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Thesis Portfolio Abstract

Evidence shows that Post-Traumatic Stress DisRIESD) can manifest in
parents following a child’s medical trauma (e.ga@@ diagnosis or surgical procedure).
To understand the prevalence rates and poterdlafactors for parents developing PTSD
a meta-analysis was undertaken. Around 30% of padEveloped PTSD following
paediatric medical trauma. These rates were exploith moderator analysis based on
PTSD assessment type, parental gender and meeicald. Risk factors, large in effect,
were found for parental comorbid psychological ceses and functioning. Results are
discussed within the context of high heterogen&itgposure to trauma in childhood is
common, with relatively high PTSD prevalence rate®ng children and adolescents.
Children rely on adults to recognise PTSD symptantstrauma events in order to
facilitate help-seeking behaviours. Knowledge oESPITis therefore important for key
adults such as parents and teachers. Researcmd@saken using an online questionnaire
to identify what parents and teachers know abo@&MPih children across three domains:
trauma events, symptoms and treatments. Attitumlgards PTSD screening in schools
were also explored. Generally, parents and teaetenes able to accurately identify
traumatic events and PTSD symptoms, although timelerstanding was broad, with many
non-events and symptoms not associated with PT&@nhdstic criteria being selected.
Many interventions not recommended for childrenenslected as effective treatments.
The majority of participants supported PTSD scnegnit is important that both parents
and teachers can accurately recognise PTSD inrehilahd respond accordingly. Clinical

implications from both studies are discussed.
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Chapter 1: Introduction to the Thesis Portfolio

Many children are exposed to traumatic events tjirout their childhood (Alisic
et al., 2014; Lewis et al., 2019). Some of theskldn will naturally recover from the
traumatic event with few, if any, difficulties (H8r at el., 2016; Meiser-Stedman et al.,
2017). However, a relatively high proportion with gn to develop traumatic stress
responses and may be diagnosed with Post-TrauBtaéss Disorder (PTSD; Lewis et al.,
2019). The event of hearing or learning about adoone’s medical trauma (for example
receiving a diagnosis of a medical condition orengding medical procedures) has been
classified as a potentially traumatic event acewydo the latest version of the Diagnostic
and Statistical Manual of Mental Disorders (DSMABRerican Psychiatric Association,

APA, 2013).

According to the Paediatric Medical Traumatic StrBMTS) model (Kazak et al.,
2016), children and their families can develop PT8IDwing medical traumas. This
developmental and systemic model of PTSD postutateéshe whole system (with the
child at the centre) can develop traumatic strespanses with certain salient factors
across three phases: pre-trauma, peri-traumapomnsges and longer-term PTSD (see

Appendix F).

Early identification and intervention are importaviten treating PTSD in children
(Cohen, 2003), which can impact on treatment oueso(Kearns, Ressler, Zatzick &
Rothbaum, 2012). In order for children and adoletcto seek help for PTSD they rely on
key adults within their social world. Key adultschuas parents and teachers initially need
to understand that some events can be traumation8ky, an awareness that something
may be wrong and the recognition of symptoms shfmlldw. This should facilitate and
promote help seeking behaviours from the adultHerchild (Costello, Pescosolido,

Angold & Burns, 1998). Therefore it is importanatiparents and teachers are aware and
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have an understanding of PTSD in children and adel#s. Understanding what help is
available and how to access services are impddaturs that need to be considered.
Screening methods are frequently used as toottetdify children who may be struggling
and could potentially benefit from psychologicakitvention. Screening of children would
typically require parental approval and if this wamlertaken within schools, their

approval also.

This thesis portfolio investigates the prevalenoe sk factors for parents
developing PTSD following paediatric medical trauamal examines the PTSD knowledge
of parents and teachers. Chapter 2 presents aanalgsis written for publication to
Clinical Psychology Reviewyhich examines the prevalence of parental PTSDwotlg
paediatric medical trauma and possible risk factbinéss meta-analysis was part of a wider
study undertaken jointly with a fellow trainee eial psychologist (third author in Chapter
2). The search and screens were undertaken j@ntyvorkload shared. The meta-
analysis here studies paediatric medical traumascbfonic nature and includes medical
diagnoses (such as cancer and diabetes) and ievasidical procedures (such as
transplantations and PICU admissions). This megdyars is generally referred to
throughout the thesis as ‘chronic traumas’. Th@sdaneta-analysis, hereafter referred to
solely as ‘single-incident traumas’ meta-analysigestigated the prevalence and risk
factors for parents developing PTSD following traasnmncluding road traffic accidents,

burns, accidental injuries and traumas of an imtesgnal nature (such as abuse).

Twelve studies were included in both meta-analgsesto the sample including
traumas relevant to both studi&ensitivity analysis was undertaken to accounbias of
including studies in both meta-analyses. Onceitled $et of studies had been identified,
data extraction was shared amongst both researcgatity ratings, data input, analysis

and subsequent interpretation and discussion vegre2d out independently for each meta-
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analysis. For more information regarding the shaesgonsibilities of this meta-analysis

please contact the author of this thesis portfolio.

Chapter 4 is an empirical research project wriftgrpublication to thelournal of
Clinical Child and Adolescent Psycholo@yhe studyinvestigates parents’ and teachers’
knowledge of PTSD in children and adolescents. @mneprovides information of how
the meta-analysis and empirical research projecligked together. Chapter 5 describes
the pilot project that precipitated the empiricgdearch as well as additional methodology
from the PTSD knowledge study. Chapter 6 providihtenal results of sensitivity
analysis from the meta-analysis, the findings ftbmpilot project are discussed and
additional findings from the PTSD knowledge studyumd parental sources of knowledge
for PTSD have been reported. The final chaptehefportfolio integrates the findings
from both the meta-analysis and the empirical nesejroject and links this to wider
psychological theory and other literature in thisaaof study. Clinical implications of the
research are discussed with a critical appraisedefvork undertaken. Suggestions for
future research have been provided throughoutahéofio. A set of appendices from both
the meta-analysis and the empirical research grajecprovided at the end of the portfolio

and references can be found in Chapters 2, 4 and 7.
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Chapter 2: Meta-analysis

Prevalence and Risk Factors of Parental Post-Trauntec Stress Disorder (PTSD)

following Paediatric Medical Traumas: A meta-analyss.

Written for publication tcClinical Psychology Review

(Author guidelines for manuscript preparation p&pdix A)

Authors:

Mr Aaron Burges3, Professor Richard Meiser-Stedrfland Miss Lucy Wilcoxoh

®Department of Clinical Psychology, Norwich Medi&aihool, University of East Anglia,

Norwich Research Park, Norwich, Norfolk, NR4 7T E_AND, UNITED KINGDOM

*Corresponding author: Aaron Burgess, Departmei@lofical Psychology, Norwich
Medical School, University of East Anglia, Norwigtesearch Park, Norwich, Norfolk,

NR4 7TJ, ENGLAND, UNITED KINGDOM Aaron.Burgess2@nhs.net44 (0)1603

591709
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Abstract

Research shows that some parents experience tialgtnass responses to their
child’s medical trauma (e.g. cancer diagnosis, isatgrocedure). Factors that increase the
likelihood of traumatic responses are clinicallypontant to understand. This meta-analysis
sought to identify the prevalence of parental Foatimatic Stress Disorder (PTSD) and
potential risk factors following child medical traas. Searches across three databases
yielded 54 studiedN=6743) once exclusion criteria had been appliedtyFthree
potential risk factors were identified with a pablerevalence rate of 30.3% (938625.3
— 35.5%) for parental PTSD. Moderator analyses watertaken to investigate the impact
of PTSD assessment type, trauma type and parasridegon prevalence rates. Risk
factors with medium to large effect sizes were tbtor parental psychological responses
and functioning, acute stress responses, childvi@inal functioning, uncertainty around
the iliness, parental gender (female) and engaginggative coping strategies. Findings
are discussed within the context of high heteroggma®d sensitivity analysis conducted to
account for risk of bias. The meta-analysis idedifr high prevalence of parents
developing PTSD following their child’s medical airaa. The identification of these

families is clinically important and risk factorarcbe utilised during a screening process.

Keywords: PTSD, parents, paediatric trauma, prexagerisk-factors
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Highlights
* Prevalence of PTSD among parents following medrealma is high
» Paediatric cancer leads to highest rates of pdreitaD
e Co-morbid psychological difficulties are importaigk factors
e Subjective responses (uncertainty, perceived seua@ort) are key risk factors

* Risk factors can be used clinically when screefamdgamilies following trauma

16
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Introduction

Indirect exposure to trauma, such as learningged@mne has been exposed to
trauma, has been recognised as a traumatic e\ardah lead to Post-Traumatic Stress
Disorder (PTSD; American Psychiatric Associatio®Ad 2013). Chronic health
conditions are considered to meet the diagnostieria of PTSD according to the
Diagnostic and Statistical Manual of Mental DisasdddSM-5; APA, 2013), although this
has frequently been debated (McDonald, BorntragBo&tad, 2014; Mol et al., 2005;
Weathers & Keane, 2007). Within this context, ptsenay develop PTSD following
children receiving a medical diagnosis (e.g. cancdrype 1 Diabetes, T1D; Greening,
Stoppelbein & Cheek, 2017) or undergoing invasiwaital procedures (such as

transplantations; Farley et al., 2007).

It is important to understand parental responseild trauma in addition to the
child’s traumatic responses. Meiser-Stedman, Snifitile, Glucksman & Dalgleish
(2017a) found that acute parental responses td thilima predicted child PTSD six
months post-trauma. This suggests early resporighe parent are important to assess. In
addition, the majority of parents are primary caregs of children. Children are reliant on
their parents to meet their basic care needs.i$lparticularly important if the child is
recovering from trauma exposure, which can led@®8D as well as many other
difficulties such as depression, anxiety and satfyh(including suicide attempts; Lewis et
al., 2019). Evidence has found that PTSD can impadental functioning (Wise &
Delahantly, 2017), and parents may not recogngkthieir child is experiencing trauma
responses if they too are experiencing PTSD (Mé&sedman et al., 2017a). Parental
PTSD can have a significant impact on parents géfi@nctioning and mental health as

well as costs to wider society, including costbealth services (Davidson, 2000).
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Kazak and colleagues proposed the model of Paiedidedical Traumatic Stress
(PMTS; Kazak et al., 2006). Although the model prathantly discusses the course of
children developing PTSD following medical traurtteey propose that the child sits
within a family system and the whole family respsiid trauma. This response may be
dysfunctional and PTSD or Post-Traumatic Stressgdgyms (PTSS) may develop. The
model outlines three phases of traumatic stregonse. These phases can be best thought
of as pre-trauma, peri-trauma and longer-term tetiomesponses. See Appendix F for an
overview of the model. Within each phase certagvidlual factors and responses to
trauma are important to consider and could be qune#sed as potential risk factors for

the development of PTSD.

In addition, the cognitive model of PTSD (EhlergC&ark, 2000) can be considered
when discussing parental trauma responses. Thiglnackinowledges that many
individuals naturally recover from trauma exposusimilar to children (Meiser-Stedman et
al., 2017b; Hiller et al., 2016). Although somerdi and therefore understanding factors
that make it more likely should be considered. Ehéand Clark’s model highlights that
PTSD becomes persistent when the trauma is pectas/seriously threatening. The
model proposes that this threat is a consequenicgliofduals excessively and negatively
appraising the trauma (Ehlers & Clark, 2000). Agaks are subjective experiences and
interpretations an individual makes regarding therma and therefore are important to

consider when assessing trauma.

Personal vulnerability factors have been describatipredispose adults to
developing PTSD following traumatic events (BrewAmdrews & Valentine, 2000; Ozer,
Best, Lipsey & Weiss, 2003). Previous meta-analyse® found various risk factors
including: demographic factors (gender, age anddcSieeconomic Status, SES);

psychiatric history and previous traumas; periftmatic responses (stress, fear, guilt,
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helplessness and horror); and, perceived sociglastipnd threat to life. These risk factors
have been found to increase the likelihood of PTisbauma exposed adults (Brewin et

al., 2000; Ozer et al., 2003).

In addition, previous meta-analyses have sougiuaeatify risk factors in children
developing PTSD (Cox, Kenardy & Hendrikz, 2007;ckay, Siddaway, Meiser-Stedman,
Serpell & Field, 2012). These studies are importantonsideration as the current meta-
analysis investigates the family response to dndldma, and certain factors within the

child may increase the likelihood of parents depigig PTSD.

Current meta-analysis

Therefore we felt it was important to understarelghevalence of parents
developing PTSD or traumatic responses followingdogtric medical traumas across
multiple studies. The advantage of a meta-anaigsisallows for a weighted pooled

prevalence to be identified which is more accutiaée individual studies.

In addition, it is important to understand any ¢astthat can increase the likelihood
of parents developing PTSD (risk factors). Suck f@tors are often grouped into
categories including pre-trauma (sociodemographécacteristics, history of
psychopathology, previous trauma); peri-traumau(tra severity and trauma reactions);
and post-trauma (social support, cognitive proogssiomorbid psychopathology). Meta-
analysis allows for quantitative estimates and dostweighted effect sizes of potential
risk factors assessed across multiple studiesciifrent meta-analysis did not limit risk

factors and any potential factors was includedafwalysis

Previous meta-analyses have found large heteragdBeewin et al., 2000; Ozer
et al., 2003). This is often expected due to varimethodological and clinical factors

across studies (Engels, Schmid, Terrin, Olkin &,L2000; Higgins, 2008), which can
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include the way PTSD is assessed as well as diifeseacross traumas. Therefore we
anticipated high rates of heterogeneity due toovsPTSD measures being used as well as
the vast array of medical traumas included. To acttor this, moderator analysis was

conducted on PTSD assessment and trauma types.

Method
To the authors’ knowledge no previous meta-analysikis area had been
conducted. No similar research was identified tgloBROSPERO, and therefore the

current meta-analysis was register€RD42018099578).

Selection of studies

Peer-reviewed, English-language journal articlddiphed between 1980 (when
PTSD was first considered in DSM-III, APA, 1980)aiune 2018 were considered for
inclusion in the meta-analysis. Human study filteese also applied. The following
literature databases were searched: PsycINFO, Me@BSCO) and PILOTS (managed
by the National Center for PTSD). The following dsterms and combinations were used
for each database of abstracts and tiflearent* OR carer* OR caregiver* OR “care
giver” OR mother* OR father* OR Maternal* OR Patalf) AND (Child* OR “young
person*” OR adoles* OR teen* OR infant* OR toddI®R “young adult” OR “school
child*” OR kid* OR juvenile* OR youth* OR pre-scht9 AND (ptsd OR post-trauma*
OR “post trauma*’ OR posttrauma* OR trauma* OR Utrzatic stress” OR Depress* OR
“mood disorder*”’) AND (Trauma* OR neglect* OR madat* OR abuse OR illness OR
Disaster* OR violen* OR accident* OR war* OR as$a@R injur*). The following
Medical Subject Headings (MeSH) terms were alstuded in the search: ‘psychological
trauma’, ‘trauma and stressor related disordecsild abuse’, ‘child abuse, sexual’,
‘disasters’, ‘violence’, ‘accidents’, ‘warfare’, ‘@unds and injuries’, ‘stress disorders, post-

traumatic’, ‘depression’, ‘mood disorders’, ‘parentcaregivers’, ‘mothers’, ‘fathers’,
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‘child’, ‘adolescent’, ‘infant’ and ‘young adultMeSH terms were introduced to index and
catalogue biomedical research literature, includesgarch on mental health disorders.
This increases the potential published articldsetancluded within a searchitlés and
abstracts of articles were reviewed for inclusiotio ithe meta-analysis based on inclusion
and exclusion criteridPTSDwas operationalised as being present if particgaither: i)
met criteria for PTSD following a structured cliaianterview, ii) met cut-off on a valid
and reliable PTSD self-report questionnaire measijrevere categorised as experiencing
moderate to severe PTSD on a valid and reliableDP3e¥-report questionnaire measure,
or iv) their scores on a valid and reliable PTSD-port questionnaire measure were
used to determine the presence of PTSD using aakéig algorithmOnly prevalence and
risk factors for current PTSD were included in #malysisRisk factors were
operationalised as variables associated (througklations) with PTSS or a variable used

to compare PTSS among two groups (such as compaotigers and fathers).

Inclusion and exclusion criteria

Studies with age ranges exceeding 18 years weted®d: The authors decided to
keep all children under the age of 18 in the anglgaspite arguments that PTSD in
children under the age of 6 is different (Young &nldolt, 2018) as this meta-analysis was

focussed on parental PTSD responses to a chilcthaaund not child PTSD.

Research articles were also excluded if they meetdtowing criteria:

a. Only Acute Stress Disorder (ASD) was assessed 8DPassessed within one month
post-trauma (according to DSM-5, PTSD can onlyibgrnbsed one month after the

traumatic event, APA, 2013);
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b. The article was a randomised-controlled trial (RGi@atment or intervention study.
This was applied as it was felt the sample in tistgdies were likely to be biased
towards PTSD (or high PTSS);

c. The article reported on parents’ reaction to tbein childhood trauma (or trauma
occurring in adulthood);

d. Studies where the child died or a proportion of¢chiéd sample died. This was due to
the complication of grief related trauma;

e. When traumas involved giving birth or related tegmwancy. It was unclear if this
satisfied a child trauma or was also the motheasrha and thus could be traumatic
responses to mother’'s own trauma;

f.  Where parents were the perpetrators of the traengagbuse). It was felt this would
complicate whether the parent had PTSD due to tddl’s trauma,;

g. Articles that reported insufficient statistical dab calculate effect sizes for risk
factors;

h. The article was a systematic review, meta-analgsigjle case review or case study; or

I. The article was a thesis/dissertation, book chaptgualitative study.

Studies that did not investigate paediatric medigalma were excluded from the
current meta-analysis but were used in the ‘simgtedent’ traumas meta-analysis outlined

in Chapter 1.

Risk of bias

The first and third authors (AB and LW) assess&klaf bias using a researcher-
developed tool combining previously used qualityegsments. Initially the Assessment
Tool for Observational Cohort and Cross-Sectiortaties (National Heart Lung and
Blood Institute, 2014) and Quality Appraisal Chestkior Studies Reporting Correlations

and Associations (National Institute for Health &ate Excellence (NICE), 2012), were
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used to derive relevant quality criteria. Questimese compared to quality checks
developed for prevalence research (Hoy et al., 2B&n, Moola, Riitana & Lisy, 2014)
and a final quality assessment checklist constdu@@pendix B). The quality assessment
tool comprised 12 questions assessing the repegsamtess of the sample, non-response
rates and reasons, recruitment procedures, indwasid exclusion criteria, appropriate
PTSD and risk factor assessments, sample sizepgmdpaiate statistical analyses. Each
guestion was rated on a 3-point (0-2) scale, wighér scores yielding lower chance of
bias. The total score for the assessment was @dtégorical system was used to rate risk
of bias: 0-8 high risk; 9-16 moderate risk; 17-84 Irisk). A total of 17 studies (31.48%)
were inter-rated by first and third authors (AB al). These studies were a small
selection of randomly selected studiesg) and nine articles featured in both the current

meta-analysis and the one on ‘single-incident’riras.

Coding of Studies

When PTSD was measured in multiple ways, interndeta superseded self-report
questionnaire for PTSD prevalence analysis. Coantisumeasurement of PTSD was
prioritised for risk factor estimates. For longiit@a studies, the first time point of PTSD
assessment 4weeks was used. Risk factors assessed priorsgionottaneously with
PTSD assessment were included. Risk factors coadadter PTSD assessment were
excluded. Studies having multiple effect sizesth@ same risk factor were combined
using Fisher’'s Z transformation which allows foe @tollation of the weighted average

accounting for varying sample sizes (Fisher, 1915).

Sample duplication across studies was closely tod throughout which
occurred on three occasions. When identified onky prevalence rate from the study with
the largest sample size or where PTSD assessmerdas@ed out closest to four weeks

post trauma was used. When effect size estimatém® &ame risk factor were included in



Parents and PTSD: Responses and Knowledge 24

more than one article, only one from the study hin largest sample was used.
Furthermore any risk factors that were reportearly one study were not used within
meta-analyses for obvious reasons; however théesaffict estimates of these factors

have been reported in Appendix P.

Two studies were excluded (Bruce, Gumley, Ishagayén & Phipps, 2010;
Pasterski, Mastroyannopoulou, Wright, Zucker & Hegh2014) on child gender risk
factor estimate as the direction could not be detezd. When an effect estimate was
reported for half of the sample (for example omgarted for mothers in a sample of both
parents), the effect size was averaged using FssBdransformation. An effect size of
zero was extracted when studies reported non4statlg significant findings for potential
risk factors and no effect size providéet$6, 16.67% of all effect sizes extracted). This is
a conservative strategy as it is likely to undeneste the true effect sizes (Durlak &
Lipsey, 1991), however such an approach was wuikseopposed to excluding non-
significant results as this can overestimate thelioed effect sizes included (Rosenthal,

1995).

Data synthesis

The meta-analyses were conducted using two $tatisbftware packages:
OpenMeta[Analyst] (which utilises the metafor pagéan R; Wallace at al., 2012) for
prevalence and MAVIS Version 1.1.3 (Hamilton, Ayd&irMizumoto, 2017) for risk
factors. The prevalence of parental PTSD from eaatly was extracted, with these pooled

to provide a weighted estimate of the prevalengeaoéntal PTSD.

For each risk factor a separate meta-analysiscaagucted. In the current study,
Pearson’s correlation coefficiemt,was chosen for the effect size. This decision bessd

on Trickey et al. (2012) for several reasons. Kirstis a common metric and was found to
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be the most widely reported effect estimates ofribkided articles. Secondlyjs easily
computed and transformed from chi-square, t, dedadsee Borenstein, Hedges, Higgins
& Rothstein, 2009; Cohen, 1988; Hunter & Schmi@)£, Rosenthal, 1994). Thirdly,js
readily interpretable in terms of practical impoxta (Field, 2001; Rosenthal, 1991). In
addition to Trickey’'s method coefficients from univariate regression analysesew
extracted, if prior correlational analysis was usfable. Using the methodology and

recommendation of Peterson and Brown (20@%pefficients were converted to

Positive correlation coefficients reflect high&r3D symptoms and a negative
coefficient reflects lower PTSD symptoms. Higheluea ofr represent a stronger positive
association with PTSD symptomology. Table A.1 (Amghig D) provides the effect sizes
inputted for individual meta-analyses for each fesdtor. Effect sizes were considered as

small, medium and large using .1, .3 and .5 regspygt(Cohen, 1988).

Arcsine of Square Root Proportion random-effeabsleh was used for the
prevalence meta-analysis. This model was used beo&the expected heterogeneity of
studies included in the meta-analysis. Variabivgs found among methodological,
statistical and clinical aspects of included stadfercsine Transformation also prevents
the confidence intervals of prevalence estimata® fialling below zero. For each risk
factor meta-analysis, a random-effects model wad,usr similar reasons of

heterogeneity.

Heterogeneity was assessed among meta-analysesplegting forest plots as well
as Cochran'§) test (Cochran, 1954) and tHestatistic (Higgins & Thompson, 2002). The
Q test allows for determination of whether heteraggrwithin the studies included was
significant. Thd? provides a percentage of variation across stutlieto heterogeneity as

opposed to chance, and thus allows for an easerpretation.
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Moderator analysis

Moderator analysis was conducted using randoncteffiedels in regards to PTSD
assessment type (self-report versus interview)-@abp analysis was undertaken to
identify the prevalence of parental PTSD for eaaédpatric medical trauma: PICU, NICU
(including neonatal surgery), Cancer (including tums and malignancies), Transplants
(including heart, stem-cell and bone marrow), THd &ther’ diseases/conditions
(including epilepsy, sickle-cell, Disorder of Ser\@lopment (DSD), asthma,
Extracorporeal Membrane Oxygenation (EMO), Menirggoal and general hospital
admission). Studies of mixed samples were classége‘Mixed’. Where possible, studies
that investigated multiple medical traumas and rrejgloseparate prevalence rates were
separated for the purposes of sub-group analysestdthe high prevalence of parental
PTSD among cancer traumas, a meta-regression wiastaken to investigate whether
prevalence rates of cancer traumas were significargher compared to all other medical
traumas. Moderator analysis was undertaken in dsgarparental gender. Studies only
investigating mothers or fathers or those studias separated out prevalence rates among

parents were included in this analysis.

Sensitivity analysis

Sensitivity analysis was undertaken to examinetidreesults were skewed by
studies judged to have high risk of bias. Thosdistuwere removed from the prevalence
meta-analysis and any risk factor meta-analyses.séime approach was used by
removing those studies that were included in timgls-incident traumas’ meta-analysis.
This process was undertaken to account for futtieses. Funnel plots were used to assess
the potential of publication bias (Higgins & Gre@011). However, Brewin et al. (2000)

highlight that publication bias is less prone taurdn risk factor effects compared to
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treatment effects. This is due to research on nsgerting both statistically significant and

non-significant results.

Results

Following the application of filters and the rembwaduplicate papers, 13 247
articles were identified. Titles and abstracts wexeewed by the first and third authors
(AB and LW), using the above exclusion and inclastateria. This process resulted in
285 articles meeting eligibility criteria. Full-teseviews were carried out by AB and LW.
Queried studies were discussed between AB and Ld\admal decision for inclusion was
agreed. When a decision could not be reachedgettend author (RMS) made a final
decision. Cuijpres (2016) suggests two researalmadsrtaking a meta-analysis can be
valuable as a more thorough search and screenecandertaken. The first exclusion
criteria met was recorded for ineligibility. Thissulted in a final set of 54 studies. See
Figure 1 for a PRISMA diagram of this process. &es used within the ‘single-incident’
traumas meta-analysis (k=29) are underlined ofPREKSMA diagram. A number of
articles (k=12) were used in both meta-analyses.félowing study variables were
extracted into a database: author, year of pubdicapublication country, design, sample
sizes (child and parent), setting (health and agyaind population. The following
participant data was collected for each study: tguof trauma, age of child and parent
(range, mean and standard deviation), genderlision of child and parent sample,
trauma type and time since trauma. PTSD assesshatmntvas extracted for each study:
time of assessment since trauma, follow-up assedsnessessment method (self-report or
clinical interview), assessment measure, numbeaoénts meeting cut-off and diagnostic
criteria for PTSD. Regarding potential risk factts following data was extracted: type

of risk factor, how it was measured and assessedtatistical data.
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Records identified Additional records
. through database identified through
< searching other sources
8 (n=28,826) (n=0)
=
=
2 \. /
Records after filters were applied
J (n=19269)
Y
o Records after duplicates removed
£ (n=13,247)
g
2
@ /
Records screened Records excluded
(n=13,247) (n=12,961)
y
Article abstracts assessed for Records excluded
eligibility > (n=58)
£ (n=286)
2
.
= v
Full Text PTSD articles Full-text articles excluded (n=174):
assessed for eligibility Depression Only (n=41)
(n=228) Single trauma incident studies (n=29)
No Valid measure of PTSD (n=23)
No relevant data reported (n=17)
Age range >18years (n=15)
No Parent PTSD reported (n=12)
RCT/Treatment/Intervention Study (n=12)
Assessment time frame <4weeks (n=9)
= Children died (n=6)
3 Parent PTSD to own trauma (n=3)
% Protocol Paper (n=2)
= A Biased Sample (n=2)
Studies included in Systematic Review (n=1)
(meta-analysis) Still in active trauma (n=1)
(n=54) Parent was perpetrator of trauma (n=1)

Figure 1. PRISMA diagram outlining the searching and exclusion proc

28
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Total sample size across studies was 6 743 (rangetén to 474). Studies
contained 45 prevalence rates of parental PTSbarsdudies reporting risk factors
yielding a total of 35®ffect sizes. References for the studies includebe meta-analysis
can be found in Appendix G. Table A.1 (Appendixdd)vides data of the risk factors

extracted from each study.

Characteristics of Studies

Characteristics (trauma/medical condition, samspde, PTSD measure, time since
trauma, parental age and gender, study locati@vapence of parental PTSD and risk of
bias quality rating) for the 54 studies includedhia meta-analysis can be found in Table

1. Please note studies with sample duplicatioradrelled within the table.

Risk of Bias Assessment

The proportion of studies that were rated as loag@nate and high across the 12
questions of the quality tool can be seen in Figudadividual risk of bias scoring for
each study can be found in Appendix C. The oveasilhg of each study can be found in
Table 1. The first and third authors (AB and LWeimrated 17 (31.48%) studies, which

yielded an intra-class correlation of 96.824:(91.6-98.8).
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Q1.1 - Participants and settingiiiimmmre.
Q1.2 - Participation rate i —— I
Q1.3 - Non-responsell
Q1.4 - Representative sampleERN |
Q1.5 - Recruitment I

Q1.6 - Inclusion/exclusion criterial

Q2.1 - PTSD assessmentiiiiiiy
Q2.2 - Risk factor assessmentiiimm
Q2.3 - Environment of assessmeftimmmmm.
Q2.4 - Assessment since trauniaimmmme
Q3.1 - Sample sizelmmm

Q3.2 - Statistical analysisis
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Hlow = Medium mHigh

Figure 2. Proportion of studies rated as low, maderor high risk of bias across each
question.
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Table 1. Included studies, sample characteristics, methods of assesst, quality ratings and prevalence of PTSD included in the meta-analysi

Study Medical Sample PTSD Months post-  Method of Parental age % Location PTSD Risk Risk of
trauma Size Measure traumd assessment female Prevalence of Bias
M+SD or Range M =SD N % Bias Category
Median(range) Score

Balluffi et al.
(2004) PICU 161 PCL-S 4 (2-11) Self-Report  NR NR 82 USA 332050 15  Moderate
Binder et al. NICU 40 IES-R ~t Sel-Report o & 50 USA 12 30 8 High
(2011) 41 3.1
Bronner et al. SRS- ” Netherla-
(2008) PICU 247 PTSD 3* Self-Report NR NR 56.68 nds 31 1255 20 Low
Bruce et al. Brain 31 - 42 +
(2010) urmour 52 IES-R >6 Self-Report ", NR 88.5 UK 15 2885 11 Moderate
Carmassi et al. . . 42.77
(2017) Epilepsy 99 SCID NR Interview NR "2 ,,” 66.66 ltaly 9 909 T1 Moderate
Farley et al. Heart
(2007) Transplant 52 PDS 30 (1-216) Self-Report NR NR 88.46 USA 10 .239 15 Moderate
Forinder & Stem Cell Multiple NR/ NR/ 56.34/5
Norberg (2014)  Transplant 284/ 260 PCL-C groups Self-Report 2568 4?%.21 615 Sweden 41 14.44 12 Moderate
Franck et al. General 7 IES-R 3 Self-repot  NR  NR 85 UK 23 2150 18 Low
(2015) admission
Fuemmeler et al. Brain 80+NR 31- 415+%
(2001) Tumour 28 PDS 61 (11-231) Self-Report 57 66 64.3 USA 12 42.86 10 Moderate
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Study Medical Sample PTSD Months post-  Method of Parental age % Location PTSD Risk Risk of
trauma Size Measure traumd assessment female Prevalence of Bias
M+SD or Range M =SD N % Bias  Category
Median(range) Score
40.67+
6.14+3.36 /
Fuemmeler etal. Cancer/ 5.91/ 80.1/ 31.91/
(2005) T1D 47/31 PDS 4.84J_r?§55 Self-Report NR 4190+ 7418 USA 15/3 968 10 Moderate
year
6.88
Gizli Coban et al. Stem Cell 1.37+0.68 37.09 +
(2017) Transplant 35 PCL-C years Self-Report NR 434 100 Turkey 23 65.71 16 Moderate
Greening et al. Cancer & 36.48 +
(2017) T1D 91 PCL-C 12 Self-Report NR 8 47 100 USA NR‘ NR 19 Low
Gudmundsdoéttir  Chronic 64156.5 21- 357+ «
et al. (20069 iliness 105 HTQ NR (4-216) Self-Report 57 6.4 63 Iceland 14 13.33 9.5 Moderate
Hardy et al. Cancer 28 IES  1.0#1.47years Sel-Report NRZ%*  go3 USA 20 7143 10 Moderate
(2008) 5.49
Hofmann et al Sickle- . .
' Cell 10 SCID t Interview NR NR 90.9 France 4 40 6 High
(2007) Di
isease
IES-R 34.1%1
[ranmanesh et al. } 2.09+1.61 7.4
(2015) Cancer 200 \F/zg?: years Self-Report NR 37 07+ 50 Iran 151 755 14 Moderate
A
7.24
Karadeniz Cerit et , 36.45+
al. (2017) Cancer 60 CAPS 6 (1-28) Interview NR 715 100 Turkey 13 21.68 15 Moderate
Kean et al. (2006)  Asthma 108 IES-R NR Self-ReportNR NR 89 USA 22  20.37 8 High
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Study Medical Sample PTSD Months post-  Method of Parental age % Location PTSD Risk Risk of
trauma Size Measure traumd assessment female Prevalence of Bias
M=SD or Range M =SD N % Bias Category
Median(range) Score
Kubota et al. Neonatal g IES-R NR Self-Repot NR NR 100  Japan 14 2059  13Voderate
(2016) Surgery
Landolt et al Cancer/ PSS Switzerla
' 29 German 1.5-2 Self-Report NR NR NR 15 51.72 15 Moderate
(1998) surgery version -nd
Landolt et al PDS Switzerla
' T1D 73 German 1.5* Self-Report NR NR 50.68 17  23.29 17 Low
(2002) version -nd
Landolt et al Cancer & PDS Switzerla
' ° 355 German ~1.5 Self-Report  NR NR 50.7 71 20 16  Moderate
(2003) TiD version -nd
Landolt et al PDS Switzerla
' T1D 97 German 1.5% Self-Report NR NR 50.52 18 18.56 19 Low
(2005) version -nd
Landolt et al. Cancer o0 o> 152 SeffRepot NR  NR 5195 SWZerla ;49 5443 17 Low
(2012) and T10 Serman ' P ' -nd '
Lefkowitz (2010) NICU 85 PCL 1 (minimurfl) Self-Report NR  2%3* 70.59 USA 11 1294 16  Moderate
Lewis et al. EMO 52 IES-R  NR(19-134)  Self-Report  NR So9%* g4 UK 11 2115 14  Moderate
(2014) 6.79
('\gg%j')'vard' etal.  ancer 36 DTS K Self-Report  NR NR 5556 lIsrael NR NR 8 High
Masa'deh & Cancer 416  PCL-C  23.63+14.88  Self-Report 19-5657 g7+ 49.76  Jordan NR NR 14 Moderate

Arabic
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Study Medical Sample PTSD Months post-  Method of Parental age % Location PTSD Risk Risk of
trauma Size Measure traumd assessment female Prevalence of Bias
M+SD or Range M =SD N % Bias  Category
Median(range) Score
Jarrah (2017) version 6.8
McCarthy et al. 7.75:NR .
(2012) Cancer 145 PCL-C NR (5.8-12.1) Self-Report NR NR 64.83 Australia 28 19.31 16 Medier
32.6%
Naderi et al Standard - 14.74 .
(2012) ' Cancer 256  question- 1 (minimumy®  Self-Report  29-75 27' o4 50 Iran 145 56.64 7 High
aire 140
Nakajima- IES-R 37 O+
Yamaguchi etal.  Cancer 34 Japanese 4.3x2.6 years  Self-Report NR 6. 4‘ 97.1 Japan 8 23.53 10 Moderate
(2016) version )
Norberg & 29xNR
Boman (2008) Cancer 474 IES-R NR (0.25-174 Self-Report 21-64 41+NR 56.12 Sweden NR NR 11 Moderate
?‘2%%)563;9 etal. Cancer 413 IES-R 2 groups Self-Report NR NR 56 Sweden 80 19.37 10 Moderat
Okado et al. 45.41+51.51
(2016) Cancer 255 IES-R NR (1-203) Self-Report NR NR 83.1 USA NR NR 14 Moderate
Pasterski et al 5:4.23 year$
(2014) ' DSD 47 IES-R 7.1+4.81 Self-Report NR NR 65.9 UK 13  27.66 10 Moderate
years
Pelcovitz et al. 39.36xNR : 44
(1996) Cancer 24 SCID NR (0-132) Interview NR (median) 100 USA 6 25 17 Low
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Study Medical Sample PTSD Months post-  Method of Parental age % Location PTSD Risk Risk of
trauma Size Measure traumd assessment female Prevalence of Bias
M+SD or Range M =SD N % Bias  Category
Median(range) Score
Phipps et al. b if NR d
(2005) Cancer 121 IES-R 3 groups  Self-Report NR NR 81.8 USA NR 10 Moderate
Pierce et al. Cancer 67  PCL-C6 nmoiaace SelfRepot NR ~ NR 746  USA 31 4227 17 Low
(2017) NR (13-352) P - -
days
36.7+
Poder et al. . .
Cancer 243/241 PCL 61+4.2 days Self-Report  22-5 50.2 Sweden 61 25.10 17 Low
(2008¥ 9.1+
6.9
Rees et al. (2004) PICU 33/60 IES NR (6-12f Self-Report NR NR NR UK 9 27.27 16 Moderate
1D, Switzerla
Ribi et al. (2007) cancer & 71/139 PDS 4-6 Self-Report NR NR 0 nd 18 25.35 13 Moderate
Epilepsy
Rodriguez-Rey & 38.24+
Alsonso-Tapia PICU 143 DTS 6 (minimunf)  Self-Report NR 6.31_ 63.9 Spain 33 2311 13 Moderate
(2017) '
37.916.
Santacroce (2002) Cancer 15 RI 5.1+1.0 weeks  SgIbR NR 5 80 USA 10 66.67 17 Low
Shears et al Meningoc-
(2005) ' occal 105 IES 4.1+1.07 Self-Report NR NR 56.2 UK 28 26.6713 Moderate
disease
Shi et al. (2017) Cancer 279 PCL 1->25 Self-Report NR 34.16%¢ @83 China 92 3297 18 Low
Chinese 5.28"
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Study Medical Sample PTSD Months post-  Method of Parental age % Location PTSD Risk Risk of
trauma Size Measure traumd assessment female Prevalence of Bias
M+SD or Range M =SD N % Bias  Category
Median(range) Score
version 36.56+
7.0
Stoppelbein & Cancer/ 3.7442.69 . 37.8+
Greening (2007) T1D 110 SCID vears Interview NR 8.04 100 USA 8 7.27 17 Low
(Sltggg)r etal Cancer 105 RI 6.7+2.8 years Self-Report NR NR 50 AUS 50 47.62 12 Moderate
(Tza:)clkg)tt etal Cancer 105 IES-R 2.6+1.6 Self-Report  NR 32'31“ 914  USA 51 4857 14  Moderate
Taskiran et al Bone 435.8+397.7 | 36.11+
' Marrow 27 CAPS AR Interview NR o 100 Turkey 8 29.63 16 Moderate
(2016) Transplant days 6.34
Tremolada et al. 37.3x
(2013) Cancer 83 PCL 2 Self-Report NR 6.07 100 Italy 48 57.83 17 Low
E/Z%T%n etal. Cancer 37 PCL 7.571£5.65 Self-Report NR 32'321 60 Australia 17 45.95 12 Moderate

NR = Not Reported. PICU = Paediatric Intensive Gané. NICU = Neonatal Intensive Care Unit. IES-Rmpact of Events Scale-Revised. PCL-S = Post-tedianStress Disorder
Checklist Specific. SRS-PTSD = Self-Rating ScateHost-Traumatic Stress Disorder. SCID = Struct@hwical Interview for DSM. PDS = Post-TraumatitaBnostic Scale. PCL-
C = Post-Traumatic Stress Disorder Checklist —l@aivivVersion. T1D = Type 1 Diabetes. HTQ = The Had/Trauma Questionnaire. CAPS = Clinician-Admarietl PTSD Scale.
PSS = PTSD Symptom Scale. EMO= Extracorporeal Man®Oxygenation. DTS=Davidson Trauma Scale. PCLEPTBecklist. Rl = Reaction Index. PTSD-SC=PTSD gtom
Checklist. DSD=Disorder of Sexual Development.

*Sample reported in 2 studigAggregated quality score, due to merged papBrs-rata scores due to risk factor quality quesrlimnpplicablef Only mothers/girls*Only
fathers/boys:Time off therapy™ No prevalence reported in this stuéipcluding life-threatening ilinesses (cancer, cahdisease), serious diseases (T1D/epilepsy) aseskrious
chronic diseases (Tourette and Brachial PleXugiless otherwise statetiBased on time-point or exclusion/inclusion critefi@ample also includes one or more of the following:
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Study Medical Sample PTSD Months post-  Method of Parental age % Location PTSD Risk Risk of
trauma Size Measure traumd assessment female Prevalence of Bias
M+SD or Range M =SD N % Bias  Category
Median(range) Score

road traffic accidents, unintentional injury andrmi [ Three participation groups in the studgample of 33 were included for the prevalence as WeCU participants, a full
sample of 60 was used for risk factors as this #amips for parents of children in both PICU andegahpaediatric wards for similar medical condiiotSample of 71 was used for
prevalence analysis consisting of fathers of clrrdimiess, sample of 139 was used for risk factalysis and includes parents of unintentional injhildren.” Group1:66.2+41.2
(12-197 range); group 2: 97.9+45.4 (15-198 range)p 3: 68.3+45.3 (11-198 range); group 4: 54.1%353-138 range).Group 1: 10+15, NR (1-74); Group 2:32+18, NR (1-72)
Groupl: 0.33+0.09 years; Group2: 1.96+0.31 yearsuf@3: 11.4+3.5 years.
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PTSD Prevalence

A total of 45 studies reported prevalence rateschviesulted in a pooled
prevalence of parental PTSD following paediatricdioal trauma of 30.3% (95%l 25.3
— 35.5%), however this was significantly heterogerseQ(44)=684.250p<.001,1 =
93.57%; see Figure 3). Table 2 provides additistetistical information on the overall

prevalence.

Moderator analysis of prevalence

Sub-group analysis can be found in Table 2. Firgllg method of PTSD
assessment was investigated. Although self-repestionnaire assessments yielded
higher prevalence rates, this did not reach sicguifte, §=-0.15 (95%CI -0.31-0.02),

p=0.077).

Secondly, prevalence for each chronic conditioegaty was calculated using sub-
group analyses. When inspecting the forest pl@ufé 4), paediatric cancer appeared to
have the highest rate of parental PTSD compareth&r conditions. Therefore cancer was
compared against all other traumas pooled intocategory. Meta-regression analysis
found that prevalence estimates of parental PT3DBwing paediatric cancer were

significantly higher compared to other conditiofis@.20 (95%CI 0.11-0.30)p<0.001).

Thirdly, the prevalence rates among mothers aretfatwere compared on
permitted studies. Meta-regression analysis ifledtthat mothers had higher prevalence
rates than fathers, although this difference wastatistically significant,/=-0.10 (95%

Cl -0.23-0.04)p=0.152).
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Studies Estimate (95% C.I.) Ev/Trt

.271) 33/161 ——

.449) 12/40 ]

.170) 317247 -

.418)  15/52 —

.309)  10/52 —a—

.188)  41/284 N

.297) 23/107 —

.613)  12/28 "

.672) 44/78 : —a—
.803)  23/35 »
.205)  14/105 ——

863) 20/28 : -

.812)  151/200 ——

Balluffi et al. (2004)

Binder et al. (2001)

Bronner et al. (2008)

Bruce et al. (2010)

Farley et al. (2007)

Forinder & Lindahl Norberg (2014)
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Figure 3. Forest plot for overaprevalence and prevalence by assessment type (self-report
guestionnaire vs interview).
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Table 2. Meta-analysis outcomes for prevalence, ilugding sub-group analysis.
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Variable k Prevalence 95% CI SE V4 Q dil p 1°
LL UL

TOTAL 45 30.3 25.3 35.5 0.03 <0.001 0.032 684.25@4 <0.001 93.57%

Assessment type  Interview 6 18.1 10.0 28.0 0.06 0GD. 7.31 19.601 5 0.001 74.49%
Self-report 39 31.9 26.6 37.5 0.03 <0.001 20.13 622.506 38 <0.001 93.9%

Chronic condition Cancer 19 40.7 31.6 50.0 0.05 08&dD. 14.36 335.349 18 <0.001 94.63%
Type 1 Diabetes 3 18.2 11.9 25.5 0.05 <0.001 9.763.053 2 0.217 34.49%
PICU 4 194 13.4 26.2 0.04 <0.001 11.04 10.251 3.017 70.73%
NICU 3 19.5 114 29.1 0.06 <0.001 7.96 4.954 2 088. 59.63%
Transplants 4 30.4 11.9 53.0 0.12 <0.001 495 020. 3 <0.001 92.5%
Other 7 21.2 15.5 27.5 0.04 <0.001 12.71 16.065 ®.013 62.65%
Mixed 6 20.8 14.0 28.7 0.05 <0.001 10.23 38.271 0.001 86.94%
All conditions 27 211 17.9 24.5 0.02 <0.001 23.23 114.819 26 0640. 77.36%
(excluding cancer)

Gender Mothers 22 29.0 21.3 37.3 0.05 <0.001 12.5293.883 21 <0.001 92.85%
Fathers 16 20.8 13.1 29.7 0.05 <0.001 9.00 1@9.325 <0.001 91.14%

PICU = Paediatric Intensive Care Unit. NICU = Neth#ntensive Care Unit.
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Sensitivity analysis of prevalence meta-analysis

Sensitivity analysis was conducted to remove tistgeies rated as having high
risk of bias. Meta-regression analysis identifiedtf although the higher risk of bias
studies reported higher prevalence rates, thisnwta statistically significant difference,

(8=0.07 (95%CI -0.13-0.27)p=0.495).

Secondly, studies included in both the present taeédysis and the ‘single-
incident’ traumas (i.e. mixed sample studies) wereoved and the meta-analysis
repeated. Meta-regression analysis compared bettal@ence rates which identified that
prevalence rates were higher in those articlesviiea¢ of a medical trauma featured solely
in the present study, although this difference matsstatistically significant,#£0.11 (95%

Cl -0.01-0.23)p=0.065).

Publication Bias

Publication bias was investigated through a fupha of the prevalence data
(Appendix Q). It is difficult to assess for publia bias with regards to prevalence as
rates do not go below zero. Larger prevalence rages typically found in smaller studies.

These studies may be at higher risk of bias anttidmiless reliable to interpret.
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Studies Estimate (95% C.I.) Ev/Trt

Balluffi et al. (2004) 0.205 (0.146, 0.271) 33/161 ——

Bronner et al. (2008) 0.126 (0.087, 0.170) 31/247 e

Rees et al. (2004) 0.273 (0.137, 0.435) 9/33 -

Rodriguez-Rey & Alsonso-Tapia (2017) 0.231 (0.166, 0.303) 33/143 —H

Subgroup PICU (142=70.73 % , P=0.017)  0.194 (0.134, 0.262) 106/584 < |

Binder et al. (2001) 0.300 (0.170, 0.449) 12/40 l

Kubota et al. (2016) 0.194 (0.112, 0.293) 14/72 ——

Lefkowitz (2010) 0.129 (0.067, 0.209) 11/85 ——

Subgroup NICU (1*2=59.63 % , P=0.084) 0.195 (0.114, 0.291) 37/197 -<>—-

Bruce et al. (2010) 0.288 (0.175, 0.418) 15/52 —I—

Fuemmeler et al. (2001) 0.429 (0.254, 0.613) 12/28 - -

Fuemmeler et al. (2005) Cancer 0.319 (0.195, 0.458) 15747 —v—I—

Hardy et al. (2008) 0.714 (0.536, 0.863) 20/28 ‘ L]
Iranmanesh et al. (2015) 0.755 (0.693, 0.812) 151/200 ' N
Karadeniz Cerit et al. (2017) 0.217 (0.123, 0.329) 13/60 —I—*—

McCarthy et al. (2012) 0.193 (0.133, 0.261) 28/145 ——

Naderi et al. (2012) 0.566 (0.505, 0.626) 145/256 — B
Nakajima-Yamaguchi et al. (2016) 0.235 (0.110, 0.390) 8/34 L :

Norberg et al. (2005) 0.194 (0.157, 0.233) 80/413 N = :

Pelcovitz et al. (1996) 0.250 (0.101, 0.438) 6/24 L ] ‘

Pierce et al. (2017) 0.463 (0.345, 0.582) 31/67 ! ——
Poder et al. (2008) 0.251 (0.199, 0.307) 61/243 ——-

Santacroce (2002) 0.667 (0.417, 0.874) 10/15 -
Shi et al. (2017) 0.330 (0.276, 0.386) 92/279 —-—.—

Stuber et al. (1994) 0.476 (0.382, 0.572) 50/105 —_—
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Figure 4. Prevalence estimates separated b-group analysis based on chronic condition typ
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Risk factor estimates

Thirty-three risk factors were reported in two oome studies. Of the 54 studies, 52
reported at least one risk factor. The main findifay each individual risk factor meta-
analysis can be found in Table 3. This table presimsformation on the number of studies
(k), pooled sample siz&lj, estimate of overall effect sizg)(95% confidence intervals,
significance test of weighted effect size estinfat@and amount of heterogeneit)(
‘Recovery’ was defined as how well the child reaedefrom their medical trauma (and
included factors such as functionality and qualdityife). Of risk factor estimates, ten were
considered small effects (length of hospital steagatment/condition length,
relapse/readmission, medical complications, reggwdtild PTSD, gender (mother), post-
traumatic growth, perceived social support and iprestrauma/adverse life events); three
medium effects (child behavioural difficulties, usenegativecoping strategies and
parental uncertainty around the child illness) aivel large effects (ASD, depressive
symptoms, anxiety symptoms, general psychologisaiass, stress and partner having

PTSD/PTSD symptoms).

Risk factors that were only reported in one stwahg therefore could not be

included in a meta-analysis are reported in TabR(Appendix P).

Sensitivity analysis of risk factor estimates

Sensitivity analysis was conducted by removingéhiask factor estimates from
papers rated as having high risk of bias. Thisyamalidentified that the illness severity
risk factor was no longer statistically significalmt addition, the child depression risk
factor was no longer computed because only onetedi&imate remained. An adapted

table of the risk factor estimates can be seermapr 6 (Table 1).
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The same was conducted by removing risk factomeséis from studies featuring
in the ‘single-incident’ traumas meta-analysis.sTiocess identified three main changes.
Firstly, illness severity was no longer statistigaignificant. Secondly, poor family
functioning increased to a medium effect size (88@) was significanp&.001). Finally,
the following risk factors were unable to be entereo a meta-analysis as either all effect
sizes were no longer included or only one effext semained: ‘acute stress disorder’,
‘medical complications’, ‘recovery’, ‘family psycairic history’, ‘use opositivecoping
strategies’, ‘post-traumatic growth’, ‘partner hayiPTSD’ and ‘prior hospitalisation’. An
adapted table of risk factors for this sensitiahalysis can be found in Chapter 6 (Table

2).
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Table 3. Individual meta-analyses of individual ri& factors for parental PTSD

45

95% Cl’s
Risk Factor k N r LL UL z p Q df p 12
Condition/Trauma Factors
lliness Severity 12 1276 .09 0.01 0.17 2.10 0.035919.94 11 0.0462 44.8%
Length of hospital stay 15 1568 19 0.10 0.28 3.960.0001 44.57 14 0.0001 68.6%
Treatment/condition length 7 1340 .10 0.02 0.17 22.4 0.0156 10.74 6 0.0967 44.1%
Time since diagnosis/treatment 13 1292 -11 -0.32.110 -1.01 0.3135 157.10 12 <0.0001 92.4%
Prior hospital admissions 268 .09 -0.10 0.27 0.92.3585 242 1 0.1197 58.7%
Readmission/relapse 5 1012 A4 0.01 0.26 2.14 0.03214.38 4 0.0062 72.2%
Medical complications 3 321 13 0.02 0.24 2.34 91 0.08 2 0.9609 0.0%
Recovery 5 736 .29 0.22 0.35 7.98 <0.00012.48 4 0.6476 0.0%
Child Factors
Child age 18 2066 .02 -0.03 0.07 0.72 0.4727 21.12 17 0.2209 19.5%
Gender (boy/male) 14 2135 .01 -0.04 0.07 0.51 (1612 18.68 13 0.1335 30.4%
PTSD/PTSS (self-report) 9 1074 .26 0.13 0.38 3.920.0601 30.13 8 0.0002 73.4%
Depressive symptoms 2 265 .07 -0.05 0.19 1.10 3.272 0.03 0.8548 0%
Behavioural difficulties 4 217 .33 0.10 0.53 2.76 .00b7 7.47 3 0.0583 59.9%
Parent Factors
Acute Stress Disorder 3 391 .66 0.59 0.71 14.17 0010 2.31 2 0.3148 13.5%
General (psychological) distress 11 1046 .50 0.38 .610 7.05 <0.0001 54.75 10 <0.0001 81.7%
Parental depressive symptoms 12 1926 .61 0.49 0.78.35 0.0001 127.82 11 0.0001 91.4%
Parent age 11 1090 -.18 -0.42 0.08 -1.35 0.1774 1355 10 <0.0001 93.6%



Gender (Mother)

Post-traumatic growth

Use ofpositivecoping strategies

Use ofnegativecoping strategies

Parent anxious symptoms

Parental uncertainty about child trauma
Socio-Economic Status

Stress

Partner PTSD

Emotional states
Family Factors
Perceived social support

Ethnicity (non-white)

Poor family functioning
Financial burden

Previous trauma / life events

History of psychiatric treatment/diagnosis

Parents and PTSD: Responses and Knowledge

17 3000 22 0.13 0.31 4.70 <0.00097.44
2 427 .18 -0.01 0.35 195 5080 3.26
3 298 A2 -0.33 0.53 0.52 0.60610.63
6 503 .35 0.18 0.51 3.79 0.00021.20
11 1577 .57 0.46 0.66 8.39 <0.000172.20
5 346 32 .210 041 590 <0.0001 0.48
18 2162 .02 -0.05 0.09 0.61.544% 36.21
7 772 51 0.33 0.65 5.04 <0.000149.91
352 .54 0.28 0.73 3.67 0.0002
4 302 27 -0.05 0.54 1.66 0.0967 0.14
7 470 -.16 -0.27  -0.04 622. 0.0087 9.11
5 472 .09 -0.06 0.24 1.23 1@ 9.61
5 629 .16 -0.02 0.33 1.73 .08B6 17.98
5 367 .20 -0.08 0.45 1.43 0.1534 7.32
8 927 A7 0.07 0.27 .343 0.0008 13.85
2 145 2 .0 -0.70 0.71 0.03 0.9723 26.92

7.97

16
1
2
5

10
4

17

6

6
4
4

4

7

<0.0001
0.0710
<0.0001
0.0007
<0.0001
0.9752
0.0043
<0.0001
0.0048
0.0002

0.1675
0.0476
0.0012

<0.0001

0.0538

<0.0001

83.6%
69.3%
93.5%
76.4%
86.2%
0%
53.0%
88.0%
87.4%
85.1%

34.1%
58.4%
77.8%
85.4%
49.5%
96.3%

PTSD = Post-Traumatic Stress Disorder. PTSS =Pagtmatic Stress Symptoms.
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Discussion
This meta-analysis investigated the prevalenqeacénts developing PTSD
following their child’s medical trauma. The overplevalence rate was found to be 30.3%,
across a total sample size of 6 743. However, tvasesignificant heterogeneity across
these studied4=93.57%). This heterogeneous sample is not sungisiiven the various

clinical and methodological differences betweenuded studies (Higgins, 2008).

Indeed, prevalence between different conditiomgedaconsiderably. For example
T1D was found to have a prevalence of 18.2% (wetatively low heterogeneity,
12=34.49%), albeit based on three studies, while@ahnad a high prevalence of 40.7%
(with high heterogeneity?=94.63%), based on 19 studies. It was found thatera
diagnoses resulted in significantly more parenfeP compared to all other medical

traumas included in this meta-analysis.

Another methodological difference likely to calsgh heterogeneity was the way
PTSD was assessed. The majority of studies uskdepelrt questionnaires to assess for
PTSD, yielding a prevalence of 31.9%. Out of thestilies reporting PTSD prevalence,
only six used a structured clinical interview. Thislded a prevalence rate of 18.1% in
parents. Although self-report assessments appdaadao higher prevalence rates, this

difference was not found to be statistically sigrant.

Prevalence was also compared between motheratrad. Research has
demonstrated that females are more likely to dgvBIBSD following exposure to trauma
compared to males (McDonald et al., 2014; Kilp&tetal., 2003). However, much of this
research focuses on interpersonal trauma and &imeteding sexual abuse; Galovski,
Blain, Chappuis & Fletcher, 2014) and thereforetioaushould be taken when interpreting

such gender difference. Also much of the veteraS[PTiterature focuses on males
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(Koven, 2018), with a lack of research into femadéerans (Creech & Misca, 2017).
Although the current meta-analysis found that mthended to have almost 50% higher
prevalence rates following a child’s medical traythé difference was not statistically

significant.

The prevalence findings of the current researettansistent with a systemic
model of medical trauma (PMTS; Kazak et al., 200®)s model postulates that, although
the child may receive a diagnosis or undergo a ca¢durgical procedure, the child sits
within a family system. The fairly high prevalenates from the current meta-analysis
suggest that the system around el patient’also respond to medical trauma. One of
the assumptions of the PMTS model is that there@mmonalities across traumatic
medical events which cut across illness groups éKa al., 2006). Within the current
meta-analysis, paediatric cancer was found to wegdificantly higher PTSD rates in
parents than other medical traumas. Inspectioheofrauma related risk factors can help
understand why this may occur. For example, althardy small in effect but still
significant, length of hospital stay, condition dgin, relapse and medical complications
were found to be important. These risk factors mdicate why cancer leads to higher
PTSD rates. A medium effect was parental uncestaifithe child iliness. There may be
considerable amounts of uncertainty around canegndses compared to other medical
traumas which could explain why this led to higreges of parental PTSD. Uncertainty is

discussed in more detail below.

Thirty-three risk factors were identified acrogsiudies. Many of the risk factors
were demographic and personal characteristicsidurewmeta-analyses into adults have
found that such demographic factors typically hswll effects on PTSD. Similar
findings were found in the current meta-analydihioaigh many factors were not

statistically significant. Parent gender (mothegsviound to be a significant risk factor,



Parents and PTSD: Responses and Knowledge 49

however this was a small effect. It is importanhtde that prevalence was measured using
a diagnostic binary outcome (yes/no) comparedstofeactors based on a continuous scale
of PTSS. This is a possible reason as to why Hiefaictor of parent gender was

significant, but prevalence rate under meta-regvassas not statistically significantly.

The PMTS model proposes three phases of medaahtr (see Appendix F). Pre-
existing factors within the family (including patshare important in the development of
traumatic stress responses. Certain risk fact@ssasd within the current meta-analysis
would be considered within the first two phases.&@mple research has demonstrated
that parental distress and prior psychopathologyeedictive of later PTSD symptoms
(Best, Streisand, Catania & Kazak, 2001; Davisd.e2000; Kazak & Barakat, 1997,
Manne et al., 2004). As seen with the current figdi many risk factors were found to be
significant and large in effect: general psychatagdistress (.50), depressive symptoms
(.61), anxious symptoms (.57) and stress (.513.\torth noting that the way these risk
factors were measured varied among studies andhbidd be taken into account. Studies
typically measured post-trauma mental health, pliagi a cross-sectional comorbid
picture of parental psychological reactions tormault has been argued that PTSD can
resemble a more general psychopathological reatditnauma (Spitzer, First &

Wakefield, 2007), which could help understand haglrelations between PTSD and other

psychological difficulties.

Parental uncertainty was found to be a significeshkt factor with a medium effect.
This is often a subjective response to trauma witfards to not knowing prognosis and
treatment interventions. Emotional responses torteasuch as fear, horror and
helplessness were removed from the DSM-5 critéiA, 2013). Subjective emotional
reactions within the current meta-analysis werefoond to be statistically significant,

although they were measured in a small proporticstuaies k=4), and were often
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measured with tools lacking appropriate reliabiéityd validity psychometric properties.
lliness severity was significant but did not rediol small effect cut-off. This is consistent
with the cognitive model of PTSD (Ehlers & Clarli@®), which suggests the subjective
appraisals of trauma are significant in the po&tmevelopment of PTSD. Severity was
often measured through an objective tool and tbeeghe more subjective factors, such as

uncertainty, appear to be more important to comside

Perceived social support was negatively correlatitill PTSS; suggesting that the
more a parent perceives they have social suppotetis PTSS they will experience.
Interventions can be developed around social stjgofamilies and children around the
time of a paediatric medical trauma. Although osiiyall in effect, it had relatively low

heterogeneity across seven studies.

Acute stress reactions are factors that are fooirmditrelate highly with later PTSS,
both in the child and the family (Balluffi et a004; Connolly, McClowry, Hayman,
Mahony & Artman, 2004; Kassam-Adams, Garcia-Espkea) & Winston, 2005). Within
the current study, risk factor of parent ASD wdarge effect, however this was only
assessed across two studies. The acute stresasespdher at the time of the traumatic
event or within 4 weeks following, clearly has@klito later PTSD. Meiser-Stedman et al.
(2017a) found that parental acute stress respgmedgt child PTSD six months post-
trauma and therefore are important factors to itiyate for both longer-term child and
parental PTSD. No studies included within the naetalysis investigated whether child
ASD predicted parental PTSD; child PTSD was fountd a risk factor, with a small

effect.

Post-Traumatic Growth (PTG) is a growing area ofical and academic research

(Park & Helgeson, 2006), and would have importamlications for the assessment,
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intervention and risk of PTSD in parents followipgediatric medical traumas. Within the
current meta-analysis, PTG wagsitivelycorrelated with PTSS. It has been documented
that individuals following adverse events go omxperience positive effects, such as
feeling stronger and having a positive impact dati@nships (Park & Helgeson, 2006). A
meta-analytic review of growth following stresséxperiences highlighted individuals
having less depression and more positive well-b@telgeson, Reynolds & Tomich,
2006).Therefore those parents who experience tracinegponses to their child’s medical
trauma may have a period of ‘growth’ following tineident. Within the current meta-
analysis PTG was only assessed over two studiés.argmall effect, and therefore future

research into the impact of PTG is warranted.

Limitations

The current meta-analysis has several limitattbasshould be taken into account.
Firstly, very stringent exclusion criteria was apgl This was in order to fully
operationalise paediatric medical trauma and PTBiwever excluded studies could
impact on the prevalence and risk factors repoitedould be important for future meta-
analyses to assess those traumas excluded froouttest meta-analysis. However, as
seen here, high heterogeneity was found acrosaleree and risk factors estimates, and

therefore by including more trauma types, this togfeneity would likely increase.

Secondly, as already mentioned, the meta-analgsistsignificantly high level of
heterogeneity. This is likely due to the differeficend across studies, such as when PTSD
was measured and the different medical traumasgeghl Thirdly, many of the risk factors
were based on self-report or parent-report if cteldted. In addition some risk factors,
such as PTG, were only assessed across a smalenoifrdiudies and would warrant

further exploration. Finally, as can be seen frammPRISMA diagram (Figure 1), no ‘grey
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literature’ or additional literature was soughtpast of the searching strategy, including

contacting researchers for additional material.

Clinical Implications

The current meta-analysis suggests there areraigh of parental PTSD and
potentially even more sub-clinical levels of psyghtinology following paediatric medical
trauma. There is also evidence to suggest thereigineates of comorbidity with anxiety
and depression. Beyond the scope of this meta-sisalyut also identified, was the amount
of PTSD found in children following medical traumasis suggests that clinicians
supporting families undergoing paediatric medicalitnas should be fully aware of the
potential traumatic and/or psychological resporiBascould follow. This will be difficult
as the primary focus of medical teams is the pryndgagnosis, such as cancer. With
regards to services, screening of family membeusdgorove valuable. An awareness of
the risk factors highlighted within the currentdsfwould be important for clinicians to
consider during this process. Highlighted hereniaraness of subjective experiences and
not solely focusing on medical variables, whictmailigh significant were often small in

effect.

Future Research

Identified here was comorbid psychological funciiy. Further meta-analysis on
other psychological reactions to child trauma isramted. Further research should seek to
understand those risk factors outlined here thaewesearched by relatively few studies,
such as PTG, child psychological functioning (imtthg acute stress responses and partner
PTSD). In addition to go beyond that of the paremtaponses and understand trauma

reactions from the wider systems including siblings
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Conclusion

The current meta-analysis identified a high preneé of parental PTSD following
paediatric medical traumas. This is significantageated PTSD can have serious
complications for the individual and their systeat hlso impact the wider society in the
context of limited health resources. Certain resgtbrs were identified that can place
parents at increased risk of developing PTSD. Thekdactors are key indicators that can
be used by clinical teams treating medical traunakighlight those families more likely

to develop PTSD following the trauma.
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Chapter 3: Bridging chapter

Summary of Meta-analysis

The meta-analysis reported in Chapter 2 identdidugh prevalence of parental
Post-Traumatic Stress Disorder (PTSD) and traumesisonses following paediatric
medical traumas. Certain risk factors were alsatifled that increased the likelihood that
PTSD will develop. Sub-group analysis revealed tlaacer diagnoses resulted in the
highest rates of PTSD in parents. Indirect expoguteauma (i.e. hearing about a loved
one’s trauma) and whether diseases such as céwaser/ong been debated to whether
they qualify as traumatic events (Friedman, Redckant & Brewin, 2011; Weathers &
Keane, 2007). A number of studies included withi& tneta-analysis identified children
developing PTSD following direct exposure to treutna (which was a risk factor for
parents developing PTSD). In addition, the metdyaigon ‘single-incident traumas’
(described in the introduction of Chapter 1) fotinak a relatively high proportion of
children develop PTSD following different typestaduma. Therefore medical traumas as
well as burns, accidental injuries and road tradficidents can lead to children developing

PTSD.

Adults knowledge of PTSD in children

The traumatic events described above are likelgad to both the child, their
parents and often the wider system coming intoaiwith the healthcare system.
However, many other traumatic events may not invdhe child entering into the
healthcare system. Such traumatic events may iaectatural disasters (which do not
result in injury), abuse (physical and sexual),leetyinterpersonal difficulties, conflict
within the school, family discord, injury not reguig treatment, family members suddenly
passing away and learning others have been invatvgduma. Therefore if the child is

unaware that psychological difficulties can arisenf such events and do not know what
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signs to look for, they are reliant on adults iaittsocial world to detect and act upon them
(Logan & King, 2001; Rickwood, Deane & Wilson, 200@ften these ‘gatekeepers’
would be the child’s parents. However, schools@reeasingly depended upon to support
children beyond the initial goal of education (JpKrtichener, Sawyer, Scales &
Cvetovski, 2010) and an awareness of childhoodhadggical difficulties are important

for teachers to know. Teachers have been regasdad anderutilised resource for tackling
mental health among children (Atkins, Hoagwood,dsht& Seidman, 2010). Indeed
schools can be thought of as the ideal place threhildren due to the necessity of their
attendance and how much time they spend at scRozkWood, 2005; Weist, Lever,

Bradshaw & Owens, 2014).

Therefore it is important that the adult populatiho support children through a
professional role or as parents are aware thatsexpdo traumatic events can lead to
children and adolescents developing PTSD or PT3@pgymology (subclinical levels).

As ‘gatekeepers’ to children seeking healthcaretegatment (Jensen et al., 2011), it is
important to identify how and where parents seedvkadge of mental health. As certain
traumatic events may not require medical attenfias,important to understand what adult
‘gatekeepers’ to child and adolescent health knbauatrauma events, PTSD symptoms

and effective treatments.

Overview of Empirical Paper

Therefore an empirical research project was design identify what parents’ and
teachers’ knowledge of PTSD presentations amoridreni and adolescents would be. The
focus of the research sought to identify what prand teachers would endorse as PTSD
traumatic events, PTSD symptoms and effectivertreats recommended by national
guidelines. Parents and teachers were additionakgd to rate their agreement for PTSD

screening tools being used in schools. Often seraena useful tool to identify those
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experiencing traumatic responses. Often large piigalth initiatives aimed at children
are frequently targeted through schools (e.qg. tie&h Papillomavirus (HPV) vaccine;
Brabin et al., 2011). In addition parents wereesasuestions about sources of PTSD
knowledge. The following chapter is the empiricappr written for publication to a peer-

reviewed journal.
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Chapter 4: Empirical Paper

Parents’ and teachers’ knowledge of PTSD in childme and adolescents and attitudes

towards screening
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Abstract

Objective: To identify parents’ and teachers’ knowledge adtgtraumatic stress
disorder (PTSD) in children and adolescents. Traarmosure is common in childhood
and adolescence and key adults are relied on ilddte help-seeking behavior. This
involves recognizing trauma events, possible symptplus an awareness of available
help. Screening measures are often used to aidtaet®f PTSD and attitudes to their use
in schools were explored.

Method: A total of 439 parents (mean age 45.16, 87.5%afejrand 279 teachers
(mean age 41.99, 86.4% female) completed an ordsearcher-developed questionnaire
assessing PTSD knowledge across three domainmadteuevents, PTSD symptoms and
evidence-based treatments. Participants were tedrfrtom schools and asked to select
from lists which they felt were the correct answereach PTSD knowledge domain.

Results Teachers and parents were accurate in recogrtianga events and
PTSD symptoms. However, their understanding wasidered broad, with many events
not considered traumatic and symptoms not assdoéte PTSD diagnostic criteria
selected (such as parental divorce and substanse atespectively). Trauma-Focussed
CBT was recognized as an effective treatment, MIDE was not. Treatments not
recommended according to national guidelines weguiently endorsed. Generally, both
teachers and parents were supportive of PTSD sageanschools.

Conclusiont Promotion of accurate understanding and recagnaf PTSD in
children and adolescents from adults perspectinecessary for early detection and
intervention. Schools could be targeted to promioigerstanding among parents and
teachers. Agreement with screening is encouragudgather research is warranted to

understand barriers and facilitators.

Keywords: children, adolescents, PTSD, parents, teacheosyledge, screening
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Introduction
Trauma exposure among children and adolescentsnison (Lewis et al., 2019;
Taylor & Weems, 2009). Many children naturally reeofrom trauma exposure (Hiller et
al., 2016; Meiser-Stedman et al., 2017), howewveilaively high proportion develop Post-
Traumatic Stress Disorder (PTSD; Lewis et al., 20a8ltzer, Gatward, Goodman &
Ford, 2000; Salmon & Bryant, 2002; Orozco, Bordgenjet, Medlina-Mora & Lopez-

Catrrillo, 2008).

Early identification of PTSD in children is paranmband early intervention is
important for treatment outcomes (Kearns, Resgkzick & Rothbaum, 2012). Untreated
PTSD has significant costs to the child living wiitle debilitating condition, which can
impede their schooling (Giaconia et al., 1995).rarbidities of anxiety and depression
are common (Lewis et al., 2019; McLaughlin et2013; Spinhoven, Pennix, van Hemert,
de Rooij & Elinga, 2014), and has been associatddself-harm and suicide (Lewis et al.,
2019). In addition the wider familial (Horesh & Bow, 2018) and educational (Greenberg
et al., 2003) systems can be affected. Furthernhmmg-term financial costs to the wider

society can occur in the context of a healthcastesy with limited resources.

Children and adolescents rely on their parentstéira ‘parent’ is used to
encompass all primary caregivers) to act as gapsk&efor health related behavior
(Stiffman, Pescosolido & Cabassa, 2004; Sayal, R(R¥rents are required to understand
potentially traumatic events, have an awarenet®oma responses in children
(symptoms) and know where and how to seek helpt(Nstdinley, Street, Grady, & Teng,
2014, Palazzo, Dell'Osso, Altamura, Stein & Baldw2014; Pratt et al., 2005; Watts et al.,
2015). Evidence suggests that a lack of mentatih&abwledge acts as a barrier to help-
seeking behavior (Fox, Blank, Rovnyak & BarnettQ20Gulliver, Griffiths &

Christensen, 2010; Mojtabai, 2009; Rickwood, De&Wilson, 2007; Rickwood, Deane,
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Wilson & Ciarrochi, 2005). Although some researabgests problem detection does not
necessitate help-seeking (Shanley, Reid & Evar332@ would be crucial for parents to

notice trauma responses in children.

Schools are increasingly relied upon to detectrasgond to signs of emotional
distress (Jorm, Kitchener, Sawyer, Scales & Cvetkip\2010; Rickwood, 2005). With
regards to PTSD, it would be important for teacherdsnow what can lead to PTSD and
how to identify symptoms. Indeed, there is an iaseein schools seeking to be trauma
informed (Sweeney, Clement, Filson & Kennedy, 20¥8hether teachers feel confident
to take on this additional role is yet to be fullyderstood (Frauenholtz, Wiliford &
Mendenhall, 2015; Moon, Williford & Mendenhall, 201 In regards to PTSD, teachers
present with mixed views on their confidence in kuog with traumatized children (Alisic,
2012; Alisic, Bus, Dulack, Pennings & Splinter, 2D1Children are more likely to be in
school than mental health settings (Adelman & Tayl998, 2012) and therefore it is

important teachers are aware of PTSD.

Evidence suggests young people with mental heatthlgms typically seek help
from friends (Rickwood et al., 2005) and within geal practice (GPs; Rickwood et al.,
2007), although GP detection of mental health gaisl can be poor (Gulliver et al., 2010;
Sayal, 2006). Often mental health professionalsh s a psychologist, are not typically
considered when seeking help for mental healthcdities (Offer, Howard, Schonert &
Ostrov, 1991). Parents are similar in seeking wigrmation about mental health from

informal sources and GPs (Jorm & Wright, 2007).

Knowledge of PTSD among the general populationthode with PTSD
symptoms has been found to be poor, particuladyradt treatments (Harik, Matteo,

Hermann & Hamblen, 2017). Currently, little is knovo what extent parents and teachers
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understand PTSD presentations in children and adehs. As outlined above, these
adults in the child’s life are paramount for thendfication of PTSD and promoting help-
seeking behaviors. To the authors’ knowledge, mwipus research has been conducted to
seek out what parents and teachers understand RB&I in children and adolescents,
hereafter referred to as ‘PTSD knowledge’. Previasearch has found that teachers’
recognition of depressive symptoms in childrenlsampoor (Taggart & McMullen, 2007),
although whether this is a lack of personal knog&edr training within schools is

unknown.

Research questions

We sought to identify what parents and teachenddvendorse as traumatic events,
what symptoms they thought were associated withDPdi&]1 what effective treatments are
offered within the NHS. We also wanted to identifigether certain demographic and
participant characteristics would predict PTSD klemlge across each domain. Due to
schools being more involved in mental health indren, we also sought to understand
whether teachers and parents would agree with FSE&&2ning being undertaken in

schools.

Methods
Participants

The lead researcher (AB) contacted schools froeetBast of England counties
using randomized lists generated from the Schoab Directory
(http://schoolswebdirectory.co.uk). A convenienample of self-identified parents and
teaching staff (including both teachers and teaghssistants, hereafter referred to as
‘teachers’) were recruited from 13 schools. Iniyi@1 primary schools (for 4-11 year
olds), 27 secondary schools (for 11-18 year oldd)s®even Special Educational Needs

(SEN) or Pupil Referral Units (PRUSs) were contactealir primary schools (12.9%), five
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secondary schools (18.52%) and two PRUs (28.578k) part. Primary school sizes
(students on roll) ranged from 33 to 294<158), secondary school sizes ranged from 541
to 1650 M=1058), and PRU school sizes ranged from 15 tdv22(). In addition, the
Health and Safety Working Group of the National d&wnof Teachers (NUTh=200) were
also contacted and agreed to participate. The notaber of teachers across all schools
and the NUT was 965. The total number of childremoss all schools was 5 960. Only one
parent for each child received information aboetstudy, however both parents were
invited to take part. The total number of parerasipipating was 487, yielding a response
rate of 8.2%. However, this could be an over-edionaas the number of two-parent
households was unknown. The total number of ppdtoig teachers was 310; yielding a
response rate of 24.9%. This response rate exciftladditional teachers recruited
through social media (e.g. Twitter and Facebookyes parents and three teachers chose
not to complete the study after reading the padict information sheet. A further 38
parents and 28 teachers were excluded from analysiso missing data (partial
responses). Three parents were excluded due tcetest child being under the age of
seven. Therefore the final sample consisted ofpé&88nts and 279 teachers.

Parents were expected to have one or more schedldmldren between the ages
of severand 17 who attended one of the participating schdghildren under six were not
included within this study due to PTSD presentationthis age group being qualitatively
different from older children (Young & Landolt, 28land DSM-5 criteria for PTSD of
children aged six and under increasing prevaleatss of PTSD (Scheeringa, Myers,
Putnam & Zeanah, 2012). Teachers were required tulrently working and have at least
five hours of direct contact each week with childegjed seven to 17. No other exclusion

criteria was applied.
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Measures

To the authors’ knowledge there are no standaddizeasures to assess PTSD
knowledge. A recognition task, completed onlines waveloped to measure PTSD
knowledge across three domains: trauma events,teynspand effective treatments. With
permission, this was based on Harik and colleagi2€4'7) recognition task to measure
adult veterans’ knowledge of PTSD. Some changes aplied to reflect PTSD
presentations in children. See appendix H for doegnition task. Due to the study aiming
to understand PTSD knowledge only and concernsndrouerburdening participants,
general mental health literacy and knowledge scatrs avoided.

The online recognition task was part of a wideggjionnaire. The questionnaire
consisted of two sections. The first section gatie@lemographic characteristics. This
included age, gender, previous/current militarydgasund (including a spouse in the
military) and current mental health difficultiesdditionally parents were asked the
number of children in the family, age of eldestia¢hmarital, employment and residential
status. Teachers were asked their length of timehiag, number of hours working
directly with children per week, type of school, etther they have taught a child with
PTSD and whether they had received PTSD/traum@ingi

The second section was the recognition task. Sept€h5 and 6 for information
regarding the pilot and development of the onlinesgionnaire. Participants were asked to
select from three lists what they endorsed as tatigravents, PTSD symptoms and
evidence-based treatments. Each list included &idtems (which the research team felt
were the correct answers) and ‘distractor’ item&tvlivere deemed priori incorrect
responses.

A PTSD knowledge score was calculated from a coetbpercentage of correctly

selecting the *actual’ items and correctly not sete the ‘distractor’ items. Traumatic
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events were considered to be an ‘actual’ itemaf/thatisfied the DSM-5 Criterion A for
PTSD (American Psychiatric Association (APA), 2018ymptoms were considered an
‘actual’ item if they satisfied Criterion B-E ofélDSM-5 criteria for PTSD (APA, 2013).
Treatments were considered to be ‘actual’ itentisaf were recommended by U.K.
national guidance on treating PTSD (National Ingtitof Health and Care Excellence
;NICE, 2005); the recognition task was developereethe revised 2018 guideline was
published). Trauma-Focussed Cognitive Behaviorarapy (TF-CBT) and Eye-
Movement Desensitisation and Reprocessing (EMDRgwensidered ‘actual’ items. At
the time of the current study, EMDR was not feadurethe NICE guidelines for children,
however research suggested it can be effectivedating PTSD among children and
adolescents. Although other interventions can afinefor individuals or have anecdotal
support for soothing PTSD symptoms, only thoseineats recommended by NICE were
considered ‘actual’ items. In addition, participantere asked to rate their attitude to
PTSD screening tools being used in schools usbypaint Likert scale from “Strongly
Disagree” (1) to “Strongly Agree” (5). The totallm® questionnaire included 19 items for
parents and 16 items for teachers and took appaigignten minutes to complete. See
Appendix | for the full online questionnaire forrpats and Appendix J for teachers. The
online questionnaire was distributed using Quatran online questionnaire programme.
Procedure

Data collection took place from March 2018 to @ein2018. An overview of the
study and schools potential involvement was distatd to key members of schools (head
teachers, deputy heads and SEN coordinators) bgileand telephone. The key contact
from the school was asked to circulate two studyedtsements: one to the parents of the
school (typically by email, text or newsletter) amik to the internal staff team of teachers’

(usually by email). The research advertisementhedl a brief explanation of the study,
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the opportunity to enter into a raffle prize draw faking part and an online link to the
questionnaire (Appendix K).

Once participants opened the links they were piexbiwith full participant
information about the study and their rights (vl option not to take part). Participants
were given the email address of the lead investighthey required additional support or
information regarding the online questionnaire tieiants opting to complete the online
guestionnaire were taken to the first section.

Following completion of the online questionnairarticipants were given the
opportunity to enter into a raffle prize draw tawa £20 online retailer gift voucher (four
prizes available). This was used to recognize @pants’ time in completing the
guestionnaire. Participants were provided with gilinformation of what the study was
intending to identify, websites to find out moréormation about PTSD and the correct
answers to the recognition task.

Ethical considerations

The Faculty of Medicine and Health Sciences Reseaticics Committee at the
University of East Anglia (UEA) approved the prdjea 13" March 2018, reference
number 2017/18-85 (Appendix L). Informed consens whtained from all participants
through an online information sheet and conserdtatements presented at the beginning
of the questionnaire. Participants were informed by starting the questionnaire they
provided their consent. Additional information redjag ethical considerations can be
found in Chapter 5.

Data Analyzis
To identify whether parents or teachers scoreeuifitly on each PTSD domain,

Mann-Whitney U tests were conducted. This was dube trauma knowledge scores not
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being normally distributed. Further information aeding power, sampling size and
statistical assumptions can be found in Chapter 5.

A series of linear regression models were condueiddeach PTSD knowledge
domain as the dependent variable and participanbdeaphics and characteristics as
independent variables. See below for a descrigtfdrow variables were transformed into
binary categories. Separate linear regressions ezra@ucted for parents and teachers.
Variables entered into the parental regression ineee: parent age, parent gender, age
of eldest child, relationship status, employmeatus, residential status, current mental
health difficulty and military background. Variablentered into the teaching group
regression model were: age, gender, teacher syatais working as teacher, hours per
week teaching, teaching a child with PTSD, recg\RTSD training, type of school,
military background and current mental health diffty. In total, six linear regression
models were conducted.

For regression analyses, demographic variablesmiitiple categories were
transformed into binary variables, and coded OJrld the parental group, relationship
status collapsed married and co-habiting into taoept families and not-cohabiting and
single into one-parent families. Employment statas categorized as working (full or part
time) and not-working (full-time education and urn@ayed). Residential status was
categorized into ownership or non-ownership (renéind living with parents). For the
teaching group, time since working as a teacheroaegorized into 0-10 and 11-plus
years. Hours working with children was categorizgd 5-20 hours or 21 plus per week.
With regards to whether a teacher had worked whila with PTSD before, those stating
‘not sure’ were categorized as ‘no’, those selectmmefer not to say’ were excluded from
regression analyzis. With regards to receivingrtradraining, those stating ‘not sure’ were

categorized as ‘no’. For all participants, thodedeg ‘do not wish to say’ in regards to
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psychiatric history were excluded from regressioalyzis. Cases excluded on regression
models was by list-wise.

Descriptive statistics were used to explore thgudemcy of parents and teachers
agreement with PTSD screens. Spearman Rho cooredatiere conducted to identify
whether attitudes towards screening were assoomtbdPTSD knowledge scores across
the three domains. Non-parametric tests were uséaeaPTSD knowledge scores were not
normally distributed.

An o of .05 was used to determine statistical signifoga All analyzes were

performed using SPSS statistical package, ver$ah 2

Results
Sample characteristics

Table 1 provides information on participant chéeastics which were determined
by self-report. The parental group were predomiganbthers (87.5%), with an average
age of 45.163D=6.9). The majority were biological parents, witbhe (1.8%) parents
describing themselves as foster parents/carersiiljarity of parents were married
(70.4%), employed (81.1%) and owned their own h¢rde3%). The average number of
children per household was 2.31&0.96), with the eldest child predominantly being
aged between 11 and 20 (81.3%). Within the pargntalp, 33 (7.5%) participants self-
reported having a military background and 103 (28.Self-reported having a current
mental health difficulty. Military background inithsample appears higher than the
national average of current military and veterans.

The teaching group were predominantly female @$§,4vith an average age of
41.99 6D=11.3). There were 69 (24.7%) teaching assistaitksnithe group. The
majority of teachers worked at least 21 hours pegkawith children (75.3%). Regarding

the type of school, 85 were from primary schoolx%%6), 132 from secondary schools
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(47.3%), and 44 from PRUs (15.8%); participant®orapg ‘other’ were from independent
sector schools, colleges/sixth forms, private dinertutors, mental health settings and
those teaching in multiple schools. Of the teaclyraup, 46 (16.5%) reported having
worked with a child with PTSD, 134 (48.0%) had ant 96 (34.4%) were unsure. Only
19 (6.8%) teachers reported having received PT&Dfa training. Within the teaching
group, 26 (9.3%) self-reported having a militarghkground and 69 (24.7%) self-reported
having a current mental health difficulty.
PTSD Knowledge

Parents had a mean accuracy score for trauma exMeris4% §D=15.0). On
average, parents were correct with 11.1 out ofddnha event items (see Table 2).
Participants were accurate in selecting the ‘atttedma events\=91.9%;SD=14.8)
however, were less accurate at not selecting is&adtor’ items §1=66.8%;SD=30.7),
i.e. they endorsed items that were not consideeeahtas. Parents had a mean accuracy
score for PTSD symptom recognition of 61.430¢€14.2). On average parents were
correct with 8.6 out of 14 symptom items (see Ta&)ldarticipants were accurate in
selecting ‘actual’ items\=90.8%;SD=14.6), however when not selecting the ‘distractor’
items participants had poorer accuraiy=89.4%;SD=28.7), frequently selecting
‘distractor’ items (e.g. drug and alcohol abuse&rdased appetite and scratching self) as
PTSD symptoms. Parents had a mean accuracy secd?@ D treatments of 42.4%
(SD=17.2). On average, parents were correct with toreef seven treatment items.
Correct identification of the two recommended PTt&atments for children and
adolescents varied from 17.5% for EMDR and 81.9¢dt6-CBT (see Table 4). The
majority of participants endorsed treatments (egdication, counselling or group

therapy) which are not currently recommended byE¢Didelines.
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Table 1: Sample characteristics for parents and tezhers

Variable Parentsr{=439) Variable Teachersn{=279)
normeanSD % or Range normeanSD % or Range
Female 384 87.5 Female 241 86.4
Age 45.16+6.89 25-73 Age 41.99+11.3 21-71
Military background (yes) 33 7.5 Military backgralifyes) 26 9.3
Current mental health difficulty (yes) 103 23.5 femt mental health difficulty (yes) 69 24.7
No. of children 2.37+0.96 1-5 Teaching Assistant 69 24.7
Received PTSD training (yes) 19 6.8
Age of eldest child Years worked
6-10 8 1.8 0-5 73 26.2
11-15 230 52.4 6-10 55 19.7
16-20 127 28.9 11-15 65 23.3
21-25 44 10.0 16-20 41 14.7
26+ 30 6.8 21+ 45 16.1
Relationship status Hours worked with child/week
Married 309 70.4 0-10 15 5.4
Relationship living together 50 11.4 11-20 52 18.6
Relationship living apart 22 5.0 21.30 138 49.5

Single 56 12.8 31+ 72 25.8



Employment Status
Full-time
Part-time
Education
Unemployed
Other

Residential status
Homeowner
Renting
Living w/ parents
Other

176
180

21
55

348
87
2

2
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40.1
41.0
0.9
4.8
125

79.3
19.8
0.5
0.5

Type of school
Primary
Secondary
SEN/PRU
Other

Worked with child with PTSD
Yes
No
Not sure

Prefer not to say

85
132
44
13

46
134
96

78

30.5
47.3
15.8
4.7

16.5
48.0
34.4
11

PTSD = Post-Traumatic Stress Disorder. SEN = SpEdiacational Needs. PRU = Pupil Referral Unit.
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Teachers had a mean accuracy score for trauméasesfeBil.4% $0=13.8). On

average teachers were correct with 11.4 out ofduria event items (Table 2). Teachers

were more accurate at selecting ‘actual’ traumatents ¥1=93.1%;SD=12.7) compared

to ‘distractor’ items 1=69.8%;SD=28.9). Teachers had a mean accuracy score for PTSD

symptom recognition of 62.69%6D=15.2). On average teachers were correct with &8 o

of 14 symptom items (Table 3). Teachers were ateatadentifying the symptoms of

PTSD (M=92.1%;SD=13.3). However, similar to the parental groupclesas frequently

selected ‘distractor’ symptomsE£40.4%;SD=29.9). The teaching group had a mean

accuracy score for PTSD treatments of 44.3%=19.6). On average teachers were

correct with 3.1 out of seven treatment items (€ah)l Rates of endorsement for

treatments from the teaching group were simildh&parental group.

Table 2: Recognition of trauma events that could d to PTSD

Percentage who believed the event could lead tdPTS

Parentsr{=439) TeachersnE279)
No current knowledge 1.4 1.8
Sexual abuse (a) 95.9 96.4
Serious car accident (a) 94.5 96.8
A terrorist attack (a) 92.3 95.7
Sudden death of family member (a) 91.6 90.7
Hearing domestic violence (a) 90.9 90.7
Physically bullied at school (a) 88.6 82.8
An earthquake (a) 81.1 86.7
Parents divorcing or separating (d) 82.5 78.1
Being lied to by parents (d) 40.3 34.4
Arguing with a best friend (d) 23.2 14.7
Watching a scary cartoon (d) 22.3 25.4
Falling off a swing (d) 21.6 20.1
Being sent home from school (d) 20.5 18.3
Losing money (d) 19.8 16.8

a — ‘actual’ items. d — ‘distractor’ items. PTS[pest-traumatic stress disorder.
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Table 3: Recognition of PTSD symptoms in childrenrad adolescents

Percentage who believed item is a PTSD symptom

Parentsi{=439) TeachersnE279)
No current knowledge 2.3 4.3
Nightmares (a) 96.1 94.3
Sleep problems (a) 95.9 92.1
Angry outbursts (a) 94.1 91.0
Avoid people/places associated with trauma (a) 89.7 87.8
Avoiding talking/thinking of trauma (a) 88.4 86.0
Re-enacting trauma in play (a) 67.7 77.8
Drug and alcohol abuse (d) 86.1 79.6
Decreased appetite (d) 77.2 75.6
Scratching self (d) 72.9 68.1
Hoarding (d) 55.1 54.1
Talking constantly about the event (d) 51.7 54.5
Hearing voices to hurt other people (d) 47.6 45.5
Constantly washing hands (d) 44.4 38.0
Hyperactivity for over 3 days (d) 38.5 40.9

a — ‘actual’ items. d — ‘distractor’ items. PTS[pest-traumatic stress disorder.

Table 4: Recognition of effective treatment for PT® in children and adolescents

Percentage who believed item is an effective PTi8atinent

Parentsr{=439) Teachersn(=279)

No current knowledge 16.9 25.1
TF-CBT (a) 68.1 59.5
EMDR (a) 14.6 12.2
Counselling or Psychotherapy (d) 80.0 69.5
Medication (d) 57.9 a47.7
Group Therapy (d) 48.1 36.6
Relaxation techniques (d) 40.3 36.6
Animal-Assisted Therapy (d) 25.5 24.4

a — ‘actual’ items. d — ‘distractor’ items. PTS[pest-traumatic stress disorder. EMDR = Eye-Movement

Desensitisation and Reprocessing. TF-CBT = trawunassed cognitive behavioral therapy.
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Parents and teachers did not differ on their oV&BED trauma event knowledge
(U=55004.5p=.106); their PTSD symptom knowleddé=55174,p=.440); nor their
PTSD treatment knowledg&l€35781,p=.204).

Predictors of PTSD knowledge

Pearson’s correlations were conducted to idemitfgther participant demographic
variables were associated to PTSD knowledge don@atse 5). For the parental group,
the number of children a parent had and whethgregze a homeowner negatively
correlated with trauma event recognition (homeowtead higher PTSD trauma
knowledge). Employment status negatively correlatgd symptom recognition, with
parents working having more PTSD symptom knowletlyeegards to the teaching group,
current mental health difficulty was negatively eated with effective treatment
recognition. All statistically significant effectgere “small” (Cohen, 1988).

No significant predictors of PTSD knowledge weteritified from the six linear
regression models. The results of the regressialyzis can be found in Chapter 6.
Screening

Results of parents’ and teachers’ attitudes todP3&eens can be found in Table 6.
Over half of parents (59.9%) and teachers (71.6f el (i.e. somewhat agree or strongly
agree) for PTSD screens to be undertaken in sclasgisirt of a wider screening process
(Q1). When participants were asked if they wouldsider this following a major incident
in the local area (Q2), both parents’ and teactegseement increased to 86.4% and 86.7,
respectively. On the other hand, 21.2% and 12.2%@addnts and teachers respectively
disagreed (strongly or somewhat disagree) for abP3@een as part of wider mental
health screening. This disagreement decrease@% &nd 8.3% for parents and teachers,

respectively, if a major incident occurred in thedl area.
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Table 5: Pearson correlations between PTSD knowledglomain and demographic variables

82

Parents Teachers
Variable Trauma event Symptoms Effective treatments Variable Trauma eventSymptoms Effective treatments

(n=363) (n=359) (n=308) (n=244) (n=237) (n=190)
Age .007 .001 -.018 Age -.021 -.069 .013
Gender .029 -.077 .025 Gender .019 -.062 .036
No. of children -.096* -.043 .044 Teaching status 013 -.096 -.115
Eldest child .036 .007 -.013 Years working -.004 020 .021
Relationship status -.083 .018 .054 Hours worknegk .013 .088 -.051
Employment status -.050 -.094* -.025 child with Brs .057 .075 .030
Residential status -.130** .012 .013 PTSD training .079 .064 -.046
Military background -.050 .072 .021 Type of school .059 .020 -.094
Mental health difficulty 074 011 .024 Military bleground .098 .018 .046

Mental health difficulty .007 -.082 -.123*

*Significant at thep<.05 level. **Significant at thep<.01

. PTSD = Post-Traumatic Stress Disorder
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Table 6. Parents and teachers attitudes towards PTBscreens in schools

Screen as wider mental health scre@&treen following major incident

Q1) Q2

Parents, % Teachers, % Parents, % Teachers, %
Strongly Agree 128, 30.2 79, 28.4 253, 60.2 1634 58
Somewhat Agree 126, 29.7 120, 43.2 110, 26.2 78, 28
Neither agree/disagree 80, 18.9 45, 16.2 20,4.8 , 5.04
Somewhat Disagree 45, 10.6 20, 7.2 921 5,1.8
Strongly Disagree 45, 10.6 14,5.0 28, 6.7 18, 6.5

Q1: Parents=242; Teachers=279. Q2: Parents=420; Teachers=279. PTSD = Post-Traumatic Stress Disorder.

Spearman correlations identified no significarsogsations between agreement of
screening and knowledge scores across all thre®RIE6ains (Table 7).

Table 7. Correlations between attitudes to screengnand PTSD knowledge.

Trauma domain Parentgn) Teachers (n)

Screen Q1 Screen Q2 Screen Q1 Screen Qz
PTSD trauma events -.079 (417) -.025 (413) -.0Z8)2 .013 (274)
PTSD symptoms -.057 (413) -.045 (409) -.118 (266)08% (267)
PTSD treatments .062 (357) .071 (354) .014 (208) 022-(209)

PTSD = Post-Traumatic Stress Disorder.

Discussion

An online questionnaire was administered to parantsteachers across 11 schools
in the East of England to investigate their knowkedround PTSD in children and
adolescents. Parents and teachers were more krgealelé around traumatic events and
symptoms associated with PTSD compared to effettzaments. These results are
similar to Harik et al. (2017), who investigatedSTX knowledge among veterans and
participants with PTSD symptoms. Although the cormesearch sought to categorize
traumatic events into ‘actual’ and ‘distractor’nits, it was interesting to understand how
participants endorsed each item. Across the ‘aotwehts there was high recognition by

parents and teachers. Events with the highest ohsdorsement were sexual abuse and
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car accidents. Parental divorce yielded endorsenaged of 82.5% and 78.1% for parents
and teachers, respectively. Parental divorce wasidered to be a ‘distractor’ item as it
would unlikely meet Criterion A of DSM-5 (APA, 20}, &although there is debate over
whether this event could lead to PTSD (Joseph, Mi/g&aMayall, 2000). A difficulty
arises when clinicians would suggest an event woatdead to PTSD in children but
those spending their time with childrdo endorse such an event, as this raises concerns
over the validity of the conceptualisation of traayrwwhich could lead to potential
misunderstandings. Findings from the current retesimggest that participants have a
broader understanding of traumatic events as thlegted events the study team felt
would not meet diagnostic criteria for PTSD. Onlymaall proportion (<2%) of both
teachers and parents reported having no knowlefligawnatic events.

Parents and teachers accurately identified sympssssciated with PTSD. Re-
enactment of the trauma through play was the loerdbrsed symptom, although was still
high (68% of parents and 77% of teachers). It lsmown why this symptom was much
lower compared to other ‘actual’ symptoms. It maythat participants were imagining an
older child with PTSD who may not typically displdys symptom, as it is more
associated with younger children. Indeed nearlf/dfahe teachers were from secondary
schools. The highest endorsed symptom of PTSDdtr §roups was nightmares, and
secondly sleep difficulties. All other ‘actual’ sptom items reached endorsement rates of
at least 90% (apart from *avoiding talking or thimg about trauma which was between 86-
88%).

Symptoms categorized as ‘distractor’ items were &ksquently endorsed by both
groups. Substance abuse was the highest rated@ymmuait typically associated with
PTSD, although has been found to be co-morbid uteadNajavits, 2002) and alcohol

dependence in children (Lewis et al., 2019). Wethe$ item was a distractor item for two
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main reasons. Firstly, the current study was baseithe research of Harik et al. (2017),
who classified drug and alcohol addiction as ardtsor item basing this on DSM-5
criteria (APA, 2013). Secondly, the symptom ofKsisand destructive behavior’ from
DSM-5 criteria of PTSD under ‘alterations in ardusad reactivity’ (APA, 2013) is poorly
defined and it is unclear as to whether drug aodral abuse would qualify. Furthermore,
other diagnostic classification systems do notgece this as a symptom of PTSD (ICD-
10; World Health Organization, 1992). However, veeagknowledge that this feature of
PTSD diagnostic criteria warrants further debat discussion and more clarity is
warranted for clinicians, although this is beyohed temit of the current research project to
debate and comment here.

Symptoms associated with other mental health ptasens were also frequently
endorsed as PTSD symptoms. Parents and teachtbesaarrent study were broad in their
understanding of PTSD symptoms and frequently essbsymptoms not seen in PTSD
diagnostic criteria (APA, 2013). Participant rabtéendorsement of distractor symptoms
were similar to that found from Harik et al. (201&pain, only a small proportion of
parents (2%) and teachers (4%) reported havingwwledge of PTSD symptoms.

TF-CBT was highly endorsed by both parents anchiexac This may have been
due to the treatment having the word ‘trauma’ i title. Conversely, EMDR, which is
now frequently offered to children suffering witif D (Ahmad & Sundelin-Wahlsten,
2008; NICE, 2018), was the least endorsed treatiteant Other interventions, including
counselling and medication, which have little orevidence base and not recommended
by NICE guidelines (2018) were endorsed by pardtithardson (2001) found that 51%
of parents thought medication and 93% believedrtgltherapies would be used by mental
health professionals to treat children experienamggtal health difficulties. Both groups

had less knowledge regarding PTSD treatments cadgartrauma events and PTSD
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symptomology. This was evident from the high propas of parents (17%) and teachers
(25%) who reported having no knowledge regardin§PTreatments.

No predictors of PTSD knowledge were found withia turrent study. Mostly
demographic factors were entered into the regresaimdels and therefore alternative
variables could be considered for future researahniables used in the model were all
based on self-report.

Both parents and teachers generally agreed widestrg measures to be used in
schools, particularly following a major incidenttime local area. Although this incident
was not operationalized within the question, it@ased agreement for the use of screening
tools. It would be important to understand moreualtloe barriers and facilitators to PTSD
screens which were beyond the remit of the custmy. Considering the results in light
of recent school-based public health screeningties, such as the human
papillomavirus (HPV) vaccination, may help for frtgwconsideration of PTSD screening,
albeit these screens are, qualitatively, considgiditferent. Evidence shows that
knowledge around the HPV vaccination had little actpon endorsement (Dempsey,
Zimet, Davis & Koutsky, 2006). Other factors thatk been found to be important for
parents in regards to agreement with the HPV vaticin was age, with concerns over
younger children receiving the vaccine (Olshen, W&@ustin, Luskin & Bauchner,
2005). This is particularly interesting with nevsearch and diagnostic PTSD sub-
categories for children under the age of six. Othetors such as professional
recommendation (Olshen et al., 2005) and potedisélessed experienced by children
(Dempsey et al., 2006) were found to impact patexttéudes towards the vaccine which

have connotations for the use of PTSD screendhifdren and adolescents.
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Clinical Implications

The results suggest that PTSD among children aagscents may be recognized
by parents and teachers. However, they may alegneze other symptoms which are
more associated with other mental health conditwimgh would need their own
treatment, for example hearing voices, self-harthsrbstance abuse. This implies that
parents and teachers have an understanding of Inleh&alth but lack an understanding
of specific mental health diagnoses. As discussaélkee it is paramount these adults
accurately identify symptoms and seek help accgtdiMisunderstanding certain
symptoms could impact help-seeking behaviours. &shwave been used to target public
health initiatives around mental health (Jorm gt24110). Schools could be an
environment to target parents and teachers by gireythem with knowledge around

PTSD.

Considering trauma exposure is high among childreha relatively high
proportion develop traumatic stress responses jiportant that adults in their life are
aware of PTSD. Training and educational resourcagfiocus on effective and available
treatments. This would be important for early idesdtion and detection of PTSD. Many
of the interventions endorsed by parents coulddneegl without accessing the NHS such
as counselling, therapy dogs, relaxation strategymelsmedication. Knowledge of effective
treatments facilitates help-seeking behavior aedefiore it is important that parents and

teachers have accurate information around this.

PTSD screening could be undertaken at a relatleghcost. With increases in
mental health provision in schools outlined by th€ government recently (Brown, 2018),
it is encouraging both parents and teachers agitegoatential screening programmes.

Further work is needed around the use of screeniaghools.
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Limitations

The current study has several limitations whiobusth be taken into account. A
school-based online questionnaire design was waddartacross three rural counties in the
East of England. Therefore the results may notdmegalizable to the wider country and
urban areas. There was a low response rate fongsaand therefore those completing the
online questionnaire may have been more motivatedmplete and therefore biasing the
results.

The online questionnaire was researcher develdged no standardized
reliability and validity properties have been cddted which could impact the results.
However, this was based on previous research whilibed the recognition task. As
noted in the methodology section, it was importardperationalize a ‘child’ as aged 7-17
due to separate diagnostic criteria for childreadagp to 6 (Young & Landolt). However
this may have caused some confusion to particigardghey may have been considering
children younger than 7 when completing the quastdre. Regarding questions around
help-seeking, on inspection of the responses frartigpants, it was hypothesised that a
selection of participants had misunderstandingaratdhe intention of these questions.
Due to these misunderstandings they were omittad &nalysis and therefore may lack
face validity. Furthermore, due to the questiormaaving closed questions denied deeper
exploration of participant’s views. In addition gtiens regarding confidence in finding
more information may have been limited and othetho@ologies would have been
preferred. A pilot phase was conducted to endqwe@tiestionnaire underwent a review
process (see Chapter 5). A standardized tool sa$3TSD knowledge would be valuable,
particularly if interventions are developed to &rgarents and teachers knowledge in

order to measure the impact of said interventions.
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The assessment of current mental health diffia@iyed upon self-report of
participants which could encompass a myriad of @nat and psychological difficulties.
No standardized assessment of current psychologjit@ulty was used and therefore this
should be taken into account. The question dicanobunt for psychiatric history nor life
time history of trauma. Both of these variableslddwave impacted on PTSD knowledge.

PTSD can be comorbid with other psychological diffiies and therefore
participants may not be thinking solely about PTWien completing the online
guestionnaire and may have been thinking of othesgmtations such as depression and
substance abuse. This could account for the breadrsement of symptoms found in the
present study.

Future research

The current research recruited both teachers @uthiteg assistants, however other
adults within the school environment can be resipba$or the welfare of children
(Atkins, Hoagwood, Kutash & Seidman, 2010). Therefonderstanding their PTSD
knowledge may be valuable. Many adolescents walfetafer to health services.
Therefore it is important to understand their owowledge of PTSD. This is particularly
important for children and adolescents who do ©oeas school or do not live with
parents. For example non-attenders, homelessyehild care and so forth. Future work
on other environments outside of education may teée targeted such as youth groups.

Further research would be valued using other metlogées such as the use of
vignettes to understand PTSD knowledge. Qualitaggearch would allow for further
exploration of why certain items on the recognitiask were endorsed or not. This
approach could lead to understanding some of gyadties between patients and
professionals views on trauma, such as parentatckvas a traumatic event. In addition

facilitators and barriers to screening can be &siced.
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More research would be warranted in the area aldstand trauma training. Many
teachers in the current study reported having vedeno trauma/PTSD training. Moon et
al. (2017) found that American teachers requestectmaining on trauma. Research to
understand the impact of trauma training withinasite would be valuable.

Conclusion

Parents and teachers are accurate at recogniaingarevents and PTSD
symptoms in children. However this recognition wasad and many events not
considered traumatic and symptoms not associatdddiagnostic criteria of PTSD were
selected. TF-CBT was identified as an effectieatiment but EMDR was not, and many
interventions lacking an evidence base for thetrimeat of PTSD were selected as being
effective for children and adolescents. Furthercation of teachers and parents on PTSD
in children and adolescents is warranted, partitbulgith trauma exposure being highly
prevalent. Attitudes to screening of PTSD in schawhs positive. Further work in this
area is warranted to understand how such publithhiegtiatives would be delivered

across schools and to understand some of the tzarrie
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Chapter 5: Extended Methodology
Overview of chapter

This chapter begins by providing information on gaeticipants, procedure and the
measure used in the pilot project which preludedetmpirical research undertaken and
presented in Chapter 4.

In regards to the empirical paper, information ower calculations and statistical
assumptions will be provided. This is followed stalled information regarding the
ethical considerations of the empirical researckchvbuilds on that discussed in the
methods section of Chapter 4. Finally, additionatistical analysis methodology

undertaken in regards to parents’ sources of krniyedor PTSD is provided.

Pilot Phase

A pilot phase was incorporated into the projearisure the researcher-developed
online questionnaire underwent a review process Whs felt important as no
standardised measures were being used in the ealpgsearch project and therefore no
data existed regarding the use of this measuraoagih the tool was based on previous
research (Harik, Matteo, Hermann & Hamblen, 20&%yas adapted for the current
research to reflect PTSD presentations in chilémshadolescents.
Participants

Three groups of pilot participants were involvettsty, the online questionnaire
was sent to an Expert by Experience (EbE) who suggdatient and Public Involvement
(PP1) in previous PTSD research. The EbE was anpared an individual who has
accessed mental health services for psychologieaiment for trauma. The research team
felt it was important to have PPI representationdmment on all aspects of the research
project and materials used. Secondly, the firsbgkto agree to participate in the empirical

project was used in the pilot phase of the resedittis was a small primary school in the



Parents and PTSD: Responses and Knowledge 99

East of England. The school was offered a smalklioken (£40) for taking part in the
pilot phase. The school was classed as an ‘outisigirgthool by Ofsted with
approximately 40 children, aged between four andatténding the school. Thirdly, a
small group of trainee clinical psychologists8) who were also parents were asked if
they would be willing to participate in the pilohg@se of the project. All three agreed to

have the online questionnaire link emailed to them.

Measures

A researcher constructed online questionnaire wasldped to gather
demographic information and identify what particifsa knowledge of PTSD is across
three domains: trauma events, symptoms and efeetrtidatments. The recognition task
was based on Harik et al. (2017). This study lockedhat people with PTSD symptoms
(including a sub-sample of veterans) knew aboutPiisadulthood. Therefore changes
were made to certain parts of the task in ordeefiect PTSD presentations in children.
The task consisted of looking at three lists (whm@dpped the three PTSD domains). Each
list consisted of ‘actual’ and ‘distractor’ itenand participants were asked to choose
which ones they felt were the correct answersaajtiestions. See Appendix M for the
lists used in the pilot phase.

Following this, an expert in the field of childbdb PTSD (and second author on the
paper in Chapter 4, RMS) was consulted on the itesed for the recognition task and
discussions held on what items should be includéameach domain. Finally the NHS
Choices website for PTSD and childhood PTSD wad tselarify the three lists of items
across each domain (https://www.nhs.uk/conditicstraumatic-stress-disorder-ptsd).
At the end of the online questionnaire there wastaf six statements which participants
were asked to rate their agreement to on a 10-pdiett scale (1=strongly disagree,

10=strongly agree) in regards to the ease, compsatre and emotional impact of the
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guestionnaire. Questions included: “The questianthe survey are easy to understand”,
“l found completing this survey distressing or upisg”, “The information provided
before the survey was easy to understand”. Paatitgowere also asked to discuss their
agreement with the ‘actual’ and ‘distractor’ itehs$ed within the questionnaire. Finally
participants were asked to record approximately lomg the questionnaire took to

complete. See Appendix N for the full online pitptestionnaire.

Procedure

Participants received the online questionnaire Witk a brief advertisement of the
pilot project. The EbE and trainee clinical psyduibts were sent the online link by email
from the lead investigator (AB). The school weratsesmall research advertisement and
asked to send this to parents via usual commuaitatiethods.

Once the online link was accessed, participante wersented with the participant
information sheet and consenting statements. Alfy had consented they were presented
with the questionnaire. Following completion thegre/thanked for their participation and
no longer involved in the project. Completion of tnline questionnaire was anonymised
and the lead investigator was not aware of indi@isasponses.

In addition, the EbE provided detailed and corwdive feedback regarding the
participant information sheet and consenting statém Separate comments and feedback
were emailed to the lead investigator. This proeess not part of the anonymised online
guestionnaire.

Ethics

The pilot project was granted ethical approvally Faculty of Medicine and

Health Sciences Research Ethics Committee at the dE20" November 2017, reference

number: 201718-22 (Appendix O). Please see theatbonsiderations section below for



Parents and PTSD: Responses and Knowledge 101

a detailed discussion of the ethical consideratajristh the pilot project and the

empirical research study. Results of the pilotgebare presented in Chapter 6.

Empirical paper

Sample size/power

A survey sample calculator (Raosoft Inc.; http:/mvaosoft.com/samplesize.html)
was used to determine the sample size required.pgrbgramme requires the size of the
population being studied being entered into thewator. Regarding parents of dependent
children, the Office for National Statistics regotthiere to be approximately eight
million(Office for National Statistics, 2016)here are approximately 457 000 teachers in
England (Department of Education, 2017). With theseulation sizes, a confidence level
of 95%, and a margin of error of 5%, a sample efZ&885 participants would be required
for each group (parents and teachers). This sacajdelator utilises epidemiological
research (Rea & Parker, 2014), and similar fornealabe found in recommendations for
survey studies within psychological medicine (Kémicius, Sapoka & Filipaviciute,

2006).

Furthermore, a G-power sample analysis for multipkear regression was also
computed to ensure the above sample size was adespaugh for regression analysis to
be undertaken. A total sample of 132 participarasila/ be required for a medium effect
size (0.2) to be detected with probability of 0t6% power of 0.95, using a model with 10

predictor variables. These calculations were wgeeh sampling for the empirical project.

Statistical test assumptions
The dependent variables of PTSD knowledge don{&i@msma events, symptoms
and treatments) were found not to be normally ithisted and thus violated assumptions of

homogeneity. To account for this, Mann-Whitney tsenvere used when comparing
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teachers and parents PTSD knowledge scores abe#wée domains. Spearman Rho
correlations were used when correlating attitudd®TtSD screening and PTSD

knowledge.

With regards to the statistical assumptions ofgsgjon analysis, the relationship
between the independent and dependent variablesfaand to be linear across all six
regression models by inspecting individual scattesp No multicollinearity was found for
any variables inputted into the models by inspectolerance and Variance Inflation

Factor (VIF) outputs. All residuals were found @ rormally distributed.

Ethical considerations

The proposed research was in line with the Briflsiichological Society’s (BPS)
Code of Human Research Ethics (BPS, 2010). Paatioip within both the pilot project
and the empirical research study was unlikely teseaany distress or harm. Participants
were made aware that the project was looking ddilcbod PTSD and some of the
information contained within the online questiomaaiould be difficult or upsetting to
read (e.g. sexual abuse, death of a family memBarjicipants were given information on
what to do if they found reading this material idifilt, were made aware they could stop
taking part in the study by closing down the browesed informed what they should do if

they suspected a child was experiencing PTSD.

It was hypothesised that some participants magmampce uncomfortable feelings
if they felt they performed poorly on the recogoititask. Participants were made aware
that they should not worry about their performaonehe recognition task and that the
correct answers were provided at the end of thetoqpmnaire. Information on how to find
out more about PTSD was provided. The lead invattits email address was provided

for participants if they wished to get in contdldte contact details of a member of the
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clinical psychology department at the UEA was gisavided who was independent from
the research project if participants wanted to dammbout the research or were

concerned about participating.

All participants read the participant informatidmest at the beginning of the online
questionnaire. This outlined their involvement, wwWvauld be expected of them and
provided information about withdrawing from the jaa. All participants were given the
opportunity at the start of the questionnaire ndake part. If they selected this they were
thanked and did not see any of the research miaaeietaken to the end of the
questionnaire. Participants were informed thatrtimeiolvement within the project was
voluntary and they could withdraw at any point bysang down the questionnaire. Once
participants had submitted their responses theydwoat be able to withdraw their

answers.

Email addresses were gathered from some particpemd wished to be entered
into a raffle prize draw, which was optional. Enadidresses were required to send the
winners their gift voucher. This was added intoshely to acknowledge participants time
for completing the online questionnaire. Due tafinial constraints and the relatively
small time scale required to complete the onlinestjonnaire this was deemed adequate.
Email addresses were stored separately from the dada set. This document was
password protected and stored on a secure netoikinformation was only seen by the

lead investigator and was deleted once prizes bad distributed.

Additional analysis

Further analysis was conducted on parents’ endaserates of PTSD knowledge
sources and where they would seek additional indtion. Parents were asked how

confident they would be to seek out additional infation from professional and non-
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professional sources. This was seen as secondalgsento the main research questions
and therefore not reported in Chapter 4. Thisilissiportant to consider as knowledge of
mental health services and professionals has loegmnl fto impact on help-seeking
behaviour (Kelly, Jorm & Wright, 2007). Frequendyeach source of knowledge was
reported. No other statistical analysis was peréatmon this data. The findings from the

additional analysis can be found in Chapter 6.
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Chapter 6: Additional Results and Discussion
Overview of chapter

This chapter reports the results of sensitivitylgsia undertaken for risk factor
estimates of the meta-analysis outlined in Chapté&ollowing this the results of the pilot
project described in Chapter 5 are presented. Tiessdts are discussed in relation to how
they were used to finalise the online questionnased in the empirical research study
presented in Chapter 4. The statistical outcometh®linear regression models from
Chapter 4 have been added. Finally, additionaltestithe empirical paper are presented
on parents’ sources of knowledge. These resultdiaceissed and implications for further
research and clinical implications are presentaeégards to parents’ sources of PTSD

knowledge.

Meta-Analysis
Sensitivity analysis of risk factors
Table 1 provides adapted risk factor estimates afimoving those individual
effect sizes extracted from papers rated as havimgh risk of bias. Table 2 provides
adapted risk factor estimates after removing irtlial estimates extracted from research
articles featured in the ‘single-incident trauma&ta-analysis outlined in the introductory
Chapter. Only risk factors that have changed frahl@ 3 in Chapter 2 are included.

Findings of the sensitivity analysis were outlinedChapter 2.
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Table 1. Individual meta-analyses of risk factorsdr parental PTSD after removing effect sizes extraed from studies rated as having ‘high risk of bias

95% Cl's
Risk Factor k N r LL uL z p Q aof  p 12
Condition/Trauma Factors
lllness Severity 10 1128 .09 -0.01 0.18 1.85 0.064819.61 9 0.0205 54.1%
Medical complications 2 281 14 0.02 0.25 226 B2 0.04 1 0.8447 0.0%
Child Factors
Gender (boy/male) 3 1879 .01 -0.05 0.07 0.38 0.7065.8.66 12 0.0971 35.7%
PTSD/PTSS (self-report) 7 1028 27 0.13 0.40  3.61.00@B 29.62 6 <0.0001 79.5%
Behavioural difficulties 3 207 37 011 0.58 2.78  0.0055 6.76 2 0.0340 70.4%
Parent Factors
General (psychological) distress 10 1006 54 044 640 8.40 <0.0001 39.85 9 <0.0001 77.4%
Parental depressive symptoms 11 1916 .62 051 0.A.57 <0.0001 123.84 10 <0.0001 91.9%
Gender (Mother) 15 2704 20 0.10 0.30 3.98 <0.0089.56 14 <0.0001 84.4%
Parent anxious symptoms 10 1567 58 047 0.67 8.680.0001 68.69 9 <0.0001 86.9%
Socio-Economic Status 17 2152 .02 -0.05 0.09 0.58 0.5603 36.19 16 0.0027 55.8%
Stress 6 732 54 035 0.68 512 <0.0001 44.61 5 008Q. 88.8%

PTSD = Post-Traumatic Stress Disorder. PTSS = Pwatmatic Stress Symptoms.
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Table 2. Individual meta-analyses of risk factorsdr parental PTSD after removing effect sizes fromtadies included in ‘single-incident trauma’ study

95% ClI's
Risk Factor N r LL UL p Q df p 12
lliness Severity 6 540 .08 -0.03 018 145 0.1464 536 5 0.2578 23.5%
Length of hospital stay 7 456 .26 0.17 0.34 553 .0601 5.84 6 0.4416 0.0%
Treatment/condition length 6 1093 11 0.03 0.20 72.60.0077 8.51 5 0.1302 41.3%
Readmission/relapse 3 744 .06 -0.07 0.19 0.90 @.3685.23 2 0.0730 61.8%
Child Factors
Child age 13 1167 .01 -0.07 010 035 0.7242 20412 0.0594 41.3%
Gender (boy/male) 9 1443 .01 -0.08 0.08 0.01 0.99066.37 8 0.0374 51.1%
PTSD/PTSS (self-report) 7 659 29 019 039 526.06@ 9.91 6 0.1284 39.5%
Behavioural difficulties 3 149 32 -0.08 0.62 1.590.1111 6.89 2 0.0320 71.0%
Parent Factors
General (psychological) distress 10 1006 54 044640 8.40 <0.0001 39.85 9 <0.0001 77.4%
Parental depressive symptoms 9 1591 .60 0.47 0.7035 7<0.0001 90.47 8 <0.0001 91.2%
Parent age 10 1005 -20 -0.45 0.07 -1.47 0.1418 .0138 9 <0.0001 93.5%
Gender (Mother) 12 1985 22 010 033 350 0.00055.3% 11 <0.0001 85.4%
Use ofnegative coping strategies 4 312 39  0.19 055 3.77 0.0003.50 3 0.0234 68.4%
Parent anxious symptoms 9 1327 .56 0.42 0.67 6.78.0081 67.40 8 <0.0001 88.1%



Socio-Economic Status

Stress

Family Factors
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490 <1100 0.48
0.46.6464

Parental uncertainty

3 08a0
Emotional states 0.7346 .2813
-0.04 61-2. 0.0092
-0.58 .5@16
4,97 .6aD1
0.44657.024
0.32 24.60.0001 5.65

Perceived social support
Ethnicity (non-white)
Poor family functioning
Financial burden

Previous trauma/life events

108

0%
57.1%
91.6%
92.5%

0%

0%
15.0%
88.2%
11.6%

PTSD = Post-Traumatic Stress Disorder. PTSS = Pwatmatic Stress Symptoms
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Empirical Paper — Pilot Phase
Results

A total of 24 participants (including the EbE &hée three trainee clinical
psychologists) completed the online pilot questare The online questionnaire was
completed anonymously and therefore the findinggpaesented as a whole group. The
pilot sample were primarily female (87.5%21) with a mean age of 37.35[)=7.57,
range=22-50). The mean number of children was G881.10, range=1-5). The majority
of the sample were biological parents of childr@h.8%,n=23), with one describing them
self as ‘other’. The majority of the sample werermea (87.5%n=21), employed (79.2%,
n=19) and home owners (79.2#619). One participant (4.2%) had a military backogrd
and four described themselves as having a currentahhealth difficulty (16.7%). The
endorsement of all items across the three PTSD ihsnage presented in Table 3.
Knowledge scores, as explained and calculatedeimi@in empirical paper outlined in
Chapter 4, have not been calculated for the piiotig.

Descriptive statistics of responses to the reseamdbveloped Likert scale to
identify participants’ attitudes toward the accb#igy, comprehension and ease of the
online questionnaire are presented in Table 4. Stndsvs that pilot participants found the
questionnaire easy to complete, easy to understasg,to follow, that the participant
information sheet (online) was easy to understamttlaat participants were aware of their
rights. Participants did not find completing theegtionnaire distressing. There was one

outlier on this question with one participant rgti0’.
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Table 3. Percentage of endorsement across all iteros the three PTSD domains for the pilot samplenE24).
Trauma event items % Symptom items % Treatment iters %
Family member passing away 91.7 Nightmares 100 AAT 29.2
Sexual abuse 100 Scratching self 54.2 Counselilisyc¢hotherapy 70.8
Losing money 16.7 Hyperactivity 33.3 EMDR 25.0
Earthquake 95.8 Hoarding 45.8 Group therapy 45.8
Watching scary cartoon 41.7 Re-enacting traumaday p 87.5 Medication 41.7
Sent home from school 12.5 Talking constantly atb@utma 70.8 Relaxation techniques* 45.8
Argument with friend 20.8 Angry outbursts 95.8 TBLC 79.2
Car accident 100 Hearing voices 41.7
Lied to by parents 29.2 Avoid thinking/talking albdauma 91.7
Hearing domestic violence 95.8 Decreased appetite 9.2 7
Terrorist attack 95.8 Avoiding people/places assed with trauma 100
Falling off swing 33.3 Sleep issues 100
Physically bullied 83.3 Washing hands constantly 3.33
Parents divorcing 75.0

AAT = Animal-Assisted Therapy. EMDR = Eye Movemdrgsensitisation Reprocessing. TF-CBT = Trauma Fext@ognitive Behavioural Therapy. * Including yagad mindfulness.

PTSD = Post-Traumatic Stress Disorder.
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Table 4. Descriptive statistics of the Likert-scalérom pilot sample

Question M SD Range

. The survey just completed was easy to complete 9131 4-10

. The questions on the survey are easy to understand 9.09 165 4-10

. The survey was easy to follow 896 172 4-10
. | found completing this survey distressing or upsgt 235 289 1-10

. I was aware of my of my rights as a participant 09.31.74 4-10
. How long did this survey take you to complete? (nes) 6.37 259 3-10

1

2

3

4

5. The information provided before the survey was @¢asynderstand 8.78 2.02 4-10
6

7

M=

mean SD=standard deviation, 1=strongly disagree, 10=siyoagree.

Discussion of Pilot Phase

This section has been included to provide a dsonsof how the pilot phase
informed the empirical research article reporte@Imapter 4. The aim of the pilot was to
ensure the online questionnaire was easy to urashetsind complete and did not cause any
distress. As no standardised measures were useith Wie empirical paper, this ensured
the researcher-developed questionnaire underweview process. Generally participants
did not find completing the online questionnairesefting or distressing. One participant
rated this question ‘10’ (strongly agree). It wgpdithesised that this was an accidental
rating as no participants complained or contadteddad investigator about finding the
online questionnaire distressing. This outlieikslly explained by a comment regarding
the change of ordering of responses which theydaiamfusing. Generally the online
guestionnaire took 6 minutes to complete which p@stive as the aim was for parents to
complete the online questionnaire within ten misutedecrease participant burden and

increase participation rate.

Participants were given an open space to comnreahgthing else that could
improve the online questionnaire. Some of this liee# regarded the aesthetics of the

online questionnaire. For example the font was ntadger and making important
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instructions clearer (for example the age of thildbeing seven to 17 was bolded). One
participant suggested adding numbers to the quesstubiich we agreed and included for

the empirical project.

In regards to questions, some participants sugdesies/no/maybe/don’t know
continuum would be more applicable compared tograeanent Likert scale. The
researchers felt this was a valuable suggestioaré@tuest to add ‘homemaker’ to the
occupation question was suggested by one particiidé decided against adding
‘homemaker’ as a distinct option however we addhedaption of ‘other’. Some

participants in the empirical project did add hora&sar to this section.

It was suggested that a ‘don’t know’ option beextltb the recognition task for the
three PTSD knowledge domains. A participant comettiitat they did not know any
PTSD symptoms and therefore guessed the answasswah not the aim of the research
project as we were interested in participants’enirknowledge around PTSD in children
and adolescents. Therefore we added the optiamodtriowledge’ which was selected in
the empirical project, particularly within the PT&atment domain. Additionally, we
made it clearer on the participant information slhleat the research concerned

participants’ current knowledge and it was finghigy did not know anything about PTSD.

One participant suggested adding a brief statetvefotre the recognition task
about individuals reacting differently to traumdn€lparticipant explained that they were
changing their responses based on different samahich increased their time
completing the online questionnaire. We therefeteif appropriate to add a brief
statement to each of the PTSD knowledge domaintignesabout individual responses to

trauma.
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One participant reported that they found not kmgathe answers to the PTSD
knowledge questions frustrating, despite beingrgihem at the end. We therefore added a
statement that they would be given the correct ansat the end of the questionnaire and

for them not to worry about getting any answersngro

One participant stated that the introduction todbestionnaire (the participant
information sheet) was long. As researchers weegignath this statement however for
ethical considerations it was paramount to enaulhg ihformed consent was achieved.
Due to the questionnaire being online it was imgoatrto provide this information in detalil,

which naturally was long.

We asked our service user representative to comometine participant information
sheet for the online questionnaire to improve italiqy. These comments regarded
information being clearer. Comments about particgmarights and withdrawal and what
to do if participants were not happy while compigtthe online questionnaire were
incorporated. The online questionnaire for thetpibm be found in Appendix N and the

final online questionnaires used in the researofept in Appendix | and J.

Acknowledgments: we would like to thank all papignts for commenting and
shaping the online questionnaire for the final coj We would particularly like to thank
our service user representative who commentedeaorthne questionnaire and their

particular comments regarding the participant imfation sheet.

Empirical Paper
Regression models
Linear regression models outlined in Chapter 4ltedun no significant predictors
of PTSD knowledge. The full results of the lineagression models for all three PTSD

domains for parents and teachers are reportedile Baand 6 respectively.
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Table 5: Linear regression models predicting PTSD kowledge for the parental group

Trauma event recognition

Symptom recognition

Treatment recognition

B +SE B p B +SE B P B +SE B p

Age -15+ .14 -.066 .280 -07 .14 -.040 522 24018 -.006 .933
Gender .69 £2.45 .015 779 -3.64 £ 2.36 -.085 125 1.05+3.39 .019 757
No. of children -1.82+.93  -114 .051 -56+.91 .037 538 1.14+1.18 .062 .336
Eldest child 2.75+1.82 .092 130 -79+£1.76 .028 .656 -1.10+£2.34 -.031 .640
Relationship status -1.95+2.14 -.050 .364 .8607 2 .023 677 3.02+2.76 .066 275
Employment status -.090+3.33 -.001 979 -5.87283  -.099 .074 -2.94 +4.20 -.042 484
Residential status -4.06+222 -107 .068 92162. .025 .668 -11+£2.80 -.003 .968
Military background -3.50+2.82 -.066 216 3.62.71 .071 .186 1.39+3.78 .022 .705
Mental health difficulty 2.14 +1.93 .060 .267 23.86 .007 .902 1.42 £2.50 .034 571

SE = standard errof.= Beta CoefficientsB = unstandardised coefficient. PTSD = Post-Traior@&tress Disorder.

114
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Table 6: Linear regression models predicting PTSD tkowledge domains for the teaching group

Trauma event recognition Symptom recognition Treatment recognition

B +SE S p B +SE S p B +SE S p
Age -01+.11 -.005 .956 -.05+.12 -.038 .667 £1Q7 .061 .555
Gender 1.16 + 2.64 .029 .660 -1.56 +2.96 -.035 8.59 2.56 +4.13 .046 .536
Teaching status 12 +2.20 .004 .958 -3.01 + 2.46.086- 222 -5.34 £ 3.49 -.119 128
Years working 46 +£2.32 .016 .844 .95 +2.68 .031 .723 -.08 £ 3.89 -.002 .983
Hours working 31+2.13 .010 .885 3.05+241 6.08 .207 -.92 +3.35 -.021 .785
PTSD child 240+ 254 .064 .346 3.26 £2.79 .079 244. 1.13+3.80 .023 .766
PTSD train 4.21 £3.49 .079 228 3.01+£3.83 .052 433. -3.34£4.95 -.050 501
School type 1.57+1.36 077 .250 78 +£1.51 .035 605. -2.49+2.18 -.085 .256
Military background 4.53 £3.22 .093 161 1.05%8. .020 767 3.92 £5.32 .056 462
Mental health difficulty .04 £ 2.09 .001 .985 -2.8@.31 -.083 217 -6.19 + 3.29 -.143 .061

SE = standard errof.= Beta CoefficientsB = unstandardised coefficient. PTSD = Post-Traior@&tress Disorder.
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Additional analysis

The results from the additional data analysis @doces described in Chapter 5 are
presented in Table 7. Missing data was apparetti@se questions and this is reflected
within the table. Due to the low rates of missimagedfor certain questions, it is possible
that this reflects participants ‘now knowing’ orithg unsure of confidence within these

sources of knowledge.

Table 7. Parents’ confidence in seeking informatiombout PTSD.n %

Yes No Maybe Don’t know Missing data

Family 108, 24.6% 148,33.7% 116,26.4% 11,2.5% ,1268%
Friends 116, 26.4% 121,27.6% 137,31.2% 8,1.8% ,150%
General Practitioner 365,83.1% 9, 2.1% 46, 10.5% 0 19, 4.3%
Accident & Emergency 134, 30.5% 116, 26.4% 1137%b. 14, 3.2% 62, 14.1%
Private health 215,49.0% 42, 9.6% 106, 24.1% 1804 58, 13.2%
Psychologist 364,82.9% 4, 0.9% 39, 8.9% 4,09% , 6280
School 168, 38.3% 75,17.1% 140,31.9% 12,2.7% 1@49%
Internet 206, 46.9% 53, 12.1% 133,30.3% 4,0.9% ,98%

PTSD = Post-Traumatic Stress Disorder.

Parents’ current sources of PTSD knowledge andentinerty would seek additional
information is presented in Table 8. Participamtse provided with free space on the
online questionnaire to write down further informatthey thought relevant. This
suggested participants sought information fromrtjoda (such as a nurse) and some

participants stated they had no PTSD knowledgetaer@fore did not compete this section

of the questionnaire



Parents and PTSD: Responses and Knowledge 117

Table 8. Parents §=439) current and future sources of PTSD knowledge

Source of knowledge Currenh, % Future n, %
Family 66, 15% 43, 9.8%
Friends 90, 20.5% 53,12.1%
Online 172, 39.2% 263, 59.9%
School 17, 3.9% 62, 14.1%
Health professionals 113, 25.7% 363, 82.7%
Television 223, 50.8% 12, 2.7%
Social media 83, 18.9% 21, 4.8%
Own research 130, 29.6% 295, 67.2%
Library 62, 14.1%

PTSD = Post-Traumatic Stress Disorder.

Discussion of additional results

Parents rated the GP and psychologists (operéisedaas mental health
professionals) as sources of knowledge that theg w@nfident in seeking information
about childhood PTSD. However, children have dagy tvould not go to the GP for help
with psychological difficulties (Biddle, Donovanu@nell & Sharp, 2006). Around half of
the parents would also be confident in seekingrimédion from private health services and
the internet. The school was a place where 38%amts felt confident in seeking out
information; yet a small proportion would not. Apgimately a third of the current sample
would be confident in seeking information from @it and emergency departments, yet
another third would not. Only a small proportior980 calls are of a mental health nature
(NHS Digital, 2018), which maybe explains that pedp mental health crisis do not seek
out help from emergency departments. A high propof the sample (33%) did not feel
confident in seeking help from their family or inds (28%). Previous research highlights
that friends and family are key resources regardiegtal health difficulties (Rickwood et

al., 2005). It is important to know where parentaid go to seek out advice with regards
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to PTSD. Therefore these sources of knowledge edargeted to ensure correct and

accurate information is shared and pathways to &einown.

Within the current sample, 50% of parents soudt& [P knowledge from the
television, which is considerably larger than poess research on mental health knowledge
(Behrouzian & Neamatpour, 2010). Participants vedrie to select as many sources of
knowledge that applied to them. Television wasniwost frequently chosen option for
current PTSD knowledge. This was a closed opti@stion and therefore it is unknown
what sort of television media participants werewmg. PTSD is frequently reported in
both news and documentaries. However there ardPalIS® references in drama, film and
soap operas which may be inaccurate. This possthlid explain why some of the non-

PTSD symptoms were endorsed by the parental gsaeoChapter 4).

The internet was a source of current knowledg#) 89% of parents endorsing the
internet. Noar (2006) has suggested the use of mad& for mental health promotion.
The internet should be considered when targetitdipknowledge regarding PTSD and
wider mental health conditions. The school wastyyitally used to gain information of
PTSD. Around a quarter of the sample gained knogddtbom health professionals. This is
concerning as children and families are much mi&edyito come into contact with the
school then they are mental health professiondis.option for health professional was

not operationalised as mental health specificalty] therefore could include the GP.

Where parents would seek out further informati@s \&n important question. This
is where interventions to increase awareness aoglkdge around PTSD can be targeted.
Health professionals were the most frequently aneseirce, with 83% of the sample
choosing this option. This is significantly highban previous research (Shanley et al.,

2008), however this was physicians and the cutheralth professional’ option could
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encompass many types of professionals. This isugagog as it would be hoped that
health professionals have knowledge of PTSD agamtlsignposting parents to valid and
reliable resources. The majority of parents stétegt would complete their own research,
which can mean many options which needs furtheloexton. Over half (60%) of the
parents said they would use the internet. As pteshomentioned the material on the
internet can be varied, although there are cewiainsites from organisations that are
reliable and valid information regarding PTSD caalscessed. Television and social
media were not frequently chosen for gaining furtmowledge of PTSD as this can
involve a fountain of misinformation. Again friendad family were not frequently chosen
for gaining further knowledge. Much of the previoasearch focuses on gaining help and
not necessarily gaining information. However thegems to be a disparity between where
to seek help and where to gain information. Thesttvas only endorsed as a place to
gain more knowledge about PTSD by a small propomioparents (14%). Jorm et al.
(2010) found that children do not tend to seek figm teachers or the school for their
emotional distress. Many previous researchers btated that schools are a great place to
target interventions for children’s mental heakickwood, 2005; Weist, Lever, Bradshaw

& Owens, 2014).

As described in the discussion section of the aogbipaper (Chapter 4), there are
several limitations which should be taken into actavhen interpreting the findings. The
generalisability of the current findings are linditand may not represent the wider
geographical area. Parents selected from a ligptodns and further exploration is needed.
It would have been valuable to allow participaotexpand on their answers. This was
avoided in the current project due to the lackxgfezience in analysing and collating more
gualitative data as well as reducing burden toi@pents. Future research could explore in

more depth where parents seek information aboubRPTS
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Chapter 7: Discussion and Critical Evaluation
Overview of chapter
This final chapter summarises and integrates thi@ fimdings from both the meta-
analysis outlined in Chapter 2 and the empiricegagch project reported in Chapter 4.
Both research articles will be critically evaluatat their strengths and limitations
discussed. Considerations for future researchbeilleported followed by an exploration
of the overall clinical implications. A section hiasen added regarding reflections of
completing the thesis portfolio. Finally, a condtusfrom of the whole portfolio is

reported.

Main findings

Meta-analysis

The meta-analysis aimed to identify the prevalesfqearents developing post-
traumatic stress disorder (PTSD) following paediatredical trauma (e.g. receiving a
cancer diagnosis or undergoing a medical procedure)dition, risk factor estimates
were studied to explore whether certain variabiesgiased the likelihood of parents
developing PTSD. The advantage of undertaking a+aealysis is that it provides a
weighted pool of results across multiple studies thwerefore produces a more accurate
finding. Moderator analyses were undertaken toaepprevalence rates by PTSD
assessment type (self-report questionnaire vetsusat interview), the type of medical

trauma and parental gender. Sensitivity analyss egaried out to account for biases.

The meta-analysis extracted 45 prevalence rategdantlfied 33 potential risk
factors extracted from 54 research studies. Thghted pooled prevalence of parents
developing PTSD following paediatric medical trawweas 30.3%. Moderator analysis
identified that when self-report instruments wesedito assess for PTSD a higher

prevalence rate was found compared to structureata&l interviews. However this was



Parents and PTSD: Responses and Knowledge 121

not statistically different. Mothers were foundntave higher prevalence rates compared to

fathers, however this was not statistically sigaifit.

In regards to medical trauma, sub-group analysistified cancer diagnoses
yielded a higher prevalence rate compared to h#ranedical traumas. When all other
medical traumas were compared to cancer using regtassion analysis cancer had
significantly higher prevalence rates comparedti@iohealth conditions and procedures.
Kessler and colleagues found ranging PTSD prevalestes (3-33%) in adults depending
on the type of trauma (Kessler et al., 2014). Tideytified that violence in a relationship
yielded the highest rates of PTSD. They found aglemce rate of 30% for ‘interpersonal-
network traumatic experiences’ which included tesatening illness of a child. Therefore

similar prevalence rates have been found in prewesearch.

The significant trauma related risk factor estirsatey assist in understanding
why cancer diagnoses in the current meta-analysided higher prevalence rates. For
example length of hospital stay, condition lengtld eelapse were all found to be
important. Therefore those patients with cancer hreaye had longer hospital stays, have
had the disease for longer and have higher chaicetapse. However, all these effects
were small. The risk factor ‘uncertainty around illreess’ was found to be significant with
a medium effect size. There are likely to be higles of uncertainty around a cancer
diagnosis compared to other disorders such as I'ypabetes (T1D), epilepsy and
asthma, in regards to survival and impact of treattmParental stress was a risk factor
with a large effect. It may be that cancer diagsaseises more stress in parents which is
why prevalence rates were higher. The current raeddysis and the research of Kessler
highlight that the nature of the traumatic everd galient factor to be considered for the

development of PTSD.
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The meta-analysis identified other important fesstors for parents developing
PTSD. Of most importance was comorbid psycholodigattioning, including depressive
and anxious symptoms as well as acute stress resptmthe trauma and general
psychological functioning. Comorbidities of PTSDtlwother psychological problems are
common among adults and children (Brady, Killeergvigerton & Lucerini, 2000; Flory &
Yehuda, 2015; Lewis et al., 2019). There are argusnhat PTSD is better conceptualised
as a general psychological reaction to trauma aagmot be distinct from other
psychological difficulties such as depressive fezgBodkin, Pope, Detke & Hudson,
2007). The current meta-analysis suggests thatrportant to consider other aspects of
psychological functioning, such as depression axietyy, when assessing parents of
children with medical trauma. Other psychologiedponses were measured alongside
PTSD demonstrating that parents had multiple pdpgal reactions to the paediatric
medical trauma. However critics of the diagnosppraach may describe the large
correlations as a general psychological reactidratama (Spitzer, First & Wakefield,

2007).

Other psychological reactions such as stress veairgdfto be a significant risk
factor. Typically stress was measured using quaséives, however one study used a
biological marker of stress — cortisol (Greeningpfpelbein & Cheek, 2017). Biological
as well as psychological markers may be valuabléutare research into potential risk
factors for PTSD. However a previous meta-analysggested it is the subjective
appraisal of the event which is important and rpéctive measures (Trickey, Siddaway,
Meiser-Stedman, Serpell & Field, 2012), which isgistent with the cognitive model of
PTSD (Ehlers & Clark, 2000). This meta-analysisno that perceived social support,
peri-traumatic emotions and family functioning wergnificant risk factors. In the current

meta-analysis social support and family functionivege found not to be statistically
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significant. Emotional reactions to the trauma sasliear and worry (emotional reactions)
were also found not to be statistically significéBtiudies examining emotional responses
were small k=4) and assessments were not based on reliable addwadisures. More
research into peri-traumatic reactions to mediealrha are warranted in future research

using standardised measures with published psydhicrpeoperties.

Uncertainty was found to be a significant risk &actvith a medium effect size.
Uncertainty was measured in five studies, with fesing the Parent Perception of
Uncertainty in illness Scale (PPUS; Mishel, 19&B)certainty is likely to be a subjective
experience of the parent. In addition, irrespectiVgauma type, uncertainty around the
illness would be important to consider for the tratic responses of wider systems of the
child. This is likely to vary among medical traumhaswever, it is the parents’ perception

of the uncertainty that is important to consider.

‘Recovery’ of the child (conceptualised as poatina quality of life and
functioning) was found to be an important risk éadapproaching a medium effect, .29).
This risk factor may be important for longer terfi3®. A child who is not recovering, i.e.
they have poorer quality of life or the medicalitrea has severely impacted their
functioning, will likely, according to the currenteta-analysis, impact on the parent’s
longer term traumatic stress responses. Behaviduf@ulties of the child was also found
to be an important risk factor, with the more difities experienced increasing the
likelihood parents developing PTSD. Therefore mgarels to screening potential families,

these factors are important family factors to cdesby clinicians.

It is important to take into account the high sabé heterogeneity across the
prevalence rates and risk factors. Many factorsileedy to have led to high levels of

heterogeneity, including methodological differen@sessment methods, clinical and
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medical traumatic factors. High levels of heteraggnare likely to be found in meta-
analyses (Engels, Schmid, Terrin, Olkin & Lau, 208@gins, 2008), although this should

be taken into account when interpreting the finding

The findings from the present meta-analysis caimieepreted from the Paediatric
Medical Traumatic Stress (PMTS) model (Kazak et24106). Firstly, there is clearly
traumatic stress responses from parents in regattieir child’s medical trauma. These
traumatic responses are also prevalent acrossrcarélical traumas such as cancer.
Although beyond the original aims of the meta-asialythe findings can be understood
from attachment (Bowlby, 1988) and evolutionaryghstogical perspectives (Bjorklund
& Pellegrini, 2002). These theories in general epustulate parents as protectors over
their children. Circumstances which involve threaharm to the child would cause stress.
When this trauma event is out of the control ofgheent, for example medical trauma, this
would potentially lead to higher levels of strasshe parent. Secondly, the current meta-
analysis found risk factors of both the child amdemts that increase the likelihood of
traumatic responses. These variables were foundsitne three phases of the PMTS

model (Appendix F) and are all clinically importahiring assessment of PTSD.

Empirical Paper

The empirical research study sought to identifiepts’ and teachers’ knowledge
of PTSD presentations in children and adolescdihis. study recruited two large samples
(439 parents and 279 teachers) who completed ameamliestionnaire and selected what
they believed to be traumatic events that could teaPTSD, symptoms of PTSD in

children and effective treatments offered by théidweal Health Service (NHS).

This study identified that parents and teachexgganerally accurate when

identifying symptoms of PTSD and traumatic eveHiswever, it seemed that both groups



Parents and PTSD: Responses and Knowledge 125

were broad in their endorsement of what a traunsant is and symptoms of PTSD.
Parental divorce or separation was categoriseddisteactor’ item in the present study,
and the authors argued that this was an evenwihad not lead to PTSD in children.
However both groups endorsed this event as traaniett could lead to PTSD. Although
the authors acknowledge this event can be distrgssid certainly difficult to deal with
from the child’s perspective, it would not warra®TSD response according to Criterion
A of the DSM-5 for PTSD (APA, 2013). We hypothesigbat a child displaying
psychological difficulties following this event wilitypically be diagnosed with an
‘adjustment disorder’ (APA, 2013). In addition magymptoms were endorsed that are not
part of the diagnostic criteria for PTSD in the DSMAPA, 2013). For example hearing
voices to harm others, substance abuse and seff\are all endorsed by approximately
half of both parents and teachers. These may otiesccur with PTSD but they are not

diagnostic features of the disorder according &RISM-5 (APA, 2013).

Parents and teachers endorsed Trauma Focused iZedehavioural Therapy
(TF-CBT) for the treatment of PTSD in children ldre rarely aware of Eye-Movement
Desensitisation and Reprocessing (EMDR) intervastiblowever they would not
necessarily need to know this information but barm@that they would need to seek
medical support. Both groups endorsed other traatsnehich are not routinely offered by
the NHS and not recommended in national clinicadigice for the treatment of PTSD in

children (NICE, 2018) such as counselling, medmatnd therapy dogs.

Attitudes to the use of screening tools were aigestigated. Generally both
parents and teachers agreed or strongly agrebeéitoutse, and this agreement increased if
a traumatic event occurred in the local area.Wasth noting that there was a small

proportion of the sample who disagreed or strodgggreed with this notion. Participants
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were not asked further questions regarding thetudes to the screening tools and this
would be important to understand in the futurevds encouraging that most parents would
seek out additional information from health profesals (psychologist or GP). Many
parents stated they would use the internet toduttdnore information on childhood PTSD
which has implications on how to provide informati parents as well as teachers and

other key adults in regards to PTSD and possibiytaiénealth in general.

The meta-analysis (Chapter 2) demonstrated thiahfsacan experience traumatic
responses to their child’s trauma. The meta-amalyigihlighted that ‘child trauma’ can
encompass a child receiving a medical diagnosis aacancer. Therefore parents can
develop PTSD and symptoms of PTSD when their ailokriences a medical trauma,
including being diagnosed with a medical conditibhe empirical paper (Chapter 4)
found that key adults in the child’s life seem asvaf traumatic events and symptoms,
although this awareness seems broad. It would pertant to ensure accurate information
Is provided to adults in regards to PTSD in chiidamd adolescents in an accessible way
based on where parents seek health related infam&oth the meta-analysis and
empirical paper will now be critically evaluateddatheir clinical implications explored in

more detail.

Critical Evaluation

Both studies provide further information to theaof child PTSD and trauma.
Additionally they have provided new information ashata regarding trauma from a
systemic perspective and the understanding of Pai8éng parents and teachers. The
meta-analysis is a strength as it took data froretGdies and used weighted pooled
prevalence and risk factor estimates. A total ofi88 factors were considered which we
felt to be a substantial amount. The quality ofghedies were assessed diligently and

appropriate sensitivity analyses conducted to atcfou any bias. The empirical paper
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recruited large samples which provides a good eséiraf the sample’s understanding of
PTSD in children. It is, to the authors’ knowledge first study to assess PTSD
knowledge of parents and teachers in regards t®Ri $hildren and adolescents. Several
limitations of both studies should be considere@nvimterpreting the findings. These
limitations highlight that the results may not lengralisable to wider populations and

therefore caution should be taken.

Although the meta-analysis involved a thorouglhraeaf potential research
articles across three databases, no grey literatasesought and therefore some
unpublished data may not have been included. Homaesséhis was not a treatment meta-
analysis we felt that this would not have a sigaifit impact on the outcome. Secondly,
very stringent exclusion criteria was applied te slet of studies identified. This was for
two reasons; firstly, to fully operationalise thedrcal trauma being investigated and
secondly due to time constraints of completingdbetoral thesis. Certain medical traumas
were clearly excluded such as studies involvinginadraumas during pregnancy and
those that studied traumas resulting in the defatiheochild. In addition studies that only
investigated depressive responses to paediatumtaavere excluded. It is important that
the psychological impact on parents in these sdoatare researched and multiple

psychological reactions considered from a metaydéinglerspective.

The empirical research project used a researaertaped tool to measure PTSD
knowledge. We felt this methodology enabled ugpecHically target certain features of
the PTSD diagnostic criteria and treatments. dinknown if other methodologies would
result in similar findings and therefore differenéthodological approaches should be
considered in the future. This could involve tra&sé responses to PTSD knowledge

guestions or the use of clinical vignettes. We vwangtions about increasing the burden to
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participants in the study and therefore did notfopa more complex methodology. As a
result, a large sample of parents and teachersnernaited and information on their
understanding of PTSD in children was explored.rédponses were based on self-report

and therefore some inaccuracies or demand chasdictgiof participants could be present.

The recruitment procedure involved individuallyn&acting schools. School lists
were randomised and covered three counties inalsed England. However recruitment
procedures of contacting local authorities, whorsee all public schools in England,
could have been used. This may have led to higisgronse rates of schools. Social media
was used to recruit additional teachers, howevealhteachers use social media and

therefore this could have skewed the results.

Clinical implications

Findings from both studies have several cliniogblications in regards to service
delivery and development. The high prevalence matparental PTSD have implications
for psychological services and the need to scrasnilies experiencing trauma. Within an
acute hospital setting, the primary focus will matly be the paediatric condition (such as
cancer or diabetes). Therefore this research lgigtslithat psychological difficulties and
distress should be considered by clinical teamshithe Health and Social Care Act
(2012) and the parity of esteem legislation oftliegovernment which highlights that
mental and physical health should be equal antetleslongside each other (Department
of Health, 2011). The meta-analysis highlights gtchological responses to physical

health conditions are common.

Early identification of those families would beportant. The current research
highlights that certain families or parents are endeely to develop traumatic responses.

Those factors should be considered and assessddring the screening process. As



Parents and PTSD: Responses and Knowledge 129

found in the empirical paper, parents are genenalagreement for children to be screened
for PTSD in schools. It could therefore be assupsé@nts would agree to screening in
hospitals following trauma, although this was restearched in the current research.
Untreated PTSD in both parents and children hanetseclinical and economic costs to
the individual living with the debilitating conditn and increased costs to a healthcare

system with limited resources.

Both parents and teachers have an understandinguofatic events and PTSD
symptoms but this was broad and included many itbsesearchers conceptualised as
‘distractors’. Public health initiatives would bmportant in improving the recognition of
PTSD in children and adolescents by key adultss Ehparticularly important due to the
current and unpredictable international politidahate. Recently, two major terror attacks
have occurred in the UK, that of the Westminsted@e attack and the Manchester arena
bombing. In addition, the horrific Grenfell Towere was a major traumatic event in
London. All three of these incidents included creld and adolescents. This highlights
how important it is for adults to recognise trauregponses in children. Public health
initiatives could focus on schools and target hurents and teachers. Many schools are
adopting a trauma-informed approach (Sweeney, GlerRédson & Kennedy, 2016)
however we found that many teachers had not redemaening on PTSD or trauma.
Evidence suggests teachers want more trauma tgaiioon, Williford & Mendenhall,
2017). We found that not many parents utilise ttesl as a source of knowledge for such
conditions and would typically go to the internetealth professionals (such as a GP or a
psychologist). There is a myriad of information iésdale on the internet and therefore it is

paramount this information is accurate and easitgssible.



Parents and PTSD: Responses and Knowledge 130

Future Research

In regards to parental traumatic stress respdofiewiing paediatric medical
trauma, it would be important for future reseamimtvestigate certain trauma types
excluded from the current meta-analysis, suchaasrtas during pregnancy and those
resulting in child death. A meta-analysis of theaemas would be clinically valuable.
There are many paediatric medical traumas that n@réeatured in the current meta-
analysis. Other chronic conditions would warramtHer investigation from a systemic
perspective of trauma responses, for example clystmsis, HIV and food allergies. All of
these conditions can have serious complicationstiippropriately treated and could
cause traumatic responses within the parent. Iitiaddthe PMTS model highlights that
the majority of research looks at the parentalaasp to paediatric medical trauma (Kazak
et al., 2006). It is important to understand thdewisystemic response to trauma. Of
particular interest would be siblings, grandparemtd other primary caregivers.
Furthermore, there is suggestions that peers atier\8ystems such as schools can have

traumatic stress responses to trauma and therefp@tant to investigate further.

Although the empirical paper investigated adWktsdwledge of PTSD, knowledge
of the child is important to understand too. Altghut may be difficult to ascertain
younger children’s understanding of PTSD, it wolkdimportant to investigate the
knowledge of adolescents. Many adolescents wilreéér to services or attend GP
appointments alone. Therefore it is paramountahms and academics understand if
adolescents would recognise PTSD and where thesagources of knowledge and help.
Further research into the facilitators and barrierscreening for PTSD in schools would
be valuable. Finally, the present research didmastigate how knowledge impacts on

help-seeking behaviours.
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Reflections

During the recruitment of schools, | was strucklyy amount of schools that did
not want to take part in the project due to cons@frhow parents would respond to the
project. A handful of head teachers were concethadparents may find it emotionally
difficult to complete and would not want to riskghThis could have happened within the
present research, especially if the parent hadguevrauma or concurrent PTSD.
However we felt that the ethical considerationthie were covered and clear information
of what participants should do if they had suckaction were provided. Research has
found that participants tend to find the experieotbeing involved in psychological
research as a positive one and not distressing(Jelly & Morgan, 2007). Indeed, in the
current research two participants contacted the: ilegestigator to share their stories of
living with PTSD. They were not distressed by tegearch, yet valued that this work was
going ahead. Encouragingly, many schools valuedebearch and were keen to take part.
A couple of the schools declared that they had lreestved with trauma training and they
were very open to talking and discussing mentatihe@ne school were keen to have
training from the lead investigator about traumd eesponding to mental health
difficulties within schools, which was deliveredaenall data analysis had been completed.
Variations in the approach to mental health and hwmtal health is talked about was
evident from an anecdotal point of view from thadenvestigator which could be

interesting to research in the future.

Overall conclusions

The meta-analysis outlined in Chapter 2 provided@ed estimate prevalence rate
for parents developing PTSD following paediatricdmeal traumas. From moderator
analysis it was found that cancer diagnosis regutft¢he highest rates of PTSD in parents

compared to other medical traumas. A number ofifsegmt and large effects were found
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regarding risk factors for parents developing PTHIRese can be clinically informative for
professionals working with families experiencing@etric medical trauma. Adult
gatekeepers (parents and teachers) to childrealthngenerally recognised traumatic
events and symptoms of PTSD. However these gatekeafso seemed to have a broad
understanding of what events they considered tréaraad the symptoms associated with
the diagnostic criteria of PTSD. This is importaatkey adults need to be able to recognise
PTSD in children and facilitate appropriate helpkseg behaviour. Although TF-CBT was
recognised as an effective treatment, many inteéives were selected by participants that
lack evidence to their effectiveness, such as flyedags and medication. EMDR was not
recognised by participants as an effective treatrfoerchildren and adolescents
experiencing PTSD. General agreement was idenfiiethe use of screening measures
used in schools to screen for PTSD. These two res@aticles further the knowledge of
adult trauma responses to child health conditionskenowledge of PTSD in children and

adolescents.
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was done, or was visiting at the time, a "Presddtess™ (or "Permanent address") may be
indicated as a footnote to that author's name.alaeess at which the author actually did
the work must be retained as the main, affiliadiress. Superscript Arabic numerals are
used for such footnotes.
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Parents and PTSD: Responses and Knowledge 158

Authors can make use of Elsevier's lllustratiorvigess to ensure the best presentation of
their images and in accordance with all technieglirements.
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providing language help, writing assistance or preading the article, etc.).

Formatting of funding sources

List funding sources in this standard way to fé&ié compliance to funder's requirements:
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Footnotes should be used sparingly. Number thersemutively throughout the article.
Many word processors can build footnotes into &xé, tand this feature may be used.
Otherwise, please indicate the position of footadtethe text and list the footnotes
themselves separately at the end of the articlend@anclude footnotes in the Reference
list.
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* Embed the used fonts if the application provithed option.

» Aim to use the following fonts in your illustratis: Arial, Courier, Times New Roman,
Symbol, or use fonts that look similar.

* Number the illustrations according to their seteein the text.

» Use a logical naming convention for your artwoks.

* Provide captions to illustrations separately.

« Size the illustrations close to the desired disn@ms of the published version.
» Submit each illustration as a separate file.

A detailed guide on electronic artwork is available

You are urged to visit this site; some excerptaeftbe detailed information are given here.

Formats

If your electronic artwork is created in a MicrosOfffice application (Word, PowerPoint,
Excel) then please supply 'as is' in the nativeudwmnt format.

Regardless of the application used other than MadftdOffice, when your electronic
artwork is finalized, please 'Save as' or conVegtitnages to one of the following formats
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TIFF (or JPEG): Color or grayscale photographsfitvaés), keep to a minimum of 300
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of 1000 dpi.
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» Supply files that are optimized for screen usg.(&IF, BMP, PICT, WPG); these
typically have a low number of pixels and limitezt sf colors;
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« Supply files that are too low in resolution;
» Submit graphics that are disproportionately ldgehe content.
Color artwork

Please make sure that artwork files are in an aabbpformat (TIFF (or JPEG), EPS (or
PDF), or MS Office files) and with the correct regmn. If, together with your accepted
article, you submit usable color figures then Eisewill ensure, at no additional charge,
that these figures will appear in color online (eSgienceDirect and other sites) regardless
of whether or not these illustrations are reproduaecolor in the printed version. For

color reproduction in print, you will receive infoation regarding the costs from Elsevier
after receipt of your accepted article. Pleasecat@i your preference for color: in print or
online only. Further information on the preparatusrelectronic artwork.

Figure captions

Ensure that each illustration has a caption. Supgpgions separately, not attached to the
figure. A caption should comprise a brief title {(lom the figure itself) and a description of
the illustration. Keep text in the illustrationethselves to a minimum but explain all
symbols and abbreviations used.

Tables

Please submit tables as editable text and not @agasi Tables can be placed either next to
the relevant text in the article, or on separatgefs at the end. Number tables
consecutively in accordance with their appearandba text and place any table notes
below the table body. Be sparing in the use ofmbihd ensure that the data presented in
them do not duplicate results described elsewlmetieei article. Please avoid using vertical
rules and shading in table cells.

References

Citations in the text should follow the referencstgle used by the American
Psychological Association. You are referred toRi®lication Manual of the American
Psychological Association, Sixth Edition, ISBN 13830559-6, copies of which may be
ordered from http://books.apa.org/books.cfm?id=48J0or APA Order Dept., P.O.B.
2710, Hyattsville, MD 20784, USA or APA, 3 Henre®treet, London, WC3E 8LU, UK.
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Citation in text

Please ensure that every reference cited in thestakso present in the reference list (and
vice versa). Any references cited in the abstracttrbe given in full. Unpublished results
and personal communications are not recommendinxireference list, but may be
mentioned in the text. If these references areudedd in the reference list they should
follow the standard reference style of the jouarad should include a substitution of the
publication date with either 'Unpublished resutsPersonal communication'. Citation of
a reference as 'in press' implies that the itenbkags accepted for publication.
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Web references

As a minimum, the full URL should be given and tia¢e when the reference was last
accessed. Any further information, if known (DQlitlzor names, dates, reference to a
source publication, etc.), should also be givenb\derences can be listed separately
(e.g., after the reference list) under a diffetegading if desired, or can be included in the
reference list.

Data references

This journal encourages you to cite underlyingedevant datasets in your manuscript by
citing them in your text and including a data refere in your Reference List. Data
references should include the following elementshar name(s), dataset title, data
repository, version (where available), year, arabgl persistent identifier. Add [dataset]
immediately before the reference so we can propeetify it as a data reference. The
[dataset] identifier will not appear in your pulblex article.

References in a special issue

Please ensure that the words 'this issue' are addety references in the list (and any
citations in the text) to other articles in the saBpecial Issue.

Reference management software

Most Elsevier journals have their reference tengpéatailable in many of the most popular
reference management software products. Thesedmelli products that support Citation
Style Language styles, such as Mendeley. Usingantplug-ins from these products,
authors only need to select the appropriate jousmplate when preparing their article,
after which citations and bibliographies will beé@matically formatted in the journal's

style. If no template is yet available for thisfjoal, please follow the format of the sample
references and citations as shown in this Guidgufuse reference management software,
please ensure that you remove all field codes befobmitting the electronic manuscript.
More information on how to remove field codes frdifierent reference management
software.

Users of Mendeley Desktop can easily install thieremce style for this journal by clicking
the following link:

http://open.mendeley.com/use-citation-style/clifiigsychology-review

When preparing your manuscript, you will then b&edb select this style using the
Mendeley plug-ins for Microsoft Word or LibreOffice

Reference style

References should be arranged first alphabetiealtithen further sorted chronologically
if necessary. More than one reference from the sautter(s) in the same year must be
identified by the letters "a", "b", "c", etc., pkxt after the year of publication. References
should be formatted with a hanging indent (i.eg, first line of each reference is flush left
while the subsequent lines are indented).
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Examples: Reference to a journal publication: Van@eer, J., Hanraads, J. A. J., &
Lupton R. A. (2000). The art of writing a scientifarticle. Journal of Scientific
Communications, 163, 51-59.

Reference to a book: Strunk, W., Jr., &White, E(E279). The elements of style. (3rd
ed.). New York: Macmillan, (Chapter 4).

Reference to a chapter in an edited book: MettanR.(3& Adams, L. B. (1994). How to
prepare an electronic version of your article. I8 Blones, & R. Z. Smith (Eds.),
Introduction to the electronic age (pp. 281-3049wWNY ork: E-Publishing Inc.

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakadka, T. (2015). Mortality data for
Japanese oak wilt disease and surrounding foregpasitions. Mendeley Data, v1.
http://dx.doi.org/10.17632/xwj98nb39r.1

Video

Elsevier accepts video material and animation ssxpgeto support and enhance your
scientific research. Authors who have video or atiom files that they wish to submit
with their article are strongly encouraged to ideuinks to these within the body of the
article. This can be done in the same way as adigutable by referring to the video or
animation content and noting in the body text whes@ould be placed. All submitted files
should be properly labeled so that they directlgteeto the video file's content. . In order
to ensure that your video or animation materialiisctly usable, please provide the file in
one of our recommended file formats with a pref@&maximum size of 150 MB per file, 1
GB in total. Video and animation files suppliedMaé published online in the electronic
version of your article in Elsevier Web productg;luding ScienceDirect. Please supply
'stills" with your files: you can choose any frafram the video or animation or make a
separate image. These will be used instead of atdncons and will personalize the link
to your video data. For more detailed instructiplease visit our video instruction pages.
Note: since video and animation cannot be embeatdéa print version of the journal,
please provide text for both the electronic andpitvet version for the portions of the
article that refer to this content.

Supplementary material

Supplementary material such as applications, imagdsound clips, can be published
with your article to enhance it. Submitted suppletagy items are published exactly as
they are received (Excel or PowerPoint files wilpaar as such online). Please submit
your material together with the article and supgplyoncise, descriptive caption for each
supplementary file. If you wish to make changesupplementary material during any
stage of the process, please make sure to pronidedated file. Do not annotate any
corrections on a previous version. Please swittthef' Track Changes' option in
Microsoft Office files as these will appear in {heblished version.
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Appendix B: Quality Checklist for Prevalence and Rsk Factor Meta-Analysis

Quality Checklist for Prevalence and Risk Factor Mé&-Analysis

Well addressed = 2
Partially addressed = 1
Poorly addressed/not addressed/not reported = 0

Assessed by:

Section 1: Population

1.1 Were participants and setting well described?

Information regarding the characteristics (age dgenethnicity) of the sample and trauma

variables (type, severity, duration) are well ddxd with the setting well reported (health setting2
country, geography)
Some information regarding participants charadiessand trauma variables are reported, with 1

limited information on the setting

Sample characteristics, trauma variables and gétiformation are not reported in any detail

1.2 Was participation rate of those eligible at last 50%?

More than 50% of those eligible to participate tqalkt 2
Less than 50% of those eligible to participate tpak 1
The number of eligible potential participants was reported 0
1.3 Were reasons for non-response described?

Reasons for non-response were described with tmbauof those participants not responding 2
reported

Reasons were described for n_on-responders butmbarg provided OR Numbers of non- 1
responders are reported but with no reasons

Non-response rates were not reported in the study 0

1.4 Was the sample representative — were there difences between those participants taking par

and those not?

[

There were no significant differences in demogreplor trauma variables between those
participating and those not

Reported significant differences between thoseqgdpating and those not

Differences between participants and those noh¢pgart were not reported

1.5 Were participants recruited in an appropriate way?

Consecutive or random sampling was used to regobéntial participants in person by the
research team

Consecutive or random sampling was used to regobéntial participants via letter or phone ca

Recruitment procedures were not reported in thaystu
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1.6 Were inclusion and exclusion criteria expliciend appropriate?

Inclusion and exclusion criteria were reportedétadl with a clear rationale

N

Some information on inclusion and exclusion créewere reported but lacked a rationale

Inclusion and exclusion criteria were not reported

Section 2; Outcomes

2.1 Was objective, standardised criteria used fothie assessment of PTE?

A diagnostic interview was used which demonstrgieald levels of reliability and validity in
assessment of PTSD in parents, adhering to DSNB8M-IV or DSM-5 criteria for PTSD

A self-report questionnaire used which demonstrgtemtl levels of reliability and validity in the
assessment of PTSD in parents, adhering to DSNB8M-IV or DSM-5 criteria for PTSD

An observer-rated questionnaire/interview, selfareépuestionnaire without using DSM criteria,

generic clinical interview was used, or measuresi wlemonstrated poor reliability and/or validi

2.2 Were risk factors assessed using reliable andlid measures

Risk factors for developing PTSD were assessedjusstructured clinical interview or extracte(
from medical records (e.g. demographics, traunsedlvariables) or based on the
physician/doctor/other professional

Risk factors for developing PTSD were assessedjusiiable and validated self/parent-report
outcome measures (including parent report of médmaerity)

Risk factors were not based on reliable or valichsoees

2.3 Was PTSD (and risk factors) assessed appropréy (professional and setting)?

Assessment was carried out in person by an apptefyritrained professional (e.g. clinical
psychologist, psychiatrist, research nurse, trapsehologist, psychological therapist, researcl
assistant) at the most convenient location (e gicgzant’s home if discharged from hospital). G
if self-report measures were used, they were adteir@d by a trained professional to participar
or participants had the opportunity to ask questmnspeak with a trained professional.

r2
ts

Assessment was carried out by a trained profedsowea the phond&ND/OR child factors were
assessed by proxy (e.g. parent). Or if self-repa@sures were used participants had the
opportunity to speak with a trained/clinical prcfiemal over the phone.

Assessment was indirect (through other health paorfessionals) or participants had no
opportunity to discuss self-report measures witfaimed/clinical professional. OR information
regarding location and person assessing PTSD skdacgtors were not reported.

2.4 Was follow-up time for PTSD assessment approfaie and meaningful?

An appropriate time frame (>4 weeks post traumag wsed when assessing for PTSD

PTSD assessment was undertaken >6 months postatraum

No information regarding time frame used when agsgPTSD was reported

Section 3: Analyses
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3.1 Was the sample size adequate?

Sample size was adequate to detect prevalenceasarfdators which was based on a sample si

or power calculation (or based on consideratioprefious studies) 2
Sample size was adequate without reference to sasigd calculations or consideration of 1
previous studies

Same size justification was not reported, or sarsjzlke was too small 0
3.2 Was there appropriate statistical analysis used

Statistical methods used for analysis were appatgrvith confidence intervals at 95% reported >
for estimate

Statistical methods used for analysis were ap@trbut no confidence intervals were reportgd 1
Statistical methods used were inappropriate ostidy lacked information on statistical 0
methodology when reporting data

Overall Risk of Bias 124

Low risk of bias 17 -24
Moderate risk of bias 9-16
High risk of bias 0-8

This tool was developed by Mr Aaron Burgess and Migy Wilcoxon for a meta-analysis

undertaken in partial fulfilment of a doctoratedlinical psychology. The development of this tool

was based on previous quality checks and reseddalignal Heart Lung and Blood Institute
2014; NICE, 2012; Hoy et al., 2012; Munn, Moolaitéa & Lisy, 2014).
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Appendix C: Individual scores per study on the quaty check
Table A.1. Individual quality assessments for eachuestion across all studies.
Study Risk of bias criteria Score
124
1 2 3 4 5 6 7 8 9 10 11 12
Balluffi et al. (2004) - ] 15
Binder et al. (2011) B s
Bronner et al. (2008) 20
Bruce et al. (2010) 12
Carmassi et al. (2017) e 11
Farley et al. (2007) 15
Forinder & Norberg (2017) 12
Franck et al. (2015) 18
Fuemmeler et al. (2001) I I I 10
Fuemmeler et al. (2005) 10
Gizli Coban et al. (2017) ] 16
Greening et al., (2017) 19
Gudmundsdattir et al. (2006) 9.5
Hardy et al. (2008) 10
Hofmann et al. (2007) e 6
[ranmanesh et al. (2015) 14
Karadeniz Cerit et al. (2017) 15
Kean et al. (2006) e 8
Kubota et al. (2016) 13
Landolt et al. (1998) e 15
Landolt et al. (2002) 17
Landolt et al. (2003) 16
Landolt et al. (2005) 19
Landolt et al. (2012) e 17
Lefkowitz (2010) 16
Lewis et al. (2014) e 14




Magal-Vardi et al. (2004)
Masa'deh & Jarrah (2017)
McCarthy et al. (2012)
Naderi et al. (2012)
Nakajima-Yamaguchi et al. (2016)
Norberg & Boman (2008)
Norberg et al. (2005)
Okado et al. (2016)
Pasterski et al. (2014)
Pelcovitz et al. (1996)
Phipps et al. (2005)
Pierce et al. (2017)
Poder et al. (2008)

Rees et al. (2004)

Ribi et al. (2007)

Rodriguez-Rey & Alsonso-Tapia (201

Santacroce (2002)

Shears et al. (2005)

Shi et al. (2017)

Stoppelbein & Greening (2007)
Stuber et al. (1996)

Tackett et al. (2016)

Taskiran et al. (2016)
Tremolada et al. (2013)
Vernon et al. (2017)
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14
16

10
11
10
14
10
17
10
17
17
16
13
13
17
13
18
17
12
14
16
17
12

—

N/A
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Appendix D: Individual effect sizes extracted fromstudies in meta-analysis

Table A.2. Risk factors extracted from included stdies and descriptive statistics for overall effecsizes from each study

Risk Factor Study Assessment of Risk Factor K Meanr Min. Max.
Parent's ASD  Balluffi et al. (2004) Acute Stress@der Scale (ASDS) 1 0.62
Lefkowitz (2010) Acute Stress Disorder Scale (ASDS) 1 0.62
McCarthy et al. (2012) Acute Stress Disorder SCARDS) 1 0.71
Behavioural Hofmann et al. (2007) Child Behaviour Checklist (C1B 1 0
difficulties Kubota et al. (2016) Child Behaviour Checklist (ABC 1 0.37
(child) Nakajima-Yamaguchi et al. (2016) Child Behavioure€klist (CBCL) 1 0.60
Shears et al. (2005) The Strengths and Difficulegstionnaire (SDQ) 2 0.17 0.07 0.26
Child age Balluffi et al. (2004) Standard demographiformation 1 0
Bronner et al. (2008) Standard demographic infoionat 2 0.01 0.01 0.02
Bruce et al. (2010) Standard demographic infornmatio 2 0.16 0.11 0.21
Franck et al. (2015) Standard demographic inforomati 1 0
Gudmundsdattir et al. (2006) Standard demograpiiarmation 2 -0.06 -0.18 0.07
Hardy et al. (2008) Standard demographic inforamati 1 0
Iranmanesh et al. (2015) Standard demographicnéEton 1 0.01
Karadeniz Cerit et al. (2017) Standard demograjoiiccmation 1 0.15
Landolt et al. (1998) Standard demographic infdroma 1 -0.07
Landolt et al. (2002) Standard demographic infdroma 1 0
Landolt et al. (2003) Standard demographic infdroma 2 0.01 -0.02 0.05
Landolt et al. (2005) Standard demographic infdroma 2 0.09 -0.06 0.23
Nakajima-Yamaguchi et al. (2016) Standard demdudcapformation 2 -0.25 -0.29 -0.20
Okado et al. (2016) Standard demographic informnati 1 0.21
Pasterski et al. (2014) Standard demographicnmédtion 1 -0.28
Pelcovitz et al. (1996) Standard demographic matdron 1 0
Pierce et al. (2017) Standard demographic infaonat 1 -0.15
Stuber et al. (1996) Standard demographic infdonat 1 -0.01
Coping Bruce et al. (2010) Miller Behavioural Style SCA#BSS) — seeking out medical information 1 -0.18

strategies Franck et al. (2015) Brief COPE — active and sasugiport 2 -0.03 -0.07 0.01



(positive
Coping
strategies
(negative

Depressive
symptoms
(Child)
Emotional

Ribi et al. (2007)

Bruce et al. (2010)

Franck et al. (2015)
Fuemmeler et al. (2001)
Fuemmeler et al. (2005)
Gudmundsdaéttir et al. (2006)
Ribi et al. (2007)

Hofmann et al. (2007)
Okado et al. (2016)

Balluffi et al. (2004)

states (parents) Pasterski et al. (2014)

Ethnicity (non-
white)

Financial
burden

Parental
depressive
symptoms

Nakajima-Yamaguchi et al. (2016)
Rees et al. (2004)

Ballufi et al. (2004)

Franck et al. (2015)
Greening et al. (2017)
Hardy et al. (2008)
Lefkowitz (2010)
Gudmundsdattir et al. (2006)
Franck et al. (2015)
Karadeniz Cerit et al. (2017)
Kubota et al. (2016)
Taskiran et al. (2016)
Forinder & Norberg (2014)
Franck et al. (2015)
Greening et al. (2017)
Hofmann et al. (2007)
Karadeniz Cerit et al. (2017)
Lefkowitz (2010)
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Brief COPE — functional 1
Miller Behavioural Style SCB#BSS) — avoidance

Brief COPE — negative, disgegaent/substance abuse

Ways of Coping questiomn@OC; emotion-focused subscale)

Ways of Coping questiaen@/OC; emotion-focused subscale)

Coping Style Questare (CSQ) 2
Brief COPE — functional 1
Child Depression Inventord(C 1
Child Depression Inventory (DI 1

Researcher developed Liksyte question: worry that child may die
Researcher developed —i@mabtndex (shock, shame, anger, guilt, griefl
and relief)
Parent Experieafaehild Illness (PECI) — guilt and worry subscale 1
Researcher developed questear -€hild may die
Standard demographic inforiomt
Standard demographic inforomati
Standard demographic indbion
Standard demographic inforomati
Standard demographic information
Researcher developedtgpnnaire
Medical records/parent quastae (hospital distance from family home)
Clinical Data Forimgncial loss) 1
Feelings of economic burden 1
Interview with parents gras having to rent flat to be close to hospital)
Depression subscale afpital Anxiety and Depression Scale (HADS)
Depression subscale of Hdspitaiety and Depression Scale (HADS)
Beck Depression Inventoigo8d edition (BDI-2)

PR R R R

1

1

1

Beck Depression Inventoryodeedition (BDI-2) 1

Depression subsdatéospital Anxiety and Depression Scale (HADS)
Postpartum Depression ScreenicgeéS(PDSS)

1

2
1
1

1
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0.51
-0.02

0.25
0.4
0.29

0.57

0.51

0

0.07

0.36

0.28
-0.27

0.52
0.49
0.28
0
-0.07
0
0.17
0.51
0
-0.07*
0.45

10

1

1

1

0.78
0.27
0.74
0
430.
0.82

0.14

0.35

0.73



lliness severity

Length of
hospital stay
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Lewis et al. (2014) Depression subscale of Hospmaiety and Depression Scale (HADS) 1
Norberg & Boman (2008) Zung Self-Rating Depresgi0BRD) scale 1
Okado et al. (2016) Depression subscale of Biyefii@om Inventory (BSI) 1
Rodriguez-Rey & Alsonso-Tapia Depression subscale of Hospital Anxiety and DepoasScale (HADS) 1
(2017)

Shi et al. (2017) Patient Health Questionnaire(F3) 1
Stoppelbein & Greening (2007) Beck Depression itwey Second edition (BDI-2) 1
Ballufi et al. (2004) PediatricsRiof Mortality (PRISM-I111) 1
Binder et al. (2011) Score for Neonatal Acute Ptiggjy, Perinatal Extension 2 (SNAPPE); 4

Perinatal Risk Inventory (PERI)
Bronner et al. (2008) Paediatric Index of Morta(iBiM?2) 2
Farley et al. (2007) Pediatric Transplant Side &ffeeverity Scale (SESS) 1
Lefkowitz (2010) Researcher developed scale/questi 2
Kean et al. (2006) Rosier Functional Asthma Séy&tcale 1
Nakajima-Yamaguchi et al. (2016) Intensity Treatirieating 3.0 (ITR-3.0) 1
Okado et al. (2016) 1
Pelcovitz et al. (1996) Clinician categorical mati 1
Pierce et al. (2017) Intensity of Treatment Scale
Rees et al. (2004) Researcher developed scaléfmues 1
Rodriguez-Rey & Alsonso-Tapia Paediatric Index of Mortality (PIM2); Researcheveleped scale/question 2
(2017)
Ballufi et al. (2004) Parent report 1
Bronner et al. (2008) Medical notes 2
Bruce et al. (2010) Patient information database 1
Franck et al. (2015) Patient questionnaire/med&abrds 1
Gudmundsdaéttir et al. (2006) Researcher develgpat 1
Karadeniz Cerit et al. (2017) Clinical Data Form 1
Kubota et al. (2016) Interview with parent 1
Landolt et al. (1998) Patient records 1
Landolt et al. (2002) Patient records 2
Landolt et al. (2003) Patient records 2

0.56

0.58
0.49
0.68

0.78
0.34
0
0.15

0.01
0.02
0.01
0.07
0.43
0
0

0.47
0.05

0.01
0.21
0.25

0.40
0.34
0.1

0.34
0.17
0.30

170

-0.01 0.32

0.003 0.006

-0.11 0.13
-0.05 0.15

0.01 0.01

0 0.34

0.26 0.34



Gender
(mother)

Gender
(boy/male) -
child

Lefkowitz (2010)

Nakajima-Yamaguchi et al. (2016)

Rees et al. (2004)

Shears et al. (2005)
Taskiran et al. (2016)
Balluffi et al. (2004)
Binder et al. (2011)
Bronner et al. (2011)
Franck et al. (2015)
Fuemmeler et al. (2005)
Gudmundsdattir et al. (2006)
Hardy et al. (2008)
Iranmanesh et al. (2015)
Landolt et al. (2002)
Landolt et al. (2012)
Masa'deh & Jarrah (2017)
McCarthy et al. (2012)
Naderi et al. (2012)
Pasterski et al. (2014)
Phipps et al. (2005)
Poder et al. (2008)

Shi et al. (2017)

Balluffi et al. (2004)
Bronner et al. (2011)
Franck et al. (2015)
Hardy et al. (2008)
[ranmanesh et al. (2015)
Karadeniz Cerit et al. (2017)
Landolt et al. (1998)
Landolt et al. (2002)
Landolt et al. (2003)
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Medical records
Patient records
Hospital records / semi-strectinterview
Researcher-developed queatren
Interview
Standard demographic infotima
Standard demographic inforomati
Standard demographic infoionat
Standard demographic infolonat
Standard demographicnmdtion
Standard demograipficcmation
Standard demographic inforomati
Standard demographicnéEton
Standard demographic infaroma
Standard demographic infdroma
Standard demographicnrdbon
Standard demographic infdrom
Standard demographic infolonat
Standard demographicnmétion
Standard demographic infaonat
Standard demographic infomati
Standard demographic information
Standard demographic infotioa
Standard demographic infoionat
Standard demographic inforomati
Standard demographic infornmatio
Standard demographicnrdtion
Standard demograjpiiccmation
Standard demographic infdroma
Standard demographic infaroma
Standard demographic infdroma

NRPRRRPRPRPNRPRRPRRRPRPRPRERRRRRPRPRPRRRRR PP
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-0.13
0.15
0.49
0.24 0 0.41
0
0.47
0.30
0.15
0
0.01
0.11
0
0.25
0.12*
0.22
0.54
0.18
0.41
0.23
0.21
0.16
0.11
0
-0.07*  0.02 0.12
0
0
0.13
-0.23*
-0.04*
0
0.09* -0.07 -0.11
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Landolt et al. (2005) Standard demographic infdroma 2 0.18* -0.12 -0.24
Masa'deh & Jarrah (2017) Standard demographicrrdton 1 0
Naderi et al. (2012) Standard demographic infolonat 1 0.01
Nakajima-Yamaguchi et al. (2016) Standard demdgcapformation 1 -0.44
Shi et al. (2017) Standard demographic information 1 -0.01*
General Binder et al. (2011) Brief Symptom Inventory (BS3)1 1 0
distress Farley et al. (2007) Distress subscale of Paediltvientory for Parents (PIP) 2 0.66 0.64 0.67
(parents) Gudmundsdattir et al. (2006) Trauma Symptom ChetKliSC) and Impact on Family Scale (IFS) 2 0.74* .70 0.78
Karadeniz Cerit et al. (2017) Hospital Anxiety dbépression Scale (HADS) 1 0.48
Lewis et al. (2014) Hospital Anxiety and DepressBrale (HADS) 1 0.55
Nakajima-Yamaguchi et al. (2016) Parent Experiefdghild lliness (PECI) 4 0.23 -0.25 0.52
Okado et al. (2016) Brief Symptom Inventory (BSI) 1 0.63
Pelcovitz et al. (1996) Symptom Checklist-90-R (SD-R) 1 0
Poder et al. (2008) Globel Distress and Psycho&v@ymptoms subscales of the Memorial 2 0.44 043 0.44
Symptoms Assessment Scale (MSAS)
Shears et al. (2005) General Health Question@iH) 1 0.50
Tackett et al. (2016) Brief Symptom Inventory (BSI 1 0.69
History of Karadeniz Cerit et al. (2017) Clinical Data Form 1 -0.41*
psychiatric Lefkowitz (2010) Self-report, researcher develogedstionnaire 1 0.43
treatment/diag
nosis
Medical Binder et al. (2011) Self-report (gestational afbaby and birth weight) 4 0.10* -0.18 -0.01
complications Bronner et al. (2008) Self-report combining usamntificial ventilation, circulatory support and 6 0.13 0.05 0.37
neuromuscular blocking agents
Nakajima-Yamaguchi et al. (2016) Physician ratestlival records 1 0.17
Parent age Fuemmeler et al. (2001) Standard depiugramformation 1 -0.42
Fuemmeler et al. (2005) Standard demographicnmétion 1 -0.28
Gizli Coban et al. (2017) Standard demographicrmftion 1 0
Gudmundsdattir et al. (2006) Standard demograipficcmation 1 -0.11
Hardy et al. (2008) Standard demographic inforamati 1 0
Iranmanesh et al. (2015) Standard demographicméton 1 0.01



Parental
anxious
symptoms

Partner PTSD

Perceived
social support

Poor family
functioning
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Karadeniz Cerit et al. (2017) Standard demograjiiccmation

Lefkowitz (2010) Standard demographic information

Masa'deh & Jarrah (2017) Standard demographicnrEton

Nakajima-Yamaguchi et al. (2016) Standard demdgcapformation

Taskiran et al. (2016) Standard demographic in&ion

Forinder & Norberg (2014) Hospital Anxiety and Degsion Scale (HADS; anxiety subscale)
Franck et al. (2015) Hospital Anxiety and Depresssgale (HADS; anxiety subscale)
Greening et al. (2017) State-Trait Anxiety Invegt(STAI)

Hofmann et al. (2007) State-Trait Anxiety Inventar form (STAI-Y)

Karadeniz Cerit et al. (2017) Hospital Anxiety ddepression Scale (HADS; anxiety subscale)
Lewis et al. (2014) Hospital Anxiety and Depress8rale (HADS; anxiety subscale)
Norberg & Boman (2008) State-Trait Anxiety Invent¢STAI)

Okado et al. (2016) Brief Symptom Inventory (B&Xxiety subscale

Rodriguez-Rey & Alsonso-Tapia Hospital Anxiety and Depression Scale (HADS; anxgeibscale)
(2017)

Santacroce (2002) State-Trait Anxiety InventoryA§
Stoppelbein & Greening (2007) State-Trait Anxiktyentory (STAI)
Bronner et al. (2008) The Self-RaBngle for PTSD (SRS-PTSD)
Stuber et al. (1996) PTSD Reaction Index (PTSD-RI)
Franck et al. (2015) Duke-UNC functional social goih questionnaire
Fuemmeler et al. (2005) The Social Network Recipyand Dimensionality Assessment Tool
Gudmundsdattir et al. (2006) Crisis Support S¢ares)
Karadeniz Cerit et al. (2017) Clinical Data Form
Kubota et al. (2016) Single question (satisfactigtm father’s help)
Pelcovitz et al. (1996) Researcher developed tool
Nakajima-Yamaguchi et al. (2016)  Single questade friends of child)
Bruce et al. (2010) The Parent—Child Interactiorfnnaire—Revised Parent version
(PACHIQ-R-P)
Franck et al. (2015) Family Environment Scale (FES)

Lewis et al. (2014) Family Assessment Device (FAD)
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-0.06
0.07

-0.68
-0.27

PR RRRE

1 0.79
1 0.49

0.73 0.72 0.74

=N

1 0.35
1 0.54
1 0.59
1 0.54
1 0.67

1 0.56

1 0.32
1 0.65

1 0.41

1 -0.15
2 -0.18 -0.21 -0.14
2 -0.03 -0.14 0.07
1 -0.35

1 -0.4
3 0.12* -0.29 0.1

7 0.37 0.31 045



PTG

Previous
trauma / life
events

Prior hospital
admissions
PTSD/PTSS
(child self-
report)

Readmission/r

elapse

Recovery
(child)
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Ribi et al. (2007) Family Relationships InventdRRI)

Shi et al. (2017) Family Assessment Device (FAD)szale
Forinder & Norberg (2014) Post-Traumatic Growventory (PTGI)
Rodriguez-Rey & Alsonso-Tapia Post-Traumatic Growth Inventory (PTGI)
(2017)

Franck et al. (2015)
Greening et al. (2017)
Karadeniz Cerit et al. (2017)
Landolt et al. (2003)

Landolt et al. (2005)
Pelcovitz et al. (1996)
Stoppelbein & Greening (2007)
Tremolada et al. (2013)
Balluffi et al. (2004)

Franck et al. (2015)

Hofmann et al. (2007)
Landolt et al. (2003)
Magal-Vardi et al. (2004)
Okado et al. (2016)

Phipps et al. (2005)

Rees et al. (2004)

Shears et al. (2005)

Stuber et al. (1996)

Taskiran et al. (2016)

Balluffi et al. (2004)

Bruce et al. (2010)

Franck et al. (2015)

Norberg et al. (2005)

Shi et al. (2017)

Landolt et al. (2003)

Ribi et al. (2007)

Researcher developed parguaéstionnaire
Life Events Checklist (LEC)
Researcher developedtionnaire
Researcher developed spateé¢eding life events)
Researcher developed stdee{ents)
Potential stressful evemisrview
Life Events ChestilLEC) adapted
Problem Scale, Laddeife@fihd an in-depth interview (EFI-C)
Researcher developed sgbbréscale
Researcher developed parguaégtionnaire
Structured Clinical Interviéw Diagnosis (SCID)
Child PTSD reaction index [&®-RI)
Child PTSD reaction ind&PTSD-RI)
UCLA Post traumatic StresscRea Index (PTSDI)
PTSD-I and Impact of Everugl&Revised (IES-R)
Impact of Events Scale (IES)
Impact of Events Scale-Re\([i&5-R)
Child PTSD reaction indexTSP-RI)
Child PTSD reaction indéRTSD-RI)
Researcher developed sgblréscale
Patient information database
Researcher developed parguégtionnaire
Medical records
Single item question for parents
Researcher developed Sirgle-Likert-scale (physician rated)
Researcher developed Likertes@ahysician rated)
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0 0.23
0 0.19
-0.04 0.15
0.02 0.15
0 0.84
-0.01 0.02
0 0.63
0.31 0.48
-0.18 .3@



Stress
(parents)

Time since
diagnosis/treat
ment

Treatment/con
dition length

Uncertainty

Franck et al. (2015)

Kubota et al. (2016)

Pierce et al. (2017)

Binder et al. (2011)

Farley et al. (2007)

Forinder & Norberg (2014)
Greening et al. (2017)
Gudmundsdaéttir et al. (2006)
Lefkowitz (2010)

Ribi et al. (2007)
Fuemmeler et al. (2001)
Fuemmeler et al. (2005)
Gudmundsdattir et al. (2006)
Karadeniz Cerit et al. (2017)
Lewis et al. (2014)

Masa'deh Jarrah (2017)
Nakajima-Yamaguchi et al. (2016)
Okado et al. (2016)
Pasterski et al. (2014)
Pelcovitz et al. (1996)
Pierce et al. (2017)

Stuber et al. (1996)
Taskiran et al. (2016)
Bronner et al. (2008)

Bruce et al. (2010)
Gudmundsdattir et al. (2006)
[ranmanesh et al. (2015)
Kubota et al. (2016)

Norberg et al. (2005)

Okado et al. (2016)

Franck et al. (2015)
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Researcher developed questin(child health following discharge)

Kid-KINDL
Paediatric Quality of Life@QL) — parent version
Postnatal Complications Raf{fPGR)
Pediatric Inventory for PasgiRIP; frequency and difficulty)
Shirom-Melamed BurnouteQtionnaire (SMBQ)
Cortisol
Researcher develspald (level of disease related daily care)
Concurrent stressors (researdegeloped scale)
Stress appraisal questionsgukikert-scale
Patient report and hospatairds
Patient report and hospatadrds
Researcher developaie s
Clinical Data Form
Researcher developed scale
Researcher developed dteckl
Patient records

Electronic medical records

Interview

Medical records, data manageslystem (Length of ventilation)
Patient information databasenfims of treatment)

Researcher develole $namber of hospitalisations)
Researcher developed @eatgh of disease)
Medical records (number ofgitadisations)
Those still in treatment haate PTSS
Those still in treatment hamterPTSS

Parents Percepmtfdgncertainty in lllness Scale (PPUS)

1

1

PNNRRPRRPRRPRRPRPRRRRRR

1

1
2

2
1

1
1

2

1

1

1

1

1

1

0.37*

0.28*
0.37
0.26
0.62
0.69
0.14
0.7
0.34
0.56
-0.35
0.17
-0.37
0.10
0.01
-0.62
0.23
0.08
-0.19
0
-0.14
-0.15
0
0.01
0.07
0.05
0.01
0.32
0.08
0.21
0.31

175

0.18
0.58

-0.14

0

0.34
0.66

-0.16

0.01
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Fuemmeler et al. (2001) Parents Perception of tiiogy in lliness Scale (PPUS) 1
Fuemmeler et al. (2005) Parents Perception of tiogy in lliness Scale (PPUS) 1
Nakajima-Yamaguchi et al. (2016) Parent Experiafdghild lliness (PECI) long term uncertainty scaie 1

Tackett et al. (2016) Parents Perception of Uaadst in lliness Scale (PPUS) 4

Socio- Franck et al. (2015) Combining: education levelpkyment status, SES status, single parents,

Economic number of other children

Status (SES) Fuemmeler et al. (2005) Hollingshead Four-Factdekof Socioeconomic Status 1
Gizli Coban et al. (2017) Combining: education &dily income 2
Greening et al. (2017) Hollingshead Four-Factoeindf Socioeconomic Status 1
Gudmundsdaéttir et al. (2006) Combining: educatiwatk status and marital status 3
Hardy et al. (2008) Education 1
Hofmann et al. (2007) Sociodemographic factors 1
Karadeniz Cerit et al. (2017) Combining: educatioarital status, duration of marriage and 4

employment

Landolt et al. (2002) Combining: SES and familysture 2
Landolt et al. (2003) Combining: SES and familtyation 4
Landolt et al. (2005) SES - researcher developedtgpn and algorithm 2
Masa'deh & Jarrah (2017) Combining: employmenteghatation. 2
Nakajima-Yamaguchi et al. (2016) Education 1
Pasterski et al. (2014) Paternal occupation 1
Poder et al. (2008) Non-working status 1
Shi et al. (2017) Combining: marital status, edioceand employment 3
Taskiran et al. (2016) Family income 1
Tremolada et al. (2013) Maternal education 1
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0.39
0.35

0.29
0.28 0.21

-0.05 - 0

0.25*

-0.19

0 0 0
0.24
-0.17

0.33

-0.20 -0.13
0

0

-0.02 -0.32 0.12
0 0 0

0.06 -0.11 0.15
0.07 -0.04 0.18
0.17 0 0.33
-0.16
0.19
0.15
0.08
0

-0.31

-0.08 0.26

ASD = Acute Stress Disorder. PTSD = Post-Traunfatiess Disorder. PTG -= Post Traumatic Growth. PF®8st Traumatic Stress Symptoms.
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Appendix E: Guidelines for Journal of Clinical Child & Adolescent Psychology

About the Journal

Journal of Clinical Child & Adolescent Psychologyan international, peer-reviewed
journal publishing high-quality, original resear€lease see the journal's Aims & Scope
for information about its focus and peer-reviewipgl

Please note that this journal only publishes manmpisan English.

Journal of Clinical Child & Adolescent Psychologycapts the following types of article:
Regular Articles, Brief Reports, Future Directions

The Journal of Clinical Child and Adolescent Psyoljg (JCCAP) is the official journal

for the Society of Clinical Child and Adolescent&tsology, American Psychological
Association, Division 53. It publishes original ¢obutions on the following topics: (1)
development and evaluation of assessment and @mtiéow techniques for use with clinical
child and adolescent populations; (2) developmadtraaintenance of clinical child and
adolescent problems; (3) cross-cultural and soomdgaphic issues that have a clear
bearing on clinical child and adolescent psycholibgpory, research, or practice; and (4)
training and professional practice in clinical dréind adolescent psychology as well as
child advocacy. Manuscripts that discuss theorkegind/or methodological issues on
topics pertinent to clinical child and adolescesygihology also are considered. Authors
need not be members of Division 53 to submit atiecb JCCAP. There are several criteria
that increase the likelihood that a manuscript ballfavorably evaluated in JCCAP: (1)
The paper reflects a substantive advance in ouerstahding of clinical child and
adolescent psychology. (2) The paper is of sucltortapce that it likely will influence an
area of research. (3) The paper presents new ateaeative methods. (4) The paper
offers theoretically-driven hypotheses. (5) Mukipheasures, informants, or procedures
are used to collect data. (6) Sophisticated metlogdes are carefully employed. (7)
Longitudinal methods are used. (8) Data are rigalgoand appropriately analyzed. (9) The
implications of the findings for clinical child aratlolescent psychology are well
articulated.

Peer Review and Ethics

Taylor & Francis is committed to peer-review iniggand upholding the highest
standards of review. Once your paper has beenseskés suitability by the editor, it will
then be double blind peer reviewed by independerdnymous expert referees. Find out
more about what to expect during peer review aad oar guidance on publishing ethics.

Preparing Your Paper

Regular Articles, Brief Reports, Future Directions

Should be written with the following elements i tiollowing order: title page; abstract;
main text; references; appendices (as appropriatee(s) with caption(s) (on individual
pages); figures; figure captions (as a list)

Should contain an unstructured abstract of 250 sord
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Read making your article more discoverable, inegigdnformation on choosing a title and
search engine optimization. A Regular Article may exceed 11,000 words (i.e., 35
pages), including references, footnotes, figured,tables. Brief Reports include empirical
research that is soundly designed, but may beefialized interest or narrow focus. Brief
Reports may not be submitted in part or whole wmtlaer journal of general circulation.
Brief Reports may not exceed 4,500 words for texk eferences. These limits do not
include the title page, abstract, author note,rfotas, tables, and figures. Manuscripts that
exceed these page limits and that are not preaaading to the guidelines in the
Manual will be returned to authors without revidwture Directions submissions are
written by leading scholars within the field. Thesécles provide a brief summary of
important advances that are needed within a speeifearch or practice area pertinent to
clinical child and adolescent psychology. FutureeBiions submissions are by invitation
only and undergo peer review. All Regular ArtictedaBrief Report submissions must
include a title of 15 words or less that identifiee developmental level of the study
participants (e.g., children, adolescents, et€LAP uses an unstructured abstract format.
For studies that report randomized clinical trizdsneta-analyses, the abstract also must be
consistent with the guidelines set forth by CONSAGRMARS, respectively. The

Abstract should include up to 250 words, preseimtgrhragraph form. The Abstract

should be typed on a separate page (page 2 ofdhasuript), and must include each of
the following label sections: 1) Objective (i.ebréef statement of the purpose of the
study); 2) Method (i.e., a detailed summary ofgladicipants, N, age, gender, ethnicity, as
well as a summary of the study design, measurespantedures; 3) Results (i.e., a
detailed summary of the primary findings that digarticulate comparison groups (if
relevant); 4) Conclusions (i.e., a descriptionh& tesearch and clinical implications of the
findings). Avoid abbreviations, diagrams, and refexe to the text in the abstract. JCCAP
will scrutinize manuscripts for a clear theoretifraimnework that supports central study
hypotheses. In addition, a clear developmentabmate is required for the selection of
participants at a specific age. The Journal is nakliligent efforts to insure that there is
an appropriately detailed description of the samplduding a) the population from which
the sample was drawn; b) the number of participantage, gender, ethnicity, and SES of
participants; d) location of sample, including ctsyrand community type (rural/urban), e)
sample identification/selection; f) how participgmiere contacted; g) incentives/rewards;
h) parent consent/child assent procedures and rateslusion and exclusion criteria; j)
attrition rate. The Discussion section should idela comment regarding the diversity and
generality (or lack thereof) of the sample. The Meas section should include details
regarding item content and scoring as well as exid®f reliability and validity in similar
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Appendix: F: Paediatric Medical Traumatic Stress Malel (Kazak et al., 2006)
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Appendix H: Recognition task used in empirical pape

Question 1: Please indicate which of the followawgnts could lead to a child developing
PTSD. We understand that everyone reacts differénii please answer to the best of your
ability.

Please select as many as you think are relevaydultlo not have any knowledge then
please select that option.

Close family member suddenly passing away
Sexual abuse

Losing money

An earthquake

Watching a scary cartoon
Being sent home from school
Arguing with a best friend
Serious car accident

Being lied to by parents
Hearing domestic violence

A terrorist attack

Falling off a swing

Physically bullied at school
Parents divorcing or separating

&® No current knowledge

Question 2: Please indicate which of the followamg symptoms of PTSD in children. We
understand that everyone reacts differently budggeselect which you think are the
common symptoms.

Please select as many as you think are relevaydultlo not have any knowledge then
please select that option.

Having nightmares about the trauma
Scratching self

Hyperactivity for over 3 days

Hoarding

Re-enacting the traumatic event in play

Talking constantly about the event
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Angry outbursts

Drug and alcohol abuse

Hearing voices to hurt other people

Avoiding talking or thinking about the trauma
Decreased appetite

Avoiding people or places that remind them of tia@ma
Sleep problems

Constantly washing hands

&® No current knowledge

Question 3: What evidence-based treatment(s) &eedfto children with PTSD in NHS
mental health services according to national gindef?

We are not expecting you to be aware of the natigmaelines or to research them. But
please select those options you believe to bentier@(s) that are offered in the NHS. If
you do not have any knowledge then please selatatiswer.

Animal-Assisted Therapy

Counselling or Psychotherapy

Eye-Movement Desensitisation and Reprocessing (EMDR
Group Therapy

Medication

Relaxation techniques (including Yoga and Mindfske
Trauma-Focused Cognitive Behavioural Therapy (TFFCB

&® No current knowledge
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Appendix I: Online questionnaire for parents (empirical paper)

Project: A survey of parents and teachers understating of and attitudes towards
Post-Traumatic Stress Disorder (PTSD) in children

Chief Investigator: Mr Aaron Burgess
Primary Supervisor: Dr Richard Meiser-Stedman

This research looks to find out what parents aadhing staff know about Post-Traumatic
Stress Disorder (PTSD). Researchers need to uaddrathat parents and teaching staff
currently think about PTSD in children.

If you are interested in taking part in the stptisase keep reading. We would ask that
you only complete the survey if you have at least child aged between 7 and 17. This
information has been written to help you make asi@c on whether you would like to
take part. You can ask questions via email to thefeénvestigator -
Aaron.Burgess@uea.ac.uk.

What is the study about?

PTSD is a common mental health problem that caectéhildren after traumatic events. It
can also affect a child’s education and desirestaround other people. We do not know
parents knowledge of PTSD. By having more knowldatigan increase the likelihood that
parents would seek help on their child’s behalf.

To support parents to notice PTSD in children wedn® find out what their current
understanding is. We are asking parents to comfiietenline survey.

What does the study involve?

The online survey has three sections and shoutrniaknmore than 5 to 10 minutes to
complete. First you are asked questions about gdwaur children. You are then asked to
select the correct answers to questions about By8iptoms, traumatic events and
treatments. You are then asked questions abouingeleélp for your child.

Please do not research PTSD before completinguhvey. We want to know your current
knowledge of PTSD. You will be given ways to findtenore information about PTSD at
the end of the survey.

Both parents can complete the survey although yiluneed different devices (e.g. a
laptop, smart phone or tablet) but please try a@bimplete it together.

What if | do not want to take part?

This is fine. If you don’t want to take part pleadese this browser down or select the
option below. If you complete the survey you wdretable to withdraw your responses
later. If you wish to stop during the survey pleakese down the webpage.
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What are the disadvantages of taking part?

The survey will take about 5 to 10 minutes to cagtgal You can start and come back to
the survey if you find this easier. It is unlikehat the survey will cause you any distress.
If it does and you have concerns about yourseybar child we recommend you seek
advice from a health professional ASAP.

What are the benefits of taking part?

There are no guaranteed benefits of you takingipahe study. You will be helping the
research team learn more about parents understpofifiT SD. As a result of taking part
you may learn more about PTSD.

Will my answers be confidential?

Responses on the survey are only seen by theinkesdtigator. Your child’s school will
not see your responses. By taking part in the suyga have the option of being entered
into a raffle prize draw to win one of two £20 Amoazvouchers. To enter the raffle you
need to provide an email address so if you wirvthecher can be sent to you. The chief
investigator is the only person to access thisranlink is made between your email
address and responses on the survey. If you prgeidieemail address it will be stored on
a university secured network drive. Please domdtide any other identifiable
information when completing the online survey.

Who has approved the research?

This project has been approved by the UEA Facdliyedicine and Health Sciences
Research Ethics Committee on 13th March 2018; eater: 2017/18 - 85.

What if | am not happy?

If you have any concerns or wish to make a compktiout the project please contact
Professor Ken Laidlaw at K.Laidlaw@uea.ac.uk whidad of the clinical psychology
department at UEA.

What next?

If you want to take part you will need to read domsent statements below. Please ensure
you have read the information above and know wbeing asked of you. If you have any
further questions please contact the chief invastig

Statements of consent

Please read the following statements. If you apphd@o consent to each statement please
select the option to take the survey. By doing®o gre consenting to take part in the
research.

1. | confirm that | have read the information abovkave had time to consider the
information, ask any questions via email and hadntlanswered satisfactorily.
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2. lunderstand that my participation is voluntary émak | can withdraw from the
survey by closing the webpage and my medical aaddegal rights are not
affected.

3. lunderstand that once my answers have been segdnhittin no longer withdraw
my answers.

4. | understand that the chief investigator will haeoeess to my email address if |
provide it for the raffle prize and that this wik deleted once the survey closes.

5. | agree to take part in this project.

o Take the survey!
o | do not wish to take part in this study

Section 1 — Information about you and your child

The following questions are about you and yould¢ten). Please answer to the best of
your ability.

Question 1: How old are you?

Question 2: How would you class your gender?
Male/Female/Other/Prefer not to say

Question 3: How many children do you have?
1/2/3/4/5 or more

Question 4: How old is your oldest (or only) child?
0-5/6 —10/11 — 15/16 — 20/21 — 25/26 +

Question 5: How old is your youngest child (pledsenot answer if you only have one
child)?

0-5/6 -10/11 - 15/16 — 20

Question 6: Are you the child's ...

Parent or Guardian/Foster carer/parent/Other (pleaspecify)

Question 7: What is your current relationshipusat

Married/In a relationship (co-habiting)/In a relatmship (not co-habiting)/Single
Question 8: Which best describes your employmiatts?

Full time employment/Part time employment/Full tiedeication/Unemployed/Other
(please specify)
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Question 9: What is your current residence status?

Homeowner/Part rent/part buy/Renting/Living withr@ats/guardians/Other (please
specify)

Question 10: Have you or your partner ever been@ragd by the military services (e.g.
Army, RAF, Navy)

Yes/No

Question 11: Would you describe yourself as haaimgental health difficulty?
Yes/No/Do not wish to say

Section 2 - Traumatic events, PTSD symptoms aratife treatments

You will be asked three questions and asked tastie correct answers to each.

Please try and answer as best as you can and deaabtip on PTSD before completing. It
does not matter if you don’t know the correct answ@u will be given these at the end of
the survey.

Please consider a child in these questions asatged?7.

Question 1: Please indicate which of the followawgnts could lead to a child developing
PTSD. We understand that everyone reacts differénii please answer to the best of your
ability.

Please select as many as you think are relevaydultlo not have any knowledge then
please select that option.

Close family member suddenly passing away
Sexual abuse

Losing money

An earthquake

Watching a scary cartoon

Being sent home from school

Arguing with a best friend

Serious car accident

Being lied to by parents

Hearing domestic violence
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A terrorist attack
Falling off a swing
Physically bullied at school

Parents divorcing or separating
&® No current knowledge

Question 2: Please indicate which of the followamg symptoms of PTSD in children. We
understand that everyone reacts differently budggeselect which you think are the
common symptoms.

Please select as many as you think are relevaydultlo not have any knowledge then
please select that option.

Having nightmares about the trauma
Scratching self

Hyperactivity for over 3 days

Hoarding

Re-enacting the traumatic event in play
Talking constantly about the event

Angry outbursts

Drug and alcohol abuse

Hearing voices to hurt other people

Avoiding talking or thinking about the trauma
Decreased appetite

Avoiding people or places that remind them of tia@ma
Sleep problems

Constantly washing hands
&® No current knowledge

Question 3: What evidence-based treatment(s) &eeedfto children with PTSD in NHS
mental health services according to national gunesf?
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We are not expecting you to be aware of the naltiguaelines or to research them. But
please select those options you believe to bentier@(s) that are offered in the NHS. If
you do not have any knowledge then please selatatiswer.

Animal-Assisted Therapy

Counselling or Psychotherapy

Eye-Movement Desensitisation and Reprocessing (EMDR
Group Therapy

Medication

Relaxation techniques (including Yoga and Mindfskse

Trauma-Focused Cognitive Behavioural Therapy (TFFCB
&® No current knowledge

Question 1: Please rate your agreement to thenfwitpstatements

I would be happy for my child to be screened foEPTas part of a wider mental health
screening process in school

Strongly disagree/Somewhat disagree/Neither agoealisagree/Somewhat agree/Strongly agree

| would be happy for my child to be screened fo6EPTin school following a major
incident affecting lots of people in the local area

Strongly disagree/Somewhat disagree/Neither agoealisagree/Somewhat agree/Strongly agree
If my child had PTSD it would be important for nteseek help on their behalf
Strongly disagree/Somewhat disagree/Neither agoeealisagree/Somewhat agree/Strongly agree

Question 2: Please select the response which bsstides how you would behave in this
situation.

| would seek professional help for my child follow a traumatic event if PTSD
symptoms were present for ...

... 1 day
Yes/No/Maybe/Don't know
... 4 weeks
Yes/No/Maybe/Don't know

... 3 months
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Yes/No/Maybe/Don't know

... 6 months
Yes/No/Maybe/Don't know

Question 3: 1 would be confident in finding out rmanformation about PTSD from ...
... a family member
Yes/No/Maybe/Don't know
... afriend
Yes/No/Maybe/Don't know
..aGP
Yes/No/Maybe/Don't know
... Accident & Emergency
Yes/No/Maybe/Don't know
... private health services
Yes/No/Maybe/Don't know
... a psychologist
Yes/No/Maybe/Don't know
... the school
Yes/No/Maybe/Don't know
... the internet

Yes/No/Maybe/Don't know

Question 4: Where does your current knowledge @GP €tome from? Please select all that
apply.

Family/Friends/Online/School/Health professional/3ocial Media/Own research/Other
(please specify)

Question 5: If you wanted to seek further inforraatabout PTSD where would you go?
Please select all that apply.

Family/Friends/Online/School/Health professional/$ocial Media/Research
myself/Library/Other (please specify)
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If you wish to be entered into the raffle prizewr® win a £20 Amazon voucher please
provide your email address in the space below. Wia¢a is stored your email addresses
are kept separate from your responses on the survey

This is the end of the survey. Thank you very miachiaking the time to complete the
survey. If you wish to find out more information B SD please use the websites below:

http://www.rcpsych.ac.uk/healthadvice/problemsdisos/posttraumaticstressdisorder.aspx

https://mind.org.uk/information-support/types-ofmed-health-problems/post-traumatic-
stress-disorder-ptsd/#.WRXJgrmGOUKk

http://www.nhs.uk/conditions/post-traumatic-streésorder/pages/introduction.aspx

If you believe you or your child may have been iwred in a traumatic event or has been
displaying PTSD symptoms 3 months following a tratimevent we would recommend
you seek immediate support from your GP who caer nghu to the appropriate healthcare
professional.

The research team can be contacted for furthermrdton if necessary by email
(aaron.burgess@uea.ac.uk). If you have any conedms this project please contact the
primary supervisor via email: R.Meiser-Stedman@aeak.

Here are what we believe to be the correct resgasasection 2 of the survey. We
understand that every individual is different aneéré can be variations in individual PTSD
cases.

PTSD Traumatic Events:

Close family member suddenly passing away
Sexual abuse
An earthquake
Serious car accident
Hearing domestic violence
A terrorist attack
Physically bullied at school
PTSD Symptoms:
Nightmares about trauma
Re-enacting the trauma through play
Angry outbursts

Avoidance talking/thinking about trauma
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Avoiding people/places of the trauma
Sleep problems

Treatment offered in the NHS:

Watchful waiting is used initially to see whethettald naturally recovers from the trauma
as many children do. If a child still presentedWTSD 3 months following a trauma they
should be offered Trauma-Focused CBT which is renended by the National Institute
of Health and Care Excellence in the United Kingdé&fthough many other treatments
and strategies can be helpful for children with BTBey are not recommended by these
national guidelines nor routinely offered withiretNHS.

Thank you again for taking the survey.
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Appendix J: Online questionnaire for teachers (empical paper)

Project: A survey of parents and teachers understating of and attitudes towards
Post-Traumatic Stress Disorder (PTSD) in children

Chief Investigator: Mr Aaron Burgess
Primary Supervisor: Dr Richard Meiser-Stedman

This research looks to find out what parents aadhing staff know about Post-Traumatic
Stress Disorder (PTSD). Researchers need to uaddr&hat parents and teaching staff
currently think about PTSD in children.

If you are interested in taking part in the stptisase keep reading. It has been written to
help you make a decision on whether you would tikkeake part. You can ask questions
via email to the chief investigator - Aaron.Burggasea.ac.uk.

What is the study about?

PTSD is a common mental health problem that caectéhildren after traumatic events. It
can also affect a child’s education and desirestaround other people. We do not know
teaching staff's knowledge of PTSD. By having mkmewledge it can increase the
likelihood that staff would seek help on behaltathild in the school.

To support teaching staff to notice PTSD in clatdwe need to find out what their current
understanding is. We are asking teachers and tgpelssistants to complete this online
survey.

What does the study involve?

The online survey has two sections and shouldriak@ore than 5 minutes to complete.
First you are asked questions about you and ydermdhe school. Please only complete
this survey if you work directly with children ag&do 17. You will then be asked to select
the correct answers to questions about PTSD syngtisaumatic events and treatments.

Please do not research PTSD before completinguhvey. We want to know your current
knowledge of PTSD. You will be given ways to findtenore information about PTSD at
the end of the survey. Please try to completestiigey alone and not with colleagues.

What if | do not want to take part?

This is fine. If you don’t want to take part pleadese this browser down or select the
option below. If you complete the survey you wdretable to withdraw your responses
later. If you wish to stop during the survey pleakse down the webpage.

What are the disadvantages of taking part?
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The survey will take about 5 minutes to completeu¥an start and come back to the
survey if you find this easier. It is unlikely thiie survey will cause you any distress. If it
does we recommend you seek advice from a healfegmional ASAP.

What are the benefits of taking part?

There are no guaranteed benefits of you takingipdhe study. You will be helping the
research team learn more about teaching staff DFkr®wledge. As a result of taking
part you may learn more about PTSD as well.

Will my answers be confidential?

Responses on the survey are only seen by theiokiedtigator. The school will not see
your responses. By taking part in the survey yorehihe option of being entered into a
raffle prize draw to win one of two £20 Amazon vbacs. To enter the raffle you need to
provide an email address so if you win the voudagr be sent to you. The chief
investigator is the only person to access thisranlink is made between your email
address and responses on the survey. If you prgeidieemail address it will be stored on
a university secured network drive. Please domdtde any other identifiable
information when completing the online survey.

Who has approved the research?

This project has been approved by a UEA Facultylediicine and Health Sciences
Research Ethics Committee on 13th March 2018; eatsr: 2017/18 - 85.

What if | am not happy?

If you have any concerns or wish to make a compktiout the project please contact
Professor Ken Laidlaw at K.Laidlaw@uea.ac.uk whiogad of the clinical psychology
department at UEA.

What next?

If you want to take part you will need to read domsent statements below. Please ensure
you have read the information above and know whbeing asked of you. If you have any
further questions please contact the chief invasiig

Statements of consent

Please read the following statements. If you agmgly to consent to each statement please
select the option to take the survey. By doing®o gre consenting to take part in the
research.

1. 1 confirm that | have read the information abovhaVve had time to consider the
information, ask any questions via email and hadntlanswered satisfactorily.

2. lunderstand that my participation is voluntary #mak | can withdraw from the
survey by closing the webpage without my medicat @and legal rights affected.
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3. lunderstand that once my answers have been seadnhittin no longer withdraw
them.
4. | understand that the chief investigator will haeoeess to my email address if |
provide it for the raffle prize and that this wik deleted once the survey closes.
5. | agree to take part in this project.
Take the survey!

| do not wish to take part in this study

Section 1 — Information about you and your role

The following questions are about you and youe mithin the school. Please answer to
the best of your ability.

Question 1: How old are you?

Question 2: How would you class your gender?
Male/Female/Other/Prefer not to say

Question 3: are you a teacher or teaching assstant

Teacher/Teaching Assistant

Question 4: How many years have you been a teacheaching assistant?
0-5/6 —10/11 — 15/16 — 20/21 +

Question 5: What aged children do you teach/wotk®vtick all that apply)
0-5/6 —10/11 - 15/16 — 17

Question 6: On average, how many hours per weekarélirectly working with
children?

0-10/11 - 20/21 - 30/31 +

Question 7: Have you ever worked with a child wias been diagnosed with PTSD?
Yes (if so how many)

No/Not sure/Prefer not to say

Question 8: Have you received any PTSD or traurnageed training over the past three
years?

Yes/No/Not sure/Prefer not to say
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Question 9: Have you or your partner ever been eyepl by the military services (e.g.
Army, RAF, Navy)

Yes/No

Question 10: Would you describe yourself as haaimgental health difficulty?
Yes/No/Do not wish to say

Question 11: Which option below best describesype of school you work at?

Primary school/Secondary school/Special educatioeglds or a Pupil Referral Unit
(PRU)/Other (please specify)

Section 2 - Traumatic events, PTSD symptoms aratife treatments

You will be asked three questions and asked tatstie correct answers to each.

Please try and answer as best as you can and deaabtip on PTSD before completing. It
does not matter if you don’t know the correct answ@u will be given these at the end of
the survey.

Please consider a child in these questions asatged?7.

Question 1: Please indicate which of the followawgnts could lead to a child developing
PTSD. We understand that everyone reacts differéntl please answer to the best of your
ability.

Please select as many as you think are relevaydultlo not have any knowledge then
please select that option.

Close family member suddenly passing away
Sexual abuse

Losing money

An earthquake

Watching a scary cartoon

Being sent home from school

Arguing with a best friend

Serious car accident

Being lied to by parents

Hearing domestic violence

A terrorist attack
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Falling off a swing

Physically bullied at school
Parents divorcing or separating
&® No current knowledge

Question 2: Please indicate which of the followamg symptoms of PTSD in children. We
understand that everyone reacts differently budggeselect which you think are the
common symptoms.

Please select as many as you think are relevaydultlo not have any knowledge then
please select that option.

Having nightmares about the trauma
Scratching self

Hyperactivity for over 3 days

Hoarding

Re-enacting the traumatic event in play
Talking constantly about the event

Angry outbursts

Drug and alcohol abuse

Hearing voices to hurt other people

Avoiding talking or thinking about the trauma
Decreased appetite

Avoiding people or places that remind them of tlagma
Sleep problems

Constantly washing hands

& No current knowledge

Question 3: What evidence-based treatment(s) &eedfto children with PTSD in NHS
mental health services according to national gindsf?

We are not expecting you to be aware of the natigmaelines or to research them. But
please select those options you believe to bentiesa(s) that are offered in the NHS. If
you do not have any knowledge then please selatatiswer.
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Animal-Assisted Therapy

Counselling or Psychotherapy

Eye-Movement Desensitisation and Reprocessing (EMDR
Group Therapy

Medication

Relaxation techniques (including Yoga and Mindfskse
Trauma-Focused Cognitive Behavioural Therapy (TFFCB
&® No current knowledge

Please rate your agreement to the following twastiols regarding PTSD screening
measures being used in schools.

Question 4: 1 would be happy for children to beestied for PTSD in school as part of a
wider mental health screening process

Strongly disagree/Somewhat disagree/Neither agoealisagree/Somewhat
agree/Strongly agree

Question 5: 1 would be happy for children to beescied for PTSD in school following a
major incident affecting lots of people in the Ibaeea

Strongly disagree/Somewhat disagree/Neither agoeaisagree/Somewhat
agree/Strongly agree

If you wish to be entered into the raffle prizewr® win a £20 Amazon voucher please
provide your email address in the space below. Wia¢a is stored your email addresses
are kept separate from your responses on the survey

This is the end of the survey. Thank you very miachiaking the time to complete the
survey. If you wish to find out more information B SD please use the websites below:

http://www.nhs.uk/conditions/post-traumatic-stregsorder/pages/introduction.aspx

https://mind.org.uk/information-support/types-oémtal-health-problems/post-traumatic-
stress-disorder-ptsd/#.WRXJgrmGOUKk
http://www.rcpsych.ac.uk/healthadvice/problemsdisos/posttraumaticstressdisorder.aspx

If you believe a child in the school may have bemmwlved in a traumatic event or has
been displaying PTSD symptoms for 3 months follgnantraumatic event we would
recommend you speak with the child’s parent or diaarand inform them of your
concerns. Alternatively you could ask your interpastoral lead or the head teacher to do
this on your behalf. We would recommend to pardmsthey seek immediate support
from their GP who can refer them to specialist mes/ If you believe you have also been
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involved in a traumatic event or displaying PTSIngyoms 3 months following a trauma
we would recommend you seek immediate support froar GP who can refer you to an
appropriate healthcare professional.

The research team can be contacted for furthemmeton if necessary by email
(aaron.burgess@uea.ac.uk). If you have any conedmst this project please contact the
primary supervisor via email: R.Meiser-Stedman@aeak.

Here are what we believe to be the correct respaisaection 2 of the survey. We
understand that every individual is different anere can be variations in individual PTSD
cases.

PTSD Traumatic Events:

Close family member suddenly passing away
Sexual abuse
An earthquake
Serious car accident
Hearing domestic violence
A terrorist attack
Physically bullied at school
PTSD Symptoms:

Nightmares about trauma

Re-enacting the trauma through play
Angry outbursts

Avoidance talking/thinking about trauma
Avoiding people/places of the trauma
Sleep problems

Treatment offered in the NHS:

Watchful waiting is used initially to see whethettald naturally recovers from the trauma
as many children do. If a child still presentedwWWTSD 3 months following a trauma they
should be offered Trauma-Focused CBT which is renended by the National Institute
of Health and Care Excellence in the United Kingdétthough many other treatments
and strategies can be helpful for children with BTBey are not recommended by these
national guidelines nor routinely offered withiretNHS.

Thank you again for taking the survey.



Parents and PTSD: Responses and Knowledge 209

Appendix K: Research advertisements for empirical pper

PARENTS NEEDED FOR ONLINE SURVEY!

The University of East Anglia (UEA) and the NHS &wading a project to find
[E& out what parents know about post-traumatic stressder (PTSD). It's online and
unversivortastangla o]y takes 5-10 minutes to complete. There aredimances to win a £20 Amazon
voucher. If you would like to take part and knowrmabout the survey please follow this
link: https://ueapsych.eu.qualtrics.com/jfe/form/SV_0i8Bp7jMxdQ1 If you wish
to contact a member of the research team pleasik &@in.Burgess@uea.ac.uk.

Thank you!

TEACHERS AND TEACHING ASSISTANTS NEEDED FOR ONLINE SURVEY!

The University of East Anglia (UEA) and the NHS &wading a project to find
[E& out what teachers and teaching assistants knowt gstitraumatic stress
unversivortastangla—— disorder (PTSD). It's online and only takes 5-1Gwates to complete. There are
two chances to win a £20 Amazon voucher. If you iddike to take part and know more
about the survey please follow this link:
https://ueapsych.eu.qualtrics.com/jfe/form/SV_adf&dBigVcp If you wish to
contact a member of the research team please eailn.Burgess@uea.ac.uk

Thank you!
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Appendix L: Ethical approval letter (empirical paper)

Faculty of Medicine and Health Sciences Research Ethics Committee

E\

University of East Anglia

Research & Innovation Services
Floor 1, The Registry

University of East Anglia
Norwich Research Park
Aaron Burgess Norwich, NR4 7TJ
MED
Email: fmh.ethics@uea ac uk
Web: www.uea. ac ukiresearchandenterprise
13.3.18
Dear Aaron,

Project Title: A survey of parents and teachers understanding of and attitudes towards Post-
Traumatic Stress Disorder (PTSD) in children

Reference: 2017/18 - 85

The submission of your above proposal has been considered by the Faculty Research Ethics Committee and
we can confirm that your proposal has been approved.

Please could you ensure that any further amendments to either the protocol or documents submitted are
notified to us in advance and also that any adverse events which occur during your project are reported to
the Committee. Please could you also arrange to send us a report once your project is completed.

Yours sincerely,

Professor M J Wilkinson
Chair
FMH Research Ethics Committee
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Appendix M: List of items for PTSD domains — pilot

Please indicate which of the following events cdektl to a child developing PTSD.
Please select as many as you think are relevant:

Close family member suddenly passing away
Sexual abuse

Losing money

An earthquake

Watching a scary cartoon
Being sent home from school
Arguing with a best friend
Serious car accident

Being lied to by parents
Hearing domestic violence

A terrorist attack

Falling off a swing

Physically bullied at school

Parents divorcing or separating

Please indicate which of the following are sympta@hBTSD in children. Please select as
many as you think are relevant:

Having nightmares about the trauma
Scratching self

Hyperactivity for over 3 days

Hoarding

Re-enacting the traumatic event in play
Talking constantly about the event

Angry outbursts

Hearing voices to hurt other people

Avoiding talking or thinking about the trauma

Decreased appetite
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Avoiding people or places that remind them of tia@ma
Sleep problems

Constantly washing hands

What evidence-based treatment(s) are offered tdrehiwith PTSD in NHS mental health
services according to national guidelines?

Animal-Assisted Therapy

Counselling or Psychotherapy

Eye-Movement Desensitisation and Reprocessing (EMDR
Group Therapy

Medication

Relaxation techniques (including Yoga and Mindfskse

Trauma-Focused Cognitive Behavioural Therapy (TFFCB
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Appendix N: Online questionnaire (pilot)

Project: A survey of teaching staff, parents’ aacegivers’ understanding of and attitudes
towards Post-Traumatic Stress Disorder (PTSD) ilali@n

Chief Investigator: Mr Aaron Burgess
Primary Supervisor: Dr Richard Meiser-Stedman

A research project has been funded at the Uniyas§iEast Anglia (UEA) looking into
what parents and teaching staff understand abait Raumatic Stress Disorder (PTSD)
in children. As part of this project the researslin are developing a survey to identify
parents and teaching staff’s level of knowledge.

If you wish to know more about this project pleasatinue to read the information below.
It has been written to help you make a decisiowbather you would like to take part in
this stage of the project. If you wish to ask gisest via email with the chief investigator
please email Aaron.Burgess@uea.ac.uk.

What is the study about?

Post-Traumatic Stress Disorder (PTSD) is a commentah health problem that can affect
children after experiencing traumatic events. it afect their mental health, their
education and their desire to be around other peéfawever, we don’t know parents and
teaching staff’s level of understanding about PTBPhaving more knowledge about a
disorder, it increases the likelihood that the penwill seek help for it, or seek help on a
child’s behalf.

To be able to help parents and teaching staff @®iESD in children we first need to find
out what their current understanding is. This istthe current project is looking to do.
However we first need to make sure the survey ddeg we intend it to do. Therefore we
are asking a group of parents to complete a dfdfteosurvey and then make comments on
it. After this we will take these comments into saeration when improving the survey.

What does the study involve?

You will be asked to complete three sections ob@alime survey which should take no
more than 5-10 minutes. Firstly you will be askedltiple-choice questions about

yourself. You will then be asked three questionsugipotential traumatic events,
symptoms of PTSD and effective treatments for PT8&u are asked to select the correct
answers from a list. Finally you will be asked &beryour agreement to various statements
about help-seeking behaviour on behalf of yourcchil

At the end of the survey there are some questibostahe design, layout and wording of
the survey. We also ask you if you agree with wirabelieve are the correct answers to
the PTSD questions in section 2. Please let us khgou do not agree with these and
why. We want to make sure that the survey is vegr friendly and causes no confusion.
This is why we are testing it out before we finalibe survey.

What if I do not want to take part?
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This is fine. If you do not wish to be part of tipioject then please close this browser
down or select the option below of not wantingaket part. If you do complete the survey
and submit your answers you will not be able tdwdidaw your answers after this. If you
wish to stop during the survey please close dowmtbbpage, your answers will not be
submitted if you do this.

What are the disadvantages of taking part?

The survey will take around 5-10 minutes of yoordito complete. You can start and
come back to the survey if you find this easiers linlikely that the survey will cause you
any distress or anxiety. However if it does and lgaue concerns about yourself or your
child we recommend you seek advice from your GP.

What are the benefits of taking part?

There are no guaranteed benefits for you takingipdhe study. You will be part of a
group shaping this survey which is hoped to hawédar impact in the future. The results
of this survey are hopefully going to help othese@rchers and clinicians know what
parents and teaching staff do and do not know aB®&D and aim to educate them. By
taking part in this project you may also learn mabeut PTSD.

Will my answers be confidential?

No identifiable information is collected so yousp®nses will remain anonymous. The
school will not be aware of your responses onghisey.

If you make contact with a member of the reseagelmtby email they will also be aware
of your email address, although confidentialityiztn the research team is a high
priority. We would only break confidentiality if yotold us something that puts you or
others at risk of harm.

Who has approved the research?

This project has been approved by the UEA Facultyedicine and Health Sciences
Research Ethics Committee on [insert date of afov

What if | am not happy?

If you have any concerns or wish to make a comphout the project please contact
Professor Ken Laidlaw at K.Laidlaw@uea.ac.uk ormeEh61603 593600.

What next?

If you decide to take part in the project you widled to read the consent statements below.
After this you will be taken to the first sectiohtbe survey. Please ensure you have read
the information above and know what is being askegbu. If you have any further
questions please contact the chief investigatoroA8urgess@uea.ac.uk.

Statements of consent
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Please read the following statements. If you apphdo consent to each statement please
select the option to take the survey below. By g@a you are consenting to take part in
the research. You will then be taken to the fiegggof the survey.

1. | confirm that | have read the informatadvove about this research project. | have
had time to consider this information, ask questiaia email if | wished and had them
answered satisfactorily, if necessary.

2.  lunderstand that my participation is vaéug and that | can withdraw from the
survey by closing the webpage and my medical caddegal rights are not affected.

3. lunderstand that once my answers have sigemitted | can no longer withdraw my
answers.

4.  lunderstand that if | make contact with tesearch team and they are concerned
about the safety of myself and others they may baweeak confidentiality.

5. | agree to take part in this project.

Please choose whether you wish to take the sumieyb
Take the survey!

| do not wish to take part in this study

The following questions are about you and yourdghén). Please answer to the best of
your ability.

How old are you?

How would you class your gender?

Male/Female/Other/Prefer not to say

How many children do you have?

1/2/3/4/5+

How old is your eldest (or only) child?

0—-5/6 —10/11 — 15/16 — 20/21 — 25/26+

How old is your youngest child (please do not anstwou only have one child)?
0-5/6 —10/11 - 15/16 — 20

Are you the child's ....

Parent/Guardian/Caregiver/Foster CarerorParent/Otljplease specify)
What is your current relationship status?

Single/In a relationship (not co-habiting)/In a atibnship (co-habiting)/Married
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Which best describes your employment status?
Full time employment/Part time employment/Full tiedeication/Unemployed

Have you or your partner ever been employed byrtitieary services (e.g. Army, RAF,
Navy)

Yes/No

What is your current residence status?

Home owner/Part rent / part buy/Renting/Living wathrents/Other
Would you describe yourself as having a mentalthehfficulty?

Yes (please specify)/No/Not sure/Do not wish to say

You will be asked three questions and asked t@tie correct answers to each. Please
don’t read up on post-traumatic stress disordeS{®)Tbefore completing. It does not
matter if you don’t know the correct answers. Aldlm these questions is aged 7 to 17.

Please indicate which of the following events couléad to a child developing PTSD.
Please select as many as you think are relevant:

Close family member suddenly passing away
Sexual abuse

Losing money

An earthquake

Watching a scary cartoon
Being sent home from school
Arguing with a best friend
Serious car accident

Being lied to by parents
Hearing domestic violence

A terrorist attack

Falling off a swing

Physically bullied at school
Parents divorcing or separating

Please indicate which of the following are symptomsf PTSD in children. Please
select as many as you think are relevant:

Having nightmares about the trauma
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Scratching self

Hyperactivity for over 3 days

Hoarding

Re-enacting the traumatic event in play
Talking constantly about the event

Angry outbursts

Hearing voices to hurt other people

Avoiding talking or thinking about the trauma
Decreased appetite

Avoiding people or places that remind them of tlagima
Sleep problems

Constantly washing hands

What evidence-based treatment(s) are offered to ddren with PTSD in NHS mental
health services according to national guidelines?

Animal-Assisted Therapy

Counselling or Psychotherapy

Eye-Movement Desensitisation and Reprocessing (EMDR
Group Therapy

Medication

Relaxation techniques (including Yoga and Mindfske
Trauma-Focused Cognitive Behavioural Therapy (TFFCB

The following questionnaire asks you to rate yayreament to statements from strongly
disagree (1) to strongly agree (5). Please ansamedily. There are no right or wrong
answers.

PTSD = Post-Traumatic Stress Disorder. A chilchis uestionnaire is aged 7 to 17.
Please rate your agreement to the following statésne

| would be happy for my child to be screened foEPTas part of a wider mental health
screening process in school

Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree

I would be happy for my child to be screened foEPTin school following a major
incident affecting lots of people in the local area

Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree
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If my child had PTSD it would be important for nteseek help on their behalf
Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree

| would seek professional help for my child follow a traumatic event if PTSD
symptoms were present for ...

... 1 day

Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree
... 4 weeks

Strongly disagree/Somewhat disagree/Neither agoealisagree/Somewhat agree/Strongly agree
... 3 months

Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree
... 6 months

Strongly disagree/Somewhat disagree/Neither agoealisagree/Somewhat agree/Strongly agree
| would be confident in finding more informationali PTSD from ...

... a family member

Strongly disagree/Somewhat disagree/Neither agoealisagree/Somewhat agree/Strongly agree
... afriend

Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree
..aGP

Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree
... Accident & Emergency

Strongly disagree/Somewhat disagree/Neither agoealisagree/Somewhat agree/Strongly agree
... private health services

Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree
... a psychologist

Strongly disagree/Somewhat disagree/Neither agoealisagree/Somewhat agree/Strongly agree
... the school

Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree
... the internet

Strongly disagree/Somewhat disagree/Neither agoe@isagree/Somewhat agree/Strongly agree
Where does your current knowledge of PTSD come Tréease select all that apply.

Family/Friends/Online/School/Health professionalé/$ocial Media/Own research/Other
(please specify)
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If you wanted to seek further information aboutSPTwhere would you go? Please select
all that apply.

Family/Friends/Online/School/Health professional/3ocial Media/Research
myself/Library/Other (please specify)

Thank you for completing this survey. Your respanaerd feedback on the accessibility
and format of the survey will be used to furtheashit. If you could answer the following
questions we would be greatly appreciated.

On a scale from 1 (strongly disagree) to 10 (stiypagree) ...
the survey just completed was easy to complete
1/2/3/4/5/6/7/8/9/10

the questions on the survey are easy to understand
1/2/3/4/5/6/7/8/9/10

the survey was easy to follow

1/2/3/4/5/6/7/8/9/10

| found completing this survey distressing or upsgt
1/2/3/4/5/6/7/8/9/10

the information provided before the survey was g¢asynderstand
1/2/3/4/5/6/7/8/9/10

| was aware of my of my rights as a participant
1/2/3/4/5/6/7/8/9/10

What could be changed to the survey to make it msee-friendly?

How long did this survey take you to complete?

Here are the correct answers to section 2. Plesesséhe boxes below to say if you disagree
with any of the correct responses and give a reasgn

PTSD Traumatic Events:

Close family member suddenly passing away
Sexual abuse

An earthquake

Serious car accident

Hearing domestic violence
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A terrorist attack
Physically bullied at school
PTSD Symptoms:

Nightmares about trauma

Re-enacting the trauma through play
Angry outbursts

Avoidance talking/thinking about trauma
Avoiding people/places of the trauma
Sleep problems

Treatment offered in the NHS:

Watchful waiting is used initially to see whethettald naturally recovers from the trauma
as many children do. If a child still presentedTSD they should be offered Trauma-
Focused Cognitive Behavioural Therapy (TF-CBT) wh&recommended by the National
Institute of Health and Care Excellence in the EahiKingdom. Although many other
treatments and strategies can be helpful for amidvith PTSD they are not recommended
by these national guidelines nor routinely offenathin the NHS.

If you wish to find out more about PTSD, information how is provided below. Please
remember to submit your answers by clicking thedsubelow.

http://www.nhs.uk/conditions/post-traumatic-streéserder/pages/introduction.aspx

https://mind.org.uk/information-support/types-ofmed-health-problems/post-traumatic-
stress-disorder-ptsd/#.WRXJgrmGOUK
http://www.rcpsych.ac.uk/healthadvice/problemsdisos/posttraumaticstressdisorder.aspx

If you believe your child may have been involveditraumatic event or has been
displaying PTSD symptoms 3 months following a tratimevent we would recommend
you seek immediate support from your GP who caer nghu to the appropriate healthcare
professional.

The research team can be contacted for furthermrgton if necessary by email
(aaron.burgess@uea.ac.uk). If you have any conedms this project please contact the
project supervisor via email: R.Meiser-Stedman@aecak.

This is the end of the survey. Thank you agairtd&mg part in this project. Your
contributions are valued by the research teamasielsubmit your answers by clicking the
arrow below.
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Appendix O: Ethical approval letter (pilot)

Faculty of Medicine and Health Sciences Research Ethics Committee

E\

University of East Anglia

Aaron Burgess Research & mnovation Services
MED Floor 1 The Registry
Ursverwty of [ ast Angha

Moreach Resesch Parv

Norwich, NR4 7T)
Emat Wrh eDCaRued X

21117

Dear Aaron,

Title: A survey of teaching staff, parents’ and caregivers’ understanding of and attitudes towards
Post-Traumatic Stress Disorder (PTSD) in children

Reference: 201718 - 22

The submission of your research proposal was discussed at the Faculty Research Ethics Committee meeting
on 26/10/17.

The Committee is only approving the pilot study, the larger study will need a separate application.

The Committee were happy to approve your application in principle but have the following concerns which
they would like you to address and amend accordingly:

1. Itis important that the researcher does not have access to contact details of the teaching
assistants/teachers/parents prior to them completing the questionnaire. This needs to be clear in the
protocol that the school/NUT group will be the ones forwarding/sending the invitation on your behalf.
Linking a participant’s code to their email is not maintaining anonymity.

2. Teachers recruited through the NUT health and safety group who have granted permission to send
out information. No gatekeeper consent has been provided here — would like to see confirmation that
the NUT agree to this.

3. Recruitment of schools in East Anglia — who will be contacting these schools on the alphabetised list
and how? Will there be a contact at the school e g. headteacher?

4. Please give more information on the recruitment of parents and how this will happen. | appreciate

that this will depend on the school in question but it would be good to get a feel for how they might

be approached to participate.

It is unclear what the sample size of 92 relates to.

We need to see the online survey.

state how many times you will resend the invitation and at what time intervals.

Correct name for REC required in PISs

Statement of consent (at end of PISs) states ‘initial in boxes below’, this isn't possible as #'s an

online survey.

10. Application states that the pilot documentation will be sent to a PPI group - has this been done
already? If not, we will need to see the final documentation.

11. The info sheet for schools might be better written as a letter, or alternatively there should be a cover
letter of e-mail to go with it.

12. The school info sheet should define ‘teaching staff, and there's probably other standard info that
needs to be included

©ONOO
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13. PIS = 'will my answers be confidential' — participant contact details should not be stored on a
memory stick, rather saved to a secure network drive.

14, PIS = ‘'what if I'm not happy'? should this refer the person only to the independent person, not the
supervisor?

18. PIS - Consent form / questions — request is to initial the boxes; HRA guidance indicates consent can
be considered as given on an online survey if participants informed that to proceed to the next page
constitutes consent. Perhaps this would be simpler?

16. Appendices D, L, M — gender question needs to be made inclusive (e.g. F, M, other) uniess asking
about sex (M, F)

Please write to me once you have resolved/clarified the above issues. | require documentation confirming
that you have complied with the Committee’s requirements. The Committee have requested that you detail
the changes below the relevant point on the text in this letter and also include your amendments as o tracked
change within your spplication/proposal. The revisions to your application can be considered by Chair's
action rather than go to a committee meeting. which means that the above documentstion can be
resubmitted at any time. Please could you send your revisions to me as an attachment in an email as this will

speed up the decision making process.

As your project does not have ethics approval until the above issues have been resolved. | want to remind
you that you should not be undertaking your research project until you have ethical approval by the Faculty
Research Ethics Committee. Planning on the project or iterature based elements can still take place but not
the research involving the above ethical issues. This is to ensure that you and your research are insured by
the University and that your research is undertaken within the University's 'Guidelines on Good Practice in
Research' approved by Senate in July 2015,

Yours sincerely

V4

Professor M J Wilkinson
Chair
FMH Research Ethics Committee

CC: Richard Meiser-Stedman



Parents and PTSD: Responses and Knowledge 223

Appendix P — Risk factors only reported in one stud (meta-analysis)

Table A.3. Risk factors only reported in one study.

Study Risk factor r

Okado et al. (2016) Child anxiety 0.1
Balluffi et al. (2004) Unexpected admission 0.29
Tremolada et al. (2013) Cognitive difficulties 0.45

Shi et al. (2017) Parental resilience -0.27
Balluffi et al. (2004) New trauma 0.21
Franck et al. (2015) Optimism -0.27
Franck et al. (2015) Coping style — distraction/loum 0.06

Gizli Coban et al. (2017) Sibling donor 0

Hardy et al. (2008) Calmness -0.16 & -0.32
Karadeniz Cerit et al. (2017) Satisfactory inforimatfrom medical team  0.04
Karadeniz Cerit et al. (2017) Supportive/empathedioal team 0.10
Kubota et al. (2016) Child 1Q 0.2
Kubota et al. (2016) Parental quality of life -0.61
Landolt et al. (2005) Threat appraisal 0.34 & 0.51
Landolt et al. (2005) Medication compliance 0.3D&8
Naderi et al. (2012) Family history of malignancy 0.05
Nakajima-Yamaguchi et al. (2016) Parent-child commoation about disease -0.06
Pasterski et al. (2014) Genital ambiguity -0.06
Pasterski et al. (2014) Confusion/disbelief 0.58
Phipps Parent rated PTSD 0.54

Shi et al. (2017) Only child 0.38
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Appendix O — Funnel plot assessing publication biaf®r prevalence data
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