2002),
which could translate to their responses on quastives. Therefore, low reports of
symptoms or difficulties by fathers do not necebggive an accurate picture. Thirdly, as
argued by authors such as Phares et al. (2005)ding both mothers and fathers allows
similarities and differences between parents texpgored, whether this is in terms of
mental health symptoms, coping or the influence tieve on child outcomes. Even if for
example, in future research fathers continue tovsteoluced symptoms of disorders such
as PTSD compared to mothers, this tells us songethiportant and interesting about
gender, family roles, coping, cognition, identitydeadjustment which will help when
providing support and therapeutic interventionsféonilies. For example, research
focusing on fathers’ experiences in the NICU hahlghted key roles and needs of
fathers, for example, putting their partner andytfaist, wanting to be included more and

wishing to share their experiences (Jackson e2@03; Lindberg et al., 2007).
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The term ‘family centred care’ within the NICU,used to describe an approach
which has the objective of increasing partnersievieen parents and staff in order to
improve outcomes, for example, parent satisfaaiwh confidence, mental health and
length of stay (Cooper et al., 2007; Griffin, 200&lusky, 2005; Muething, Kotagal,
Schoettker, del Rey, & DeWitt, 2007; Redshaw & Héwni, 2010; Sweeney, 1997; Voos
et al., 2011). With approaches to care and suppdiie NICU aiming to be family-
centred, there is a clear need to include fatmeMICU based research. Inclusion of
fathers in paediatric research will be discussethéu in section 4.7.6 providing

reflections, considerations and ideas for futuoelists.

4.7 Future Research

The literature reviewed and the research findirggetighlighted several important areas

that should be addressed in future research.

4.7.1 Testing the PTG model.

The findings of this thesis indicate the potersgighificant role of intrusive and in
particular, deliberate rumination in the developtmaitrauma and growth. Future studies
with increased power would benefit from examiningtier, the variables that are
significant in the development of PTG. This tkesso found a strong relationship
between deliberate rumination and PTSS which regdirrther exploration as this
potentially challenges the PTG model and raisestopres about the differential role of

intrusive and deliberate rumination.

The findings with regards social support also regjturther examination, as they
challenge an important process described by thedati and Calhoun (2004) model of

PTG. Few studies that have investigated the oglshiip between social support and
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rumination. Consistent with the model of PTG, Moand Shakespeare-Finch (2011) and
Rimé et al. (2010) reported positive correlatiomiilst Benetato (2011) and Cryder et al.
(2006) reported a negative and no relationshipeesvely. These mixed findings warrant
future studies to test these relationships usingitadinal designs and more robust
statistical analysis. Future studies may also wosiise multiple measures of social
support. Furthermore, measures which identifyleliel of self-disclosure may test this

aspect of the PTG model more sensitively.

This thesis has provided further evidence of atpasielationship between PTSS
and PTG, but this was not found for fathers. lulddoe beneficial to examine this
relationship between mothers and fathers in fustwdies, using a larger sample size. The
small sample size of this study may have resuligtie study being underpowered. Larger
scale studies are required to more comprehensaxgipre the role of rumination and

social support in the development of PTSS and PTG.

Prospective or experimental studies using teclesguch as path analysis would
potentially provide important information about ttevelopment of trauma and growth
over time and causal relationships. This is paldity as the model of PTG outlines an

on-going process and this study was only able ptuca one moment in time.

4.7.2 Explaining differences between mothers andttzers.

The findings that mothers experienced more PTSSditl than fathers are
consistent with previous research. The reasonthi®difference, however, are still
unclear. A limitation of this study is the inabjlito account for the potential influence of
birth related factors such as control, pain, typeebvery as well as previous experiences
of trauma. Future studies would benefit from meaguand controlling for these variables

as this may partly explain the difference in PT&88 BTG between mothers and fathers.
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4.7.3 Inclusion of other variables.

Future studies may wish to include measures ofitegrappraisals. This study
did not measure whether the event was perceivaad@asatic by parents, as defined by
criterion A for a formal diagnosis of PTSD. Futstedies may wish to include this in
order to more strictly measure whether the NICU Inaglassed as a potential traumatic
stressor. This would also provide further inforimatabout the relationship between such
appraisals and symptoms of trauma, as previouangséas found PTSS when the event
has not been appraised as traumatic (Soet eDaI3) 2nd vice versa (Zambaldi et al.,

2010), which may challenge the diagnostic critefiRTSD.

The model of PTG also highlights the need for thegttering of assumptions to start
the process of growth. Repeating this study withaddition of a measure of the challenge
to core beliefs, for example, using the Core Bsllakentory (CBI); Cann, Calhoun,
Tedeschi, Kilmer, et al. (2010) would provide atter test of the PTG model.
Furthermore, future studies may wish to considessuees of appraisals relevant to the
population of study, that is, responsibility, egfaions, control and the centrality of the
event (Boals, 2010; Boals & Schuettler, 2011; Beslal., 2010; Czarnocka & Slade,

2000; Pelchat et al., 2003; Schuettler & Boals,1201This may provide information with
regards to differences between mothers and fatdsewgell as about variables potentially

important in the facilitation of trauma and growth.

Using a measure of post-partum depression, whioldawassessment of symptoms
which are a normal part of adaptation following beh of a child (e.g., sleep disturbance)
may be helpful for future studies. The EdinburgistRatal Depression Scale (EPDS)
developed by Cox, Holden, and Sagovsky (1987) dmghis, and has been widely used

in studies investigating postnatal depression ithers (Gibson, McKenzi#IcHarg,
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Shakespeare, Price, & Gray, 2009) as well as iresstodies investigation postnatal
depression in fathers (Matthey, Barnett, Kavan&Hpwie, 2001; Ramchandani, Stein,

Evans, & O'Connor, 2005).

4.7.4 Extending our understanding of PTG.

In order to better understand the potential Impa&TG on parents within
paediatric settings, future research would bemefih focusing on consequences for

adjustment outcomes, beyond that of mental hegitipsoms.

If future research suggests that increases in RIppat positive adjustment,
quality of life and improved functioning, this ireases the value of PTG and the need for
integration of this concept into psychological misdend interventions. Again, the use of
prospective designs will be important when tryingahswer such questions. Exploring
these questions will also provide further inforroatto inform the discussion around the
potentially illusory nature of PTG and ultimatelye&ther it is a helpful or unhelpful

process and outcome for people.

Related to this is the need to develop culturalgvant conceptualisations of PTG.
Splevins, Cohen, Bowley, and Joseph (2010) arduegicas theories of PTG have been
developed in the West, there is a danger of trignighpose theories which are biased to
the conceptions of individualistic societies onestbultures. It is argued that the concept
of growth has the potential to be relevant in mdiferent cultures, but that the use of
instruments developed in the West may not be apitep Therefore, it would be
interesting to explore the experiences of parehfgemature babies in non-western
cultures. The use of qualitative methods may beaa way of finding out whether

concepts of trauma and growth are also relevatitase cultures.

129



4.7.5 Consideration of sample studied.

Future research may wish to compare parent tramth&@ping responses across
low risk and high risk infants, using more competiee measures of infant medical
status. It would also be interesting to repeatthey and include all parents who have
babies admitted onto the NICU to compare parenpserhature babies hospitalised to
other groups (e.g., very low birth weight, extreynew birth weight and term babies with
health problems). This would provide an opportutotlearn about the similarities and
differences between the experiences and needssé thifferent groups of parents. In
addition it might allow greater understanding of thfferent potential contributors to the
experience of trauma and growth, for example, stteged NICU environment, shared
experiences across a ‘diagnostic group’ (e.g., ptera baby) and individual
characteristics of that parent. It would also blptul to repeat this study but include a
comparison group of parents of term babies who weténospitalised as a way of
understanding the contribution of prematurity adch&sion to intensive care in the

development of trauma and growth.

4.7.6 Increasing overall participation and recruitrrent of fathers.

A very important area for future research to coassid how to increase the
inclusion of fathers in studies such as this omhevould be very interesting to ask those
fathers that did not take part, their reasonsHi. tFor example, it may be that the way
this study was described and presented was moraléorientated’ and may have been
interpreted by some fathers as not relevant to th@uomlitative research asking these types
of questions and exploring potential barriers &ahérs taking part in paediatric research

such as this, would be really valuable.
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Based on this study and reflections from previdudiss there are a number of
considerations for increasing participation of &thin paediatric research. Firstly, itis
recommended that it is made clear in the researchrdentation that participants receive,
that the research is interested in both motherdathdrs experiences. Future studies may
wish to make the need for fathers to take part regpdicit (i.e., highlighting previous lack
of participation from fathers, resulting in lesglenstanding of fathers’ experiences).
Costigan and Cox (2001) recommended approachihgratirectly, rather than relying on
mothers to act as gatekeepers. This can be chadem environments such as the NICU
where mothers may be present on the unit moreftthars. Researchers should therefore
make efforts to be available on units at times wiagimers are more likely to be present

(e.g., after normal working hours).

Some NICU'’s or charitable organisations may rurmpsuipgroups specifically for
fathers, which would be a good place to approatttefa about taking part in research.
Research may benefit from asking fathers who hae@qusly had a premature baby
hospitalised to act as an advisor and advocattireoproject. This is in keeping with the
National Health Service’s (NHS) aim to increaseitiwdlvement of service users in
research and service development (Consumers inR&$8arch, 2000). This may
increase the likelihood of fathers taking part.ais et al. (2005) has suggested that
fathers may be more likely to take part in resedrtiey are approached by a male
researcher rather than a female researcher. UWdiynahere seems to be a real need to ask
fathers about their experience of being involvedriapproached about paediatric
research. This information will be vital in impiiag participation in these types of

research studies.

Furthermore, the increased response rate gainedthe second phase of

recruitment which was over a shorter period of fisuggests that it would have been more
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effective to recruit parents using this postal apph throughout. While this method of
implied consent was deemed acceptable by the etbrosittee and local research and
development groups approached within this studyay be that not all hospitals would
accept this procedure. Both approaches have leaefil limitations and future research
may wish to focus on identifying optimum recruitrh@nocedures for use within paediatric
settings. As discussed, consideration of potedifidrences between mothers and fathers

within this is important.

4.8 Conclusions

The thesis aimed to test key aspects of the TedasdhCalhoun (2004) model of
PTG, in mother-father pairs, 4-8 weeks following thscharge of their premature baby
from the NICU or NNU. A secondary aim of the tlsesias to compare levels of PTSS
and PTG in mothers and fathers. Firstly, the i@hghip of both intrusive and deliberate
rumination with PTSS and PTG was investigated a&eosdly, the role of social support
in the development of deliberate rumination was@rad. The significant variables
involved in the development of deliberate ruminatemd PTG were also explored.
Finally, the type of relationship between PTSS Bii6 was explored and differences

between mothers and fathers for the main varialsées examined.

Although based on a small sample and a crossesettilesign, the study provided
preliminary evidence for the increased risk of neoshwho have had a premature baby
hospitalised, developing PTSS. Furthermore, theirigs of this study suggest that
increased PTSS in mothers is significantly assediatith increased PTG, with mothers
reporting significantly increased levels of PTGoald his supports the hypothesis of the
model of PTG, that on-going PTSS are necessarthédevelopment of PTG. In addition

this finding raises questions about the potenifémdnces between the pathways of
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trauma and PTG development for mothers and fathkich is not known to have been
examined previously within parents of prematureiémbThe significant role of
rumination in the development of PTSS and PTG @thmothers and fathers is
highlighted by this study also. Interesting prefhary findings with regards the role of
social support in the development of growth hage &leen found, which do not support

the PTG model’s hypothesis that social supportifat@s the development of PTG.

It is important to acknowledge the study’s methodatal limitations and,
therefore, the results should be taken as prelipjnantative hypotheses to be tested by
larger, more powerful studies. The findings frdwis tstudy do, however, highlight the
potential for parents, particularly mothers, to ex@nce both trauma and growth

symptoms as a result of their experience, whidf theoretical and clinical importance.

It is argued that parents may benefit from prowvissé more comprehensive and
holistic assessments of risk factors and symptdnimrmomood, trauma and potential for
growth whist their baby is in the NICU so that aggrate support or interventions can be
provided. In order to better understand the tbffié needs of mothers and fathers, future

studies need to carefully consider how to incrgestcipation, particularly of fathers.

This study is unique in its investigation of bothSS and PTG in mothers and
fathers of premature babies, hospitalised on a NNUas provided preliminary evidence
for the potentially significant role of ruminatioim, the development of both PTG and
PTSS and it has raised questions with regardsyibethesised role of social support in the
development of PTG. Future studies should beezhout with larger samples, using more
complex designs in order to understand the devetopiof these constructs over time,
comparing mothers and fathers. There is also d teeenderstand which factors explain

the differences found between mothers and fatimettsis study. Lastly, greater
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understanding of the unique experience for pamnt®spitalised, premature babies may

come with comparing outcomes to other groups, fangle, hospitalised term babies.
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Appendix A

DSM-IV Criteria for PTSD Diagnosis

Criterion A; the person has been exposed to ant@razvents that involve actual
or threatened death or serious injury, or a thiee#te physical integrity of oneself
or others and the person’s response involved ietéedings of fear, helplessness
or horror.

Criterion B; the traumatic event is persistenthesgerienced in at least one of the
following ways: 1) Recurrent and intrusive dissiag recollections of the event,
including images, thoughts, or perceptions, 2) Rec distressing dreams of the
event, 3) Acting or feeling as if the traumatic eveere recurring (includes a sense
of reliving the experience, illusions, hallucinai$y and dissociative flashback
episodes, including those that occur upon awakeminvghen intoxicated),
4)Intense psychological distress at exposure tynial or external cues that
symbolise or resemble an aspect of the traumaéinte®) Physiologic reactivity
upon exposure to internal or external cues thabsjize or resemble an aspect of
the traumatic event.

Criterion C; there is persistent avoidance of gtirassociated with the trauma and
a numbing of general responsiveness as indicated least three of the following:
1) Efforts to avoid thoughts, feelings, or convéimsas associated with the trauma,
2) Efforts to avoid activities, places, or peoplattarouse recollections of the
trauma, 3) Inability to recall an important aspeicthe trauma, 4) Markedly
diminished interest or participation in significadtivities, 5) Feeling of
detachment or estrangement from others, 6) Rexdrreinge of affect, 7) Sense of

foreshortened future.
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Criterion D; persistent symptoms of increasing asbindicated by at least two of
the following: 1) Difficulty falling or staying dsep, 2) Irritability or outbursts of
anger, 3) Difficulty concentrating, 4) Hyper-vigilee, 5) Exaggerated startle
response.

In addition to these criteria, for a diagnosi®éogiven the duration of the
symptoms needs to have been more than one montmastchave caused
clinically significant distress or impairment inpartant areas of functioning such
as social or occupational.

Furthermore, PTSD may be specified as acute ifitliation of symptoms is less
than three months or chronic if more than threethonA delayed onset is
specified if the symptoms began at least six moattes the stressor (DSM-IV,

APA, 2000).
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Appendix B

Consent to Share Contact Details Form

Emotional experiences of parents of premature tefan

(Main Investigator: Josie Galpin, Trainee Clini€alychologist)

1. | agree to my name and contact details Pligdtsa box

(telephone number, postal address)

to be passed to the researcher so that they caactome

to discuss the study further.

2. lwould like the researcher to contact me by: Sddaitial boxes you agree to

a. Telephone

b. In person on the ward

c. In person at home

Name of participant Signature Date
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Appendix C

Participant Information Sheet

Emotional experiences of parents of premature tefan

You are being invited to take part in a researadystbout the experience of parents who
have premature babies. This information sheettelillyou about the study so that you are
able to decide whether you would like to take pamot.

What is the purpose of the study?

The aim of the study is to find out more abouteh®tional experiences of mothers and
fathers of babies who are born early (prematurieg. findings of this study will help to
understand more about the experiences of paredtaidirhelp us to identify better ways
of helping and supporting parents.

The study is being completed as part of the rebearscDoctorate in Clinical Psychology
at the University of East Anglia (UEA) where theimeesearcher is studying as a trainee
clinical psychologist.

Why have | been invited?

The study is focused on the experiences of birtthers and fathers (18 years and over) of
premature babies of gestational age 29-36 weekstbfweight higher than 1500g. You
have been invited because you are a parent ofnagbuee baby identified by staff as
matching these criteria.

What does the study involve?

The study involves filling out 6 questionnairesnelwill ask you for some basic
information about yourself and your child. Theethve will ask you about your levels of
distress, mood, the support you have received,ggsayou may have noticed as a result of
your experience and any repetitive thinking youehaeticed related to your experience.
The questionnaires take approximately 45 minuteoioplete in total.

You will be asked to fill these questionnaires between 4 and 8 weeks following the
discharge of your child home.
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You have the choice of having the researcher ptegeist you fill out these
questionnaires. The researcher can meet youraeaanhd place most convenient for you.
You may prefer to fill the questionnaires out witihthe researcher present. In this case,
the questionnaires will be sent to you and you kallprovided with a stamped addressed
envelope to return them once completed.

What do | need to do to take part?

If you are interested in taking part, please cotepleeConsent to Share Contact Details
Sheetand give this back to the nursing staff. The reges will then be able to make
contact with you to discuss the study further.eAiatively, please contact the researcher
directly on the number below.

If you are still happy to take part after you hapeken to the researcher, you will be asked
to sign a consent form agreeing to participatdénstudy. This consent form will also ask
you to confirm that you agree to your GP beingiinfed that you are participating in this
study. Your GP will be informed by a letter. Yaill be asked to give permission for

your GP to release information about the statusaf child to the research team before
you are given the questionnaires. This is requileeito the gap in time between you
consenting to take part in the study and filling the questionnaires.

How will my answers be kept confidential?

The information that you provide will be securelgred and kept anonymous and
confidential. The questionnaires will have numbmrshem, so you do not need to write
your name on them.

What will happen to the results of the study?

The study will be written up as part of the resharts Doctorate in Clinical Psychology.
If you would like, the researcher can send yourarsary of the results.

Are there any risks involved?

Some of the questions may raise concerns for s@ogl@. This is one of the reasons that
the researcher offers to be present when you caengiie questionnaires so that any
concerns or issues raised can be discussed atniie fHowever, you may prefer to
complete the questionnaires without the reseanutesent. If concerns are raised for you
as you complete the questionnaires, please stopleting the questionnaires. Some
people may experience distress or have concemmisaitnpleting the questionnaires.
Support or advice is available through contacting:

* Your GP

» Bliss is a charity that supports premature and Batkes and their families.
o The family support helpline is 0500 618 140
0 The website isvww.bliss.org.uk

« Patient Advice and Liaison Services (PALS) — phouber

* Independent Complaints Advocacy Services (ICAS3450456 1084
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If your responses on the questionnaires indicateai harm to yourself or others, the
researcher will need to inform the research supenand your GP.

What if | do not want to take part?

You do not have to participate in this study andreif you decide to take part you are able
to stop taking part at any time without giving aqplanation. Your decision will not affect
your care or your infants care in the hospitalis®tudy is separate from the hospital.

How do | find out more?

If you are interested in taking part but would ltketalk to someone to find out more, then
the researcher is able to meet you at the hospitadur home or wherever is most
convenient or talk to you on the phone to answgradryour questions. You can contact
the researcher via email or on the phone numbembelr speak to one of the nurses and
fill out the Consent to Share Contact Details Sheet

Dr. Anna Adlam (supervisor for this research) soahvailable by phone (01603 591507)
to discuss the study with you if you would like.

Thank you for considering taking part in this study
Thank you for your time,

Josie Galpin (Trainee Clinical Psychologist)
(07936 292 168

Postgraduate Office,
Elizabeth Fry Building,
University of East Anglia,
Norwich NR4 7TJ

Email address J.Galpin@uea.ac.uk
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Version 3 15/12/11

Appendix D
Participant Consent Form

Emotional experiences of parents of premature tafan

(Main Investigator: Josie Galpin, Trainee CliniBalychologist)

Yes No

1. | confirm that | have read and understand tf@iation sheet version 3

dated (15/12/11) for the above study and | havethadpportunity to

ask questions.

2. lunderstand that my participation is voluntang that | am free to

withdraw at any time without giving a reason anthaut the medical

care or legal rights of me or my child being aféett

3. | agree to my GP being informed of my participationhe study. |

understand that if there are serious concerns abgulgvels of distress

that my GP may need to be informed.

4. | agree for the GP to release details on the stdtosy child to the

research  team before | am given the questicesto complete.
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5. lunderstand that relevant sections of my mediotésand data collectec Yes No

during the study may be looked at by individuatsrirregulatory

authorities or from the NHS Trust where it is relevto my taking part in
this research. | give permission for these indigid to have access to my

records.

6. | agree to take part in the above named study.

7. 1 am willing to be contacted by Dr. Anna Adllar members of her

research team about future studies.

(All studies will be subject to ethical remie@nd approval.)

Name of participant Signature Date

Researcher Signature Date
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Version 2 21/10/11

Appendix E

GP Letter

Dear Dr. XXXXX

I am writing to inform you that your patient, XXXXXX has given consent to participate
in the research study below:

‘Posttraumatic stress and growth symptoms in parehpremature babies: the role of
rumination and social support.’

This study is being carried out in part completidra doctorate in clinical psychology at
the University of East Anglia (UEA).

The study requires participants to complete 6 guesaires, 4-8 weeks following the
discharge of their baby from the neonatal intensas@ unit (NICU).

The researcher will contact the GP surgery beforehe participant is given the
questionnaires to complete, to check the status tife baby. The participant has given
permission for you to release information about thestatus of the baby to the
researcher. A copy of the Consent Form is enclosed.

Participants will also be advised to contact theiGGP in the event of any concerns
about their mental health.

If you would like a copy of the questionnaires avé any questions or concerns, please
contact myself or Dr. Anna Adlam on the number betb@fore the XXDATEXX.

Yours sincerely,

Josie Galpin
Trainee Clinical Psychologist
Dr. Anna Adlam

Clinical Psychologist, Lecturer on Clinical Psyabgy Doctorate, UEA
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Version 1 23/03/12

Appendix F

Covering Letter

Dear XXXXXX

Thank you for consenting to take part in Er@otional Experiences of Parents of
Premature Babies Study

Enclosed is the questionnaire pack for you to cetepl If possible, please try and
complete these questionnaireshin 2 weeksof receiving the pack. Once you have
completed the questionnaires, please return theipabe pre-paid envelope enclosddl.

you decide that you no longer wish to take part inhe study it would be helpful if you
could return the questionnaire pack blank. If I have not received the questionnaire pack
from you within 4-5 weeks of sending it to youeminder letter will be sent to you.

If you become upset or distressed whilst completintdpe questionnaires please stop
completing them. A list of useful contact numbers for places tongaipport is included
in thelnformation Sheetwhich is also enclosed. Furthermore, if you hawe @uestions
please feel free to contact me on the number below.

If you would like to receive a summary of the réswlf this study please indicate this on
the final page of the questionnaire pack.
Thank you again for taking part in this study.

Best Wishes,

Josie Galpin
Trainee Clinical Psychologist
Researcher

(07936 292168)
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Version 1

23/03/12

Appendix G

Reminder Letter

Dear XXXXX
Thank you for consenting to take part in Er@otional Experiences of Parents of
Premature Babies Study

| previously sent you a questionnaire pack to catepl This letter is just to remind you to
complete these questionnaires as soon as you daretamn them in the pre-paid envelope.

If you have decided that you do not wish to taket methe study, it would be helpful if
you could return the questionnaire pack blank.

If you have any questions, do contact me on thebaurbelow.

Thank you again for taking part in this study.

Best Wishes,

Josie Galpin
Trainee Clinical Psychologist
Researcher

(07936 292168)
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Version 2 17/11/12

Appendix H

Covering Letter — Second Recruitment Phase

Dear XXXXX

This pack contains information about a researctlyseing carried out by the University
of East Anglia (UEA) in collaboration with (NAME OROSPITAL). You are being
invited to take part in this study as you have mndgebeen discharged from the
(HOSPITAL NAME's Neonatal Unit). This informatigmack has been sent to all parents
who match the inclusion criteria for this studyg$®low). This research is supported by
(HOSPITAL NAME’s Neonatal Unit) and this pack haseln sent out to parents with the
unit’s permission.

The study is focused on the emotional experientegthh mothers and fathers of
premature babies of gestational age 29-36 weekstbfweight higher than 1500g. You
have been invited to take part because you areeafpaf a premature baby identified by
staff as matching these criteria.

This pack contains a detailddformation Sheet explaining the research as wellta®
sets of questionnaires The study involves both mothers and fatloerspleting a
questionnaire pack eachand returning these in the stamped addressedogre/plovided.

If you would like to take part, please complete guestionnaire pack within 3 weeks of
receiving them and return them in the pre-paid Epeeenclosed. If | have not received
the questionnaire pack from you within 4 weeksesfding it to you, a reminder letter will
be sent to you.

If you do not wish to take part it would be helpiiuyou could return the questionnaire
pack blank. There 3o obligation for you to take part in this study and a decisiohto
take part will not affect your care or your infantare from the hospital.

If you become upset or distressed whilst completintpe questionnaires please stop
completing them. A list of useful contact numbers for places tongaipport is included
in thelnformation Sheet. Furthermore, if you have any questions pleaskffee to
contact me on the number below.

If you would like to receive a summary of the réswf this study please indicate this on
the final page of the questionnaire pack.

Yours sincerely,
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Josie Galpin
Trainee Clinical Psychologist
Researcher

(07936 292168)

SIGNATURE OF HOSPITAL REPRESENTATIVE

NAME OF UNIT MANAGER/REPRESENTATIVE
TITLE

180



Version 4 17/11/12

Appendix |
Participant Information Sheet — Second RecruitmenPhase

Emotional experiences of parents of premature tafan

You are being invited to take part in a researadystibout the experience of parents who
have premature babies. This information sheettelilyou about the study so that you are
able to decide whether you would like to take panot.

What is the purpose of the study?

The aim of the study is to find out more abouteh#tional experiences of mothers and
fathers of babies who are born early (prematureg. findings of this study will help to
understand more about the experiences of paredtaidirhelp us to identify better ways
of helping and supporting parents.

The study is being completed as part of the rebeascDoctorate in Clinical Psychology
at the University of East Anglia (UEA) where theimeesearcher is studying as a trainee
clinical psychologist.

Why have | been invited?

The study is focused on the experiences of birtthers and fathers (18 years and over) of
premature babies of gestational age 29-36 weekstbfweight higher than 1500g. You
have been invited because you are a parent ofnagtuee baby identified by staff as
matching these criteria.

What does the study involve?

The study involves filling out 6 short questioneair One will ask you for some basic
information about yourself and your child. Theeatfive will ask you about your levels of
distress, mood, the support you have received,gdsayou may have noticed as a result of
your experience and any repetitive thinking youehaeticed related to your experience.
The questionnaires take approximately 20-30 minite®mplete in total.

What do | need to do to take part?

Please complete the 6 questionnaires within thetopmnaire pack and return the
questionnaire pack in the pre-paid envelope endlose

How will my answers be kept confidential?

The information that you provide will be securelgred and kept anonymous and
confidential. The questionnaires will have numbmrshem, so you do not need to write
your name on them.
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What will happen to the results of the study?

The study will be written up as part of the resharts Doctorate in Clinical Psychology.
If you would like, the researcher can send yourarsary of the results.

Are there any risks involved?

Some of the questions may raise concerns for s@opel@. If concerns are raised for you
as you complete the questionnaires, please stopleting the questionnaires. Some
people may experience distress or have concemmisaitnpleting the questionnaires.
Support or advice is available through contacting:

e Your GP
» Bliss is a charity that supports premature and satkes and their families.
o The family support helpline is 0500 618 140

0 The website isvww.bliss.org.uk

» Patient Advice and Liaison Services (PALS):
o Norfolk & Norwich Hospital - 01603 289036
o West Suffolk Hospital - 01284 712555
* Independent Complaints Advocacy Services (ICAS343456 1084

If your responses on the questionnaires indicajk kgvels of distress or low mood, the
researcher will write to you, recommending that gouatact your GP.

What if | do not want to take part?

You do not have to participate in this study. Ydacision will not affect your care or
your infants care in the hospital.

How do | find out more?

You can contact the researcher via email or ophosne number below, or speak to
NAMED REPRESENTATIVE OF HOSPITAL. Dr. Anna Adlamupervisor for this
research) is also available by phone (NUMBER) szadi$s the study with you if you
would like.

Thank you for considering taking part in this study
Thank you for your time,

Josie Galpin (Trainee Clinical Psychologist)
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Version 2 25/11/11

Appendix J
Participant and Infant Information

Emotional experiences of parents of premature tafan

For the purpose of this study, it is helpful if yate able to provide us with particular
information about you, your child and your famillf.you do not wish to answer a
question however, you do not have to.

1. What was your child’s weight at birth?

2. At what gestational age was your child born?

3. How many weeks and days was your child hospitalise?i((e.g., 1 week and 2
days)

4. Please list any health problems your child expegdrnwhen born and indicate
which, if any, are still present. Please indicakeéch are still present by marking a
[P] following the health problem.
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5. What is your gender?

|:| Male

[ ] Female

6. What is your age?

7. What is your marital status?
[ ] Married/Civil Partner

|:| Partner

|:| Separated
|:| Divorced
[ ] widowed

|:| Single

8. Number of children (before birth of new born)?
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9. What is your ethnic origin?
Please tick the appropriate box to indicate yolnietgroup:

wish

[]

o000 dodooddod oo oo

Asian or Asian British —Bangladeshi
Asian or Asian British — Indian
Asian or Asian British — Pakistani
Black or Black British — African
Black or Black British — Caribbean
Chinese

Mixed — White and Asian

Mixed — White and Black African
Mixed — White and Black Caribbean
Other Asian background

Other Black background

Other Ethnic background

Other Mixed background

Other White background

White - British

White - Irish

Prefer not to say

If any ‘Other’ category ticked, please specifyau
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10. Age at which left full time education

[ ]Under 15

[ ]16

[ 118

[ ]18+

|:| Currently in education
11.Please indicate if you have previously been diagdegath any of the following

mental health difficulties. Tick all that apply.

[ ] Depression

D Posttraumatic Stress Disorder (PTSD)
Anxiety Disorder

Other (please state)

None

OO O
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Appendix K

Posttraumatic Growth Inventory

Indicate for each of the statements below the aetgrevhich this change occurred in your
life asa result of your experiences of having a premature baby on the Neonatal Ward,

using the following scale.

0= I did not experiencethis change.
1= 1 experienced this change toery small degree.
2= | experienced this change tsmall degree.
3= | experienced this change tonaderate degree.
4= | experienced this change tgreat degree.

5= | experienced this change toery great degree.

1. 1 changed my priorities about what is importariife.

0 1 2 3 4 5

2. | have a greater appreciation for the value pbmn life.

3. I developed new interests.
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0= I did not experiencethis change.

1= 1 experienced this change toery small degree.

2= | experienced this change tgraall degree.

3= | experienced this change tonaderate degree.

4= | experienced this change tgreat degree.

5= | experienced this change toery great degree.

6. | more clearly see that | can count on peoplémnes of trouble.
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12.

13.

14.

15.

16.

17.

18.

0= I did not experiencethis change.

1= 1 experienced this change toery small degree.

2= | experienced this change tgraall degree.

3= | experienced this change tonaderate degree.

4= | experienced this change tgreat degree.

5= | experienced this change toery great degree.

| am better able to accept the way things veaortk

0 1 2 3 4 5

| can better appreciate each day.

I have a stronger religious faith.
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0= I did not experiencethis change.

1= 1 experienced this change toery small degree.

2= | experienced this change tgraall degree.

3= | experienced this change tonaderate degree.

4= | experienced this change tgreat degree.

5= | experienced this change toery great degree.

19. | discovered that I'm stronger than | thoughak.

21. | better accept needing others.
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Appendix L
IMPACT OF EVENT SCALE- REVISED
INSTRUCTIONS: Below is a list of difficulties people sometimeasvie after stressful life
events. Please read each item, and then indicatalistressing each difficulty has been
for youDURING THE PAST SEVEN DAYS with respect tyour experience of having

a premature baby on the Neonatal Wardwhich occurred between and

How much were you distressed or bothered by théeutties?

Not at all | A little bit | Moderately| Quite a bit Extremel

Any reminder brought back
feelings about it.

| had trouble staying asleep.

Other things kept making me
think about it.

| felt irritable and angry.

| avoided letting myself get
upset when | thought about
it or was reminded of it.

| thought about it when |
didn't mean to.

A

| felt as if it hadn’t happene
or wasn'’t real.
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Not at all

A little bit

Moderately

Quite a bit

Extremely

| stayed away from
reminders of it

Pictures about it popped int
my mind.

| was jumpy and easily
startled.

| tried not to think about it.

| was aware that | still had &
lot of feelings about it, but |
didn't deal with them.

My feelings about it were
kind of numb.

| found myself acting or
feeling like 1 was back at
that time.

| had trouble falling asleep.

| had waves of strong
feelings about it.

| tried to remove it from my
memory.

| had trouble concentrating.
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Not at all A little bit | Moderately Quite a bit| Extremely

Reminders of it caused me
to have physical reactions,
such as sweating, trouble
breathing, nausea, or a
pounding heart.

| had dreams about it.

| felt watchful and on-guard

| tried not to talk about it.
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Event-Related Rumination Inventory

Appendix M

After an experience like the one you have Heavifrg your premature baby hospitalised
on the Neonatal Ward) people sometimes, but not always, find themsehaeng
thoughts about their experience even though thejt thy to think about it. Indicate for
the following items how often, if at all, you hdtetexperiences describddring the

weeks immediately after the birth of your child.

Not at all

Rarely

Sometime

Often

\"ZJ

| thought about the event when |

did not mean to.

Thoughts about the event cam
to mind and | could not stop
thinking about them.

e

Thoughts about the event
distracted me or kept me from
being able to concentrate.

| could not keep images or
thoughts about the event from
entering my mind.

Thoughts, memories, or image
of the event came to mind eve
when | did not want them.

=

Thoughts about the event
caused me to relive my
experience.

Reminders of the event brough
back thoughts about my
experience.

—

| found myself automatically
thinking about what had
happened.

Other things kept leading me t
think about my experience.

| tried not to think about the
event, but could not keep the
thoughts from my mind.
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After an experience like the one you have Heavifrg your premature baby hospitalised

on the Neonatal Intensive Care Unit (NI CU)) people sometimes, but not always,
deliberately and intentionally spend time thinkadgput their experience. Indicate for the
following items how often, if at all, you delibeedy spent time thinking about the issues
indicated during theveeks immediately after the birth of your child.

Not at all Rarely Sometime Often

\*2)

| thought about whether | could
find meaning from my
experience.

| thought about whether changes
in my life have come from
dealing with my experience.

| forced myself to think about
my feelings about my
experience.

| thought about whether | have
learned anything as a result of
my experience.

| thought about whether the
experience has changed my
beliefs about the world.

| thought about what the
experience might mean for my|
future.

| thought about whether my
relationships with others have
changed following my
experience.

| forced myself to deal with my
feelings about the event.

| deliberately thought about how
the event had affected me.

| thought about the event and
tried to understand what
happened.
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Appendix N

Crisis Support Scale (adapted)

(Joseph et al., 1992)

We are interested in the help that you receiveoh flamily and friends following your
experience of having a premature baby on the Nabhdensive Care Unit (NICU).
Please answer the questions that follow by cirdireggappropriate number from the scale
below:

1 = Never

2 = Very seldom
3 = Seldom

4 = sometimes
5 = Often

6 = Very often

7 = Always

1. Whenever you wanted to talk, how often was thernsesme willing to listen just after
the birth?
1 2 3 4 5 6 7

2. Whenever you want to talk, how often is there sameeaailling to listen at the present
time?
1 2 3 4 5 6 7

3. Did you have personal contact with other parenth wisimilar experience just after
the birth?
1 2 3 4 5 6 7

4. Do you have personal contact with other parents aisimilar experience at the
present time?
1 2 3 4 5 6 7

5. Were you able to talk about your thoughts and feslijust after the birth?
1 2 3 4 5 6 7

6. Are you able to talk about your thoughts and fegiat the present time?
1 2 3 4 5 6 7

7. Were people sympathetic and supportive just afieibirth?
1 2 3 4 5 6 7

8. Are people sympathetic and supportive at the ptdsan?
1 2 3 4 5 6 7
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9. Were people helpful in a practical sort of way jafser the birth?
1 2 3 4 5 6 7

10. Are people helpful in a practical sort of way & firesent time?
1 2 3 4 5 6 7

11.Did people you expected to be supportive make gelorse at any time just after
the birth?
1 2 3 4 5 6 7

12.Do people you expect to be supportive make youvieese at any time at the present

time?
1 2 3 4 5 6 7

13.Overall, were you satisfied with the support yocereed just after the birth?
1 2 3 4 5 6 7

14.Overall, are you satisfied with the support youraeeiving at the present time?
1 2 3 4 5 6 7
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Appendix O

Center for Epidemiologic Studies Depression Scal€ES-D)

Date:

Below is a list of some of the ways you may havedebehaved. Please indicate how

often

you.ve felt this way during thegast week Respond to all items.

Place a check mark £) in the
appropriate column.

During the past week...

Rarely or
none of
the time

(less than

1 day)

Some or a
little of
the time

(1-2 days)

Occasionall
y or
a moderate
amount of
time
(3-4 days)

All of
the
time
(5-7
days)

1. I was bothered by things that

usually don’t bother me.

2. 1 did not feel like eating; my
appetite was poor.

3. | felt that | could not shake
off the blues even with help
from my family.

4. | felt that | was just as good
as other people.

5. I had trouble keeping my
mind on what | was doing.

6. | felt depressed.

7. | felt that everything | did wa
an effort.

[72)

8. | felt hopeful about the future.

14

9. | thought my life had been a
failure.

10. | felt fearful.

11. My sleep was restless.

12. 1 was happy.

13. | talked less than usual.

14. | felt lonely.

15. People were unfriendly.
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16. | enjoyed life.

17. I had crying spells.

18. | felt sad.

19. | felt that people disliked
me.

20. I could not "get going."
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Appendix P

Letter of ethical approval for first and
second recruitment phases

AHS!

Health Research Authority

NRES Committee East of England - Hertfordshire
Victoria House

Capital Park

Fulbourn

Cambridge

CB21 5XB

" ‘Telephone: 01223 597750
Facsimile: 01223 507645

s

13 January 2

01 : -
\% . i
pi

Miss J
Unif8rSity bivEast Anglia
RQQ) edicine, Health Policy and Practice :
% R4 7TJ
Dear Miss Galpin
Study title: Posttraumatic stress and growth symptoms in parents
of premature infants: the role of rumination and social
support.
REC reference: 11/EE/0383

Thank you for your letter of 15 December 2011, responding to the Committee’s request for
further information on the above research and submitting revised documentation.

The further information has been considered on behalf of the Committee by the Vice-Chair.

Confirmation of ethical opinion
On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the
above research on the basis described in the application form, protocol and supporting
documentation as revised, subject to the conditions specified below.
Ethical review of research sites
NHS sites
The favourable opinion applies to all NHS sites taking part in the study, subject to

~ management permission being obtained from the NHS/HSC R&D office prior to the start of
the study (see "Conditions of the favourable opinion" below).
Conditions of the favourable opinion

The favourable opinion is subject to the following conditions being met prior to the start of
the study.

Management permission or approval must be obtained from each host organisation prior to
the start of the study at the site concerned.

Management permission ("R&D approval) should be sought from all NHS organisations
involved in the study in accordance with NHS research governance arrangements.

A Research Ethics Committee established by the Health Research Authority
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Guidance on applying for NHS permission for research is available in the Integrated
Research Application System or at http://www.rdforum.nhs.uk.

Where a NHS organisation’s role in the study is limited to identifying and referring potential
participants to research sites ("participant identification centre"), guidance should be sought
from the R&D office on the information it requires to give permission for this activity.

For non-NHS sites, site management permission should be obtained in accordance with the

procedures of the relevant host organisation.

Sponsors are not requiréd to notify the Committee of approvals from host organisations

It is the responsibility of the sponsor to ensure that all the conditions are corﬁplied
with before the start of the study or its initiation at-a particular site (as applicable).

Approved documents

The final list of documents reviewed and approved by the Committee is as follows:

Covering Letter - email from Josie Galpin 25 November 2011

Covering Letter - listing revised documentation 2 '

Evidence of insurance or indemnity - Zurich Municipal 23 August 2011

GP/Consultant Information Sheets 2 21 October 2011

Investigator CV - Miss Josie Galpin 30 August 2011

Investigator CV - Kiki Mastroyannopoulou )

Investigator CV - Dr Anna Adfam

Letter from Sponsor - University of East Anglia 23 August 2011

Other: '‘Covering letter of revised documentation’ 25 November 2011

Other: Email from Josie Galpin - evidence of having gained advice 25 November 2011

about the marital status options in the questionnaire

gs{taiicl:;pant-Consent Form: Appendix B. Consent to share contact |1 30 August 2011

Participant Consent Form 3 15 December 2011

Participant Information Sheet 3 15 December 2011

Protocol 1 30 August 2011

Questionnaire: Appendix F. Posttraumatic Growth Inventory (validated)

Questionnaire: Appendix |. Crisis Support Scale (validated)

Questionnaire: Centre for Epidemiologic Studies Depression Scale |(validated)

Questionnaire: Participant and Infant Information 2 25 November 2011

Questionnaire: Event-Related Rumination Inventory (validated)

Questionnaire: Impact of Events Scale - revised (column headings

are correct when JG prints out)

REC application - IRAS Parts A&B 82912/246584/1/303 06 September 2011

Response to Request for Further information - from Josie Galpin 30 November 2011

gesponse to Request for Further Information - from Miss Josie 15 December 2011
alpin

Surr‘:mary/Synopsis - Postal Participation 1 09 September 2011

Summary/Synopsis - Non-postal participation 1 09 September 2011

A Research Ethics Committee established by the Health Research Authority
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Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees and complies fully with the Standard Operating Procedures for
Research Ethics Committees in the UK.

After ethical review

Reporting requirements

The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

Notifying substantial amendments

Adding new sites and investigators
Notification of serious breaches of the protocol
Progress and safety reports

Notifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.

Feedback

You are invited to give your view of the service that you have received from the National
Research Ethics Service and the application procedure. If you wish to make your views
known please use the feedback form available on the website.

Eurther information is available at National Research Ethics Service website > After Review

[11/EE/0383 Please qudte this number on all correspondence |

With the Committee's best wishes for the success of this project

Yours sincerely

@gﬁé&m&éﬁ

r Steve Eckersall
Chair

Email: april. saunders@eoe.nhs.uk

Enclosures: “After ethical review — guidance for researchers”

A Research Ethics Commitiee established by the Health Research Authority
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NHS

Health Research Authority

NRES Committee East of England - Hertfordshire

Victoria House
Capital Park
Fulboum
Cambridge
CB21 5XB

Tel: 01223 597733
Fax: 01223 597645

27 November 2012
(Reissued to record there were no ethical issues)

Miss Josie Galpin
University of East Anglia
School of Medicine, Health Policy and Practice

Norwich

NR4 7TJ

Dear Miss Galpin

Study title: Posttraumatic stress and growth symptoms in parents of
premature infants: the role of rumination and social
support.

REC reference: 11/EE/0383

Amendment number: Amendment #3 (Substantial)

Amendment date: 17 November 2012

Amendment summary: Change to the protocol. Previously parents were being recruited to

the study whilst their child was still in the neonatal unit. To improve
efficiency, reduce the burden on the unit and reduce intrusion for
parents, this amendment proposes to send information about the
study to parents immediately after their child's discharge from the
unit (to ensure the status of the child's health is known). Return of a
completed questionnaire will imply consent. Changes will be made
to IRAS sections A6-2 (Recruitment), A13 (Summary of Design and
Methodology), A18(Procedures), A26 and A30-1. The original aim
was to recruit 43 pairs of patients. The amended calculation
requires 37 pairs to be recruited.

The above amendment was reviewed on 28 November 2012by the Sub-Committee in
correspondence.

Ethical opinion
There were no ethical issues.
The members of the Committee taking part in the review gave a favourable ethical opinion

of the amendment on the basis described in the notice of amendment form and supporting
documentation.
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Appendix Q

Research & Development Approval

Cambridge University Hospitals NHS

NHS Foundation Trust

Research and Development Department

R&D ref: A092355 Ot 204
Addenbrooke's Hospital
Hills Road
3 February 2012 Cambridge
CB2 0QQ
Tina Pollard Direct Dial: 01223 348492 Ext 58492
Special Care Baby Unit Switchboard: 01223 245151
Rosie Hospital E-mail: nirvana.croft@addenbrook
Box 226 r&denquiri nbrookes.nhs.uk
Cambridge www.addenbrookes.org.uk
CB2 2QQ

Dear Miss Pollard

Re: 11/EE/0383 Posttraumatic stress and growth symptoms in parents of
premature infants: the role of rumination and social support

In accordance with the Department of Health's Research Governance Framework for Health
and Social Care, all research projects taking place within the Trust must receive a favourable
opinion from an ethics committee and approval from the Department of Research and
Development (R&D) prior to commencement.

R&D have reviewed the documentation submitted for this project, and has undertaken a site
specific assessment based on the information provided in the SSI form, and I am pleased to
inform you that we have no objection to the research proceeding within Cambridge University
Hospitals NHS Foundation Trust.

Sponsor: University of East Anglia
Funder: Own Account

End date: 28/09/2012

Protocol: version 1 dated 30 August 2011

The project must follow the agreed protocol and be conducted in accordance with all Trust
Policies and Procedures especially those relating to research and data management.

You and your research team must ensure that you understand and comply with the
requirements of the NHS Confidentiality Code of Practice and the Data Protection Act 1998 and
are aware of your responsibilities in relation to the Human Tissue Act 2004, Good Clinical
Practice, the NHS Research Governance Framework for Health and Social Care, Second Edition
April 2005 and any further legislation released during the time of this study.

Members of the research team must have appropriate substantive or honorary contracts with
the Trust prior to the study commencing. Any additional researchers who join the study at a
later stage must also hold a suitable contract.

If the project is a clinical trial under the European Union Clinical Trials Directive the
following must also be complied with:

V6 April 09

Innovation and excellence in health and care Addenbrooke’s Hospital | Rosie Hospital
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Cambridge University Hospitals m

NHS Foundation Trust

- the EU Directive on Clinical Trials (Directive 2001/20/EC) and UK's implementation of the
Directive: The Medicines for Human Use (Clinical Trials ) Regulations 2004;

- the EU Directive on Principles and Guidelines for Good Clinical Practice (EU Commission
Directive 2005/28/EC); and UK'’s implementation of the Directive: The Medicines for Human
Use (Clinical Trials) Amendment Regulations 2006;

Amendments

Please ensure that you submit a copy of any amendments made to this study to the R&D
Department.

Annual Report
It is obligatory that an annual report is submitted by the Chief Investigator to the research
ethics committee, and we ask that a copy is sent to the R&D Department. The yearly period

commences from the date of receiving a favourable opinion from the ethics committee.

Please refer to our website www.cuh.org.uk/research for all information relating to R&D
including honorary contract forms, policies and procedures and data protection.

Should you require any further information please do not hesitate to contact us.

Yours sincerely

Louise Stockley
Research governance Manager

V6 April 09
Innovation and excellence in health and care Addenbrooke’s Hospital | Rosie Hospital
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Research & Development Approval — West Suffolk Hiasp

R&D Office

West Suffolk Hospital
Bury St. Edmunds

IP33 2Qz

Tel: 01284 712790

Email: R&D@wsh.nhs.uk

For urgent enquiries when the office is not staffed contact
the Papworth R&D Department on Tel: 01480 364448.
13th February 2012

Miss Josie Galpin
University of East Anglia
School of Medicine

Health Policy and Practice
Norwich

NR4 7TJ

Dear Miss Galpin

Post-traumatic stress and growth symptoms in parents of premature infants: the role of
rumination and social support

R&D Ref: 2011WCHO005 MREC Ref: 11/EE/0383

I am writing to confirm that the above project was reviewed by West Suffolk Hospital NHS Trust
Research Operational Committee and has Trust Approval to proceed. Documents reviewed were
those listed below:

- Protocol V1 30" August 2011

— NHS REC Form & SSIF form

— Patient Information Sheet V3 15" December 2011
— Consent Form V3 15" December 2011
— Consent to pass information Vi 30" August 2011

—  GP Letter V2 21 October 1011

— Infant Information V2 25" November 2011
— Ethics Approval Letter 13" January 2012

You are reminded that the study must follow the approved protocol and that any proposed
amendments must be submitted for review via the West Suffolk Hospital R&D Office for
subsequent trust approval.

Approval is subject to compliance with the attached standard terms and conditions for research.
You are required to comply in a timely manner with the project monitoring and auditing
requirements of the Trust and may be asked to provide non-confidential information on the outputs
and impact of the research.

We require that you sign, date and return the duplicate copy of this letter to the West Suffolk
Hospital R&D Office to confirm your compliance with the Trust Policy and Procedures on Research
Governance.

Yours sincerely

Dr Victoria Stoneman

Research & Development Manager
CC — Sharon Farthing — Neonatal Lead
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Research & Development Approval — Norfolk & Norwidmiversity Hospital

Our Vision . . . .
C.) To proid eery patie: Norfolk and Norwich University Hospitals
; for those we love the most NHS Foundation Trust
Dr Paul Clarke Research & Development Office
. . . . Level 3 East
Norfolk and Norwich University Hospitals ool & Norwich University Hospitals NHS Foundation Trust
NHS Foundation Trust Colney Lane
Neonatal Intensive Care Unit N’;T;V@
Level 3 West Block
Colney Lane direct dial: 01603 287806
Norwich directfax: 01603 289800
e-mail: rdoffice@nnuh.nhs.uk
NR4 7UY website: www.nnuh.nhs.uk

02 March 2012

Dear Dr Clarke,

Re: R&D Reference Number: 2011PAED18S (149-10-11)
Project Title: Posttraumatic stress and growth symptoms in parents of premature
infants: the role of rumination and social support

| am pleased to inform you that the above project, and amendment 1, has been given full NHS
permission for research at Norfolk & Norwich University Hospitals NHS Foundation Trust.

This NHS permission for research has been granted on the basis described in the application
form, protocol and supporting documentation. The agreed total local recruitment target for
your study is 10-11 mother-father pairs.

The documents reviewed were:

Document Version No Date
Advertisement Poster (Amendment 1) 1 17/01/2012
Questionnaire Impact of Events Scale - revised
Questionnaire Event Related Rumination Inventory Validated

Measure
Questionnaire Participant and Infant Information 2 25/11/2011
Questionnaire Centre for Epidemiologic Studies Validated

Depression Scale
Questionnaire Crisis Support Scale Validated
Questionnaire Post traumatic Growth Inventory Validated
GP Letter 2 21/10/2011
Consent Form Consent to share contact details 1 30/08/2011
Consent Form 3 15/12/2011
PIS 3 15/12/2011
Protocol 1 30/08/2011

| have enclosed two copies of the Standard Terms and Conditions of Approval. Please sign
both copies returning one copy to the Research Governance office at the above address and
keeping the other in your study file. Failure to return the standard terms and conditions may
affect the conditions of approval.

Please note, under the agreed Standard Terms and Conditions of Approval you must

inform the R&D department of any proposed changes to this study and submit annual
progress reports to the R&D department.

Norfolk & Norwich University Hospitals NHS Foundation Trust
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If you have any queries regarding this or any other project please contact Clare Collum,
Research Facilitator, at the above address. Please note, the reference number for this study is
2011PAED18S (149-10-11) and this should be quoted on all correspondence.

Yours sincerely

Professor Krishna Sethia

Medical Director

Enc

Carbon Copy: (Cl) Miss Josie Galpin
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Research & Development Approval — Ipswich Hospital

Shelia Gauld

Ward Manager

Framlingham Neonatal Unit-N N U
C364

Dear Shelia

R&D Ref: 2011/086
CSP Ref: N/A
UKCRN Ref: N/A
Short Title: PTSS

The Ipswich Hospital [ﬂlﬁ

Research & Development Office
Post Bag Code C361

The Ipswich Hospital

Heath Road

Ipswich

Suffolk

IP4 5PD

Tel: 01473 704343
Fax: 01473 702206

Email; research.office@ipswichhospital nhs.uk

22 March 2012

Our Reference:2011/086 FF

Title: Posttraumatic stress and growth in parents of premature of preterm infants

The study has been reviewed at the Research Assessment Team meeting.

| am pleased to confirm that the above study has been given Trust Approval.

Any researcher(s) whose substantive employer is not The Ipswich Hospital NHS Trust must
have a Letter of Access or Honorary Research contract before coming on site to conduct their
research in this project. Please note that you cannot take part in this study until you have this
documentation. If a Letter of Access / Honorary Research Contract has not been issued please

contact us immediately.

Please find attached a copy of the following REC Approval letters which our approval refates to:
REC Approval Letter dated 13 Januaruy 2012
REC Approval Letter dated 07V Febuary 2012

The Chief Investigator Josie Galpin
The Local Collaborater Sheila Gauld
Sponsor(s) | UEA
Funder(s) | N/A

Approval Date Ref/Signed by
: : 13 January 2012 East of England —
The Project had ethical approval on Herifordshine
REC reference 11/EE/0383
13 January 2012 East of England -

The current approved protocol is v1.0

All correspondence relating to Research must be addressed to the R&D Office

(see address at top of letter)
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 dated 30 August 2011 Hertfordshire

REC reference 11/EE/0383

This approval is conditional on the fellowing:

a)

b)
c)

d)

You must ensure that you and your research team have read, understood and follow the
Research Management & Governance Manual - Standard Operating Procedures
(available on the Research & Development page on the Intranet or by request from the
Research Office).

Flease note that SOP004-007 apply to approved research.

The research is conducted in accordance with any project-specific agreement (attached to this
letter if applicable). If the agreement identifies the Trust as a responsible party then that
responsibility is delegated to yourself. You may wish to further delegate this to someone else
but this must be recorded in your Site File in the ‘Delegation Log'. In the event that you do not
wish to accept responsibility then you must inform the Research Office as soon as possible. If
the Trust cannot identify someone who is willing and able to accept a delegated responsibility
then the Trust Approval will be suspended.

The appropriate headed paper must be used and it is the responsibility of the Principal
Investigator to ensure that this is done.

If you andlor your research team have not had Good Clinical Practice (GCP) training, please contact
the Research Office who are arranging in-house training with an external trainer for research active

staff.

May | take this opportunity to wish you well with this piece of research,

Yours sincerely

ezl

Frances Farnworth

cc (by email)

Chief Investigator

Josie Galpin

Sponsor's Representative
Sue Steel - UEA

All correspondence relating to Research must be addressed to the R&D Office
(see address at top of letter)
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Appendix R

Research & Development Approval — Second PhasauReent

Qur Vision . . . .
6 To rovide evry ptent Norfolk and Norwich University Hospitals [1'/5~Y
with the care we want
for those we love the most NHS Foundation Trust
Research & Development Office
Level 3 East
Dr Paul Clarke Norfolk & Norwich University Hospitals NHS Foundation Trust
. . . . Colney Lane
Norfolk and Norwich University Hospitals fémch
NHS Foundation Trust NR4 7UY
Neonatal Intensive Care Unit direct dial 01603 267806
ial.
Level 3 West Block directfax: 01603 289800
Colney Lane e-mail: rdoffice@nnuh.nhs.uk
Norwich website: www.nnuh.nhs.uk
NR4 7UY

07 December 2012

Dear Dr Clarke,

Re: R&D Reference Number: 2011PAED18S (149-10-11)
Project Title: Posttraumatic stress and growth symptoms in parents of premature
infants: the role of rumination and social support

Thank you for recent correspondence regarding amendment 03. It was noted that the
amendment has already received a favourable opinion from the NRES Committee East of
England - Herfordshire.

Following review of the documentation | am pleased to inform you that there is no objection to
this amendment.

The documents reviewed are as follows;

* Protocol, version 2, 30 August 2011

e Letter of invitation, version 2, 17 November 2012

* PIS, version 4, 17 November 2012
If you have any queries regarding this or any other project please contact Clare Collum,
Research Facilitator, at the above address. Please note, the reference number for this study is
2011PAED18S (149-10-11) and this should be quoted on all correspondence.

Yours sincerely

& M Fugbiens

Kath Andrews
Research & Development Manager

Carbon Copy: (Cl) Miss Josie Galpin: J.Galpin@uea.ac.uk

Norfolk & Norwich University Hospitals NHS Foundation Trust
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West Suffolk m

NHS Foundation Trust

R&D Office

West Suffolk Hospital
Bury St. Edmunds
IP33 2QZ

Tel: 01284 712790

Email: R&D@wsh.nhs.uk

For urgent enquiries when the office is not staffed contact
the Papworth R&D Department on Tel: 01480 364448,
18" December 2012

Miss Josie Galpin
University of East Anglia
School of Medicine

Health Policy and Practice
Norwich

NR4 7TJ

Dear Miss Galpin

Post-traumatic stress and growth symptoms in parents of premature infants: the role of rumination
and social support

R&D Ref: 2011WCH005 MREC Ref: 11/EE/0383
| am writing to confirm that the substantial amendment to the above project has been reviewed by West

Suffolk Hospital R&D Department and agreed for implementation in the Trust by the Research Operational
Committee. Documents reviewed were those listed below:

Amendment 3

Protocol V2 17" November 2012
Patient Information Sheet V4 17" November 2012
Invitation Letter - Covering Letter V2 17" November 2012
Ethics Approval Letter 27" November 2012

Approval is subject to compliance with the standard terms and conditions notified at the time of Trust
approval.

We require that you sign, date and return the duplicate copy of this letter to the West Suffolk Hospital
R&D Office to confirm your compliance with the Trust Policy and Procedures on Research Governance.

Please do not hesitate to contact the R&D Office should you require any further information.

Yours sincerely

’X&UCU‘\'”

W Dr Victoria Stoneman
Research & Development Manager

CC - Sharon Farthing — Neonatal Lead

\ 3
Putting you fivst

University of Cambridge Associate Teaching Hospital
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Appendix S
Summary of Findings

Dear

Thank you for taking part in the Emotional Expedes of Parents of Preterm Infants
study. As requested, here is a brief summaryefitidings of this study.

The birth and hospitalisation of a premature baylwe traumatic for parents. One of the
aims of this study was to explore the levels ottfpasmatic stress symptoms (PTSS) in
both mothers and fathers who have had this expeziefhe study was also interested in
the potential positive psychological changes tleatpte can experience when they have
been through a distressing and traumatic evenis i$italled posttraumatic growth (PTG).
Examples of PTG include, having a greater appreciaif life and feeling stronger as a
person.

The study aimed to recruit mother-father pairsamplete 6 questionnaires each. Parents
were recruited from 4 neonatal units within Easgkan The study aimed to recruit a
minimum of 37 mother-father pairs. Thirty mothatker pairs returned completed
guestionnaires. Twenty-three mothers also retucoeapleted questionnaires. Therefore
53 mothers and 30 fathers took part.

The study wished to compare levels of PTSS and Bdi@een mothers and fathers and
test a theoretical model of PTG. In this studythmecs reported significantly higher levels
of trauma symptoms and growth symptoms than fathers

Factors such as levels of rumination and socigbstpvere also explored within this
study. Rumination means repetitive thinking. Tstisdy investigated two types of
rumination, intrusive and deliberate. Intrusivéers to repetitive thinking that is not under
our control. Deliberate rumination refers to detdite attempts to try and make sense of
what has happened. Intrusive rumination was reéltérauma symptoms. Deliberate
rumination was related to growth symptoms. Thggests that rumination may be an
important process in the development of both traanthgrowth symptoms. Mothers
tended to experience higher levels of both intreisind deliberate rumination than fathers.

Both mothers and fathers reported similar levelsazial support, with parents reporting
generally good levels of support. The less saigport parents reported having, the more
deliberate rumination they reported. It could that tack of support triggered the need for
parents to make sense of what happened. This tebéstested by future research
however.

For mothers, the more trauma symptoms they expmterihe more growth symptoms
they experienced. This suggests that some levdibtess is needed for growth to occur.
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This was not found for fathers. This could be lisestrauma and growth symptoms were
not high enough in fathers to find this relatioqpshi

Future research needs to explore why there igltfiezence between mothers and fathers.
The birth experience unique for mothers may paytatplain this. It is important to find
out what effect the experience of growth might hamegeople’s quality of life and well-
being also.

This study demonstrated that parents can experigoitenegative and positive
experiences following the birth and hospitalisatbdrtheir premature infant. Clinicians
need to be aware of this when working with parefiise findings support the need for
comprehensive assessments of parents’ needs aedesmqes whilst their child is on the
NICU and following discharge home. Fathers are alsder represented in paediatric
research and therefore future studies need toa®nisow to increase the participation of
fathers.

Thank you again for taking part and | hope that fyiod the results interesting.

Yours sincerely,

Josie Galpin
Trainee Clinical Psychologist

University of East Anglia (UEA)
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Appendix T

Skewness and Kurtosis

Skewness & kurtosis for all data

Variable Parent (M = Z (Skewness)
Mother, F = p<.01
Father)

PTGI M -.90

F 52
IES-R M 4.24*
F 2.75%

ERRI - | M 40
F 1.78

ERRI-D M 1.11
F 1.67
CSS M -2.15
F -2.15
CES-D M 3.05*
F 5.74*

Z (Kurtosis)
P<.01

-1.14
-.34
2.92%
15
-1.99
-.84
-1.17
-.66

.60
.78
.00
.78

*significant at p<.01 indicating scores above 20582.58
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Appendix U
Histograms of Main Variables

Histogram 1
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Histogram 3

Mothers - IES-R Total

Histogram

ParticipantGender= Female. for ParticipantGender= Female

20 Mean = 15.23
Stdl. Dev. = 15516
M =53
15
o
[*]
=
[ 1]
=
= 10
L=
[ 1.
-
o I T T
0.00 20.00 40.00 50.00 80.00
IESRTotal
Histogram 4

Fathers — IES-R Total

Histogram

ParticipantGender= Male. for ParticipantGender= Male

20 Mean = 10.79
Stel. Dev. = 12.979
M =30
15—
=
(1)
c
@
=
= 10
L
[ 1
5_ —l—‘
o T T T T
0.00 20.00 40.00 £0.00 80.00
IESRTotal

217



Histogram 5

Mothers — ERRI — Intrusive
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Histogram 7

Mothers — ERRI - Deliberate

Frequency
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Histogram 9

Mothers — CSS Total
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Histogram 10
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Histogram 11

Mothers — CES-D Total

Mean = 11.95
Std. Dev. = 9.568
M=53
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Graphl

Correlation between intrusive rumination and PTB$0thesis 1a)

IESRTotal

Appendix V

Scatterplots for All Data
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Graph 2

Correlation between deliberate rumination and PR@pthesis 2b)
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Graph 3

Correlation between intrusive rumination and PTG
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Graph 4

Correlation between deliberate rumination and PTSS
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Graph 5

Correlation between PTG and PTSS (Hypothesis 5)
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Graph 6

Correlation between intrusive rumination and peregisocial support (Hypothesis 3a)
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Graph 7

Correlation between deliberate rumination and $stipport (Hypothesis 3b)
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Appendix W

Correlation Coefficients for Main Measures and Degnaphic Variables — Mothers’ Data

1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14.
1. PTG
2. PTGo .898**
3. PTGnp 926** | .743**
4. PTGst .854** | .784** | .748**
5. PTGs .613* | .391** | .611** | .347*
6. PTGa .818** | .665** | .727** | .611* | .481**
7. IES-R .381** | .190 A33** | .356** | .139 A36**
8. IES-RI A409* | 231 A54* | .356** | .132 A76** | .952**
9. IES-Ra | .242 .038 .308* .246 191 242 902t .790t*
10. IES-Rh | .335* .206 384 | 297 .000 396 .820*% 741** | .638**
11. ERRI-I 427+ | .309* .327* .369** | .261 562** | .626** | .641** | .518** | .479**
12. ERRI-D | .603** | .499** | .600** | .491** | .417* | .519* | .689** |.647** |.585** |.438** |.611**
13. CES-D .299* A71 .306* 121 184 3967 .612*F 581 |.543* |.610** |.413** |.414*
14. CSS-T .045 .102 .019 -.019 .091 .071 -318*  -.268 .449* | -274* | -.208 -.250 -.364*
15. Gest -.156 -.105 -119 -.067 -141 -.343 -337* 603 |-.227 -.296* | -546*| -310* | -.285* | -.176
16. BW -.157 =177 -.093 -.122 -.033 -2741  -.167 -.221 -.039 -.157 -.489** -.235 -.144 -.218
17.DH 130 121 .073 .023 102 -.3227  .284% 313} 47| .279* .558** | .323* .245 .080
18. HP -.059 -.025 -101 -.199 -.133 -151 .006 .042 13%. .021 .200 .078 .083 -.084
19. Age -516** | -.561** | -.399** | -.575* | -.105 -331* | 485 -.189 -.093 -.183 -.085 -.232 -.146 .043
20. MS .071 .032 .188 -.054 -.093 .102 .058 .049 -.043.196 -.118 .004 .017 120
21.NPC -.118 -191 -.043 -.234 11 -.040 .000 .071 066. .042 -.006 -.084 .059 -.135
22. Eth .037 -.047 .068 212 -.093 .034 213 .254 .157.148 -.032 .090 -.030 -.098
23. ALE -.092 -.048 -112 -.043 -.007 -.139 .004 -.066 .200 -.194 .056 .095 -.126 -141
24. MH .031 .080 .000 .037 -.212 .044 .015 -.0371 -.01y.077 -.083 -.149 .075 -.031
25. 1T .054 .036 120 -.083 .037 133 -.079 -.04§ -.126-.051 -.169 -.097 133 .043

Note.Gest = Gestation; BW = Birthweight; DH = Days Hdapsed; HP = Number of Health Problems; MS = Mar&tatus; NPC = Number of Previous
Children; Eth = Ethnicity; ALE = Age Left EducatipMH = Previous Mental Health Diagnoses; TT = TwimsTriplets *p < .05. **p < .01. two-tailed
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Correlation Coefficients for Main Measures and Dgnaphic Variables — Fathers’ Data

1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14.
1. PTG
2. PTGo .869**
3. PTGnp | .775* | .576**
4, PTGst | .918* | .743** | .638**
5. PTGs 541** | .460** | .273 .566**
6. PTGa 786** | 519** | 711** | 752* | .372*
7. IES-R .285 152 .313* .245 .357* 404*
8. IES-Ri | .317* 179 321* 275 .359* A421* .932*
9. IES-Ra | .248 .130 .268 .190 .316* .332% 8897 7891
10. IES-Rh | .270 .180 .268 .264 .375* .323* 867 .740% .832**
11. ERRI-I | .396* 279 .268 A53** | 502**| .415* .605**| 635** | .500** | .422*
12. ERRI- | .515** | .373* .408* 519** | .664** | .481** | .606** | .628* |.524** |.511** |.827**

D

13. CES-D | .395* .354 297 .389* .329 .383* A86*F  .351 | .476** | .584** | .329 .546**
14. CSS-T | -.249 -.223 -.162 -.231 -.4087 .065 -281 812 | -.276 -.317 -.316 -470*1 -.323
15. Gest -.154 -.149 -.0.41 -.163 .018 -.241 -422* 66% | -.287 =177 -.356 -.210 -.191 -.118
16. BW -.013 -.033 122 -.011 -.030 .003 -.188 -.246 046. .007 -.224 -.059 -.040 -.056
17.DH 120 .168 .056 135 .039 .198 341 .389 238 26.1 | .409* .300 247 -.005
18. HP -.142 -.065 .076 -231 -.129 -.215 .067 .03 7.06| .054 215 .185 110 -.236
19. Age -.279 -.165 -.218 -.290 -.281 -.244 -.092 -.043 -.057 -.188 -.164 -.148 -.162 -.077
20. MS -.141 -.361 -.050 .023 -.062 .041 -.164 -.221 052. -.128 -.018 -.106 -.156 -.159
21.NPC 272 -.278 -.115 .236 221 .033 -.027 .085 2-.05 .001 .130 .253 .257 -.365%
22. Eth .260 .095 .306 341 .346 .280 .349 .343 .372*394% .263 .290 199 -.322
23. ALE -.258 -.083 -.338 -.281 102 -.289 -178 -.157 -.189 -.029 -124 .011 .036 128
24. MH -.236 -.260 -.275 -.284 -.018 -.244 .378% .348| 313 .330 .024 -.103 -.110 -.212
25. 1T 131 155 .108 .039 -.210 178 -.085 -.154 -.13).056 -.156 -.187 .054 224

Note.Gest = Gestation; BW = Birthweight; DH = Days Hdapsed; HP = Number of Health Problems; MS = Mar8tatus; NPC = Number of Previous
Children; Eth = Ethnicity; ALE = Age Left EducatipMH = Previous Mental Health Diagnoses; TT = TwimsTriplets *p < .05. **p < .01. two-tailed
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Appendix X

Correlation coefficients for PTSS and PTG subschiesesearch question 1- Mothers’ Data

1 2 3 4 5 6 7 8 9 10 11
1. PTG
2. PTGo .898**
3. PTGnp .926** (43
4. PTGst .854** .184** (48**
5. PTGs .613** .391** .611** 347+
6. PTGa .818** .665** A27* .611** A481**
7. IES-R .381** 190 A33** .356** 139 A36%*
8. IES-RI A409** 231* A54** .356** 132 A76** .952%
9. IES-Ra 242** .038 .308* .246* 191 242* 902** | 9@**
10.IES-Rh .335** .206 .384** 297 .000 .396** .820%* | .741** .638**
11.Rint A27* .309* 327 .369** .261* .562** .626** | .641** .518** AT79**
12.Rdel .603** A499** .600** 491 AL .519** .639* 647+ .585** A438** 611**

Note.PTG = PTGl total; PTGo = PTGI appreciation of lIRFGnp = PTGI new possibilities; PTGst = PTGI siytbn PTGs = PTGI spiritual;
PTGa = appreciation of life; IES-R = IES-R tot&3-Ri = IES-R intrusions; IES-Ra = IES-R avoidan&S-Rh = IES-R hyperarousal; Rint
= intrusive rumination; Rdel = deliberate ruminatio

*p<.05.**p < .01. one-tailed
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Correlation coefficients for PTSS and PTG subschiesesearch question 1- Fathers’ Data

1 2 3 4 5 6 7 8 9 10 11
1. PTG
2. PTGo .869**
3. PTGnp 75 S76**
4. PTGst .918** 143 .638**
5. PTGs 541** A460** 273 .566**
6. PTGa .786** .519** 711 52** 372*
7. IES-R .285 152 .313* 245 .357* 404*
8. IES-RI 317* 179 321* 275 .359* A421* .932**
9. IES-Ra .248 .130 .268 .190 .316* .332* .889** ./89*
10.IES-Rh 270 .180 .268 .264 375 .323* .867** .740* | .832**
11.Rint .396* 279 .268 A53** .502** 415 .605** 3 .500** A22*
12.Rdel .515** 373* 408* .519** .664** A481** .606** | .628** .524** D11** 827

Note.PTG = PTGl total; PTGo = PTGI appreciation of lIRFGnp = PTGI new possibilities; PTGst = PTGI sitbn PTGs = PTGI spiritual;
PTGa = appreciation of life; IES-R = IES-R tot&3-Ri = IES-R intrusions; IES-Ra = IES-R avoidan&S-Rh = IES-R hyperarousal; Rint
= intrusive rumination; Rdel = deliberate ruminatio

*p<.05.**p < .01. one-tailed
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Correlation coefficients for PTSS and PTG subscliesesearch question 5a- Mothers’ Data

Appendix Y

1 2 3 4 5 6 7 8 9
1. PTG
2. PTGo .898**
3. PTGnp .926** (43
4. PTGst .854** .184** (48**
5. PTGs .613** .391** .611** 347
6. PTGa .818** .665** A27* .611** A481**
7. IES-R .381** 190 A33** .356** 139 A36%*
8. IES-RI A409** 231 A54** .356** 132 A76** .952**
9. IES-Ra 242 .038 .308* .246 191 242 .902*4 .790™4
10.IES-Rh .335* .206 .384** 297* .000 .396** .820%* | 741* .638**

Note.PTG = PTGl total; PTGo = PTGI appreciation of lIRTGnp = PTGI new possibilities; PTGst = PTGI sptbn PTGs = PTGI spiritual;
PTGa = appreciation of life; IES-R = IES-R tot&3-Ri = IES-R intrusions; IES-Ra = IES-R avoidan&S-Rh = IES-R hyperarousal;

*p<.05.**p <.01. two-tailed.

233



Correlation coefficients for PTSS and PTG subscliesesearch question 5a- Fathers’ Data

1 2 3 4 5 7 9
1. PTG
2. PTGo .869**
3. PTGnp 75 S76**
4. PTGst .918** 143 .638**
5. PTGs 541** 460* 273 .556**
6. PTGa .786** .519** 711 52** 372*
7. IES-R .285 152 313 245 .357 404*
8. IES-RI 317 179 321 275 .359 A21* .932**
9. IES-Ra .248 .130 .268 .190 .316 .332 .889" 739"
10.IES-Rh 270 .180 .268 .264 375 .323 867 .[40*4 .832**

Note.PTG = PTGl total; PTGo = PTGI appreciation of lIRFGnp = PTGI new possibilities; PTGst = PTGI sytan PTGs = PTGI spiritual,
PTGa = appreciation of life; IES-R = IES-R tot&S-Ri = IES-R intrusions; IES-Ra = IES-R avoidan&S-Rh = IES-R hyperarousal; Rint
= intrusive rumination; Rdel = deliberate ruminatio

*p<.05.**p <.01. two-tailed
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Appendix Z

Correlation Coefficients for Social Support and Ruetion Type for Question 3- Mothers’
Data

1. 2.
1. CSS Total
2. ERRI - Intrusive -.208
3. ERRI- Deliberate -.250 611**

Note.CSS Total = Crisis Support Scale total; ERRI-Intras= Event related rumination
inventory — intrusive; ERRI-Deliberate = Event tehrumination inventory — deliberate.

**p < .05 two-tailed

Correlation Coefficients for Social Support and Ruettion Type for Question 3-Fathers’
Data

1. 2.
1. CSS Total
2. ERRI - Intrusive -.316
3. ERRI- Deliberate - 470** .827**

Note.CSS Total = Crisis Support Scale total; ERRI-Intres= Event related rumination
inventory — intrusive; ERRI-Deliberate = Event tehrumination inventory — deliberate.

** n < .05 two-tailed
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