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Abstract

Objectives and Design: This qualitative study aimed to
explore the treatment experiences of children and young
people with Post-traumatic Stress Disorder (PTSD)
symptoms, participating in a randomised controlled trial
evaluating the effectiveness of Cognitive-Therapy for PTSD
(CT-PTSD).

Methods: Thirteen participants aged between 12 and
18years old, who had all experienced multiple trauma and
had undertaken CT-PTSD, were interviewed.

Results: Using thematic analysis, three key themes were
identified: ‘Desire for difference’, Journey of becoming able to talk
about trauma’ and ‘Positive changes and increased ability fo cope’.
Prior to the study, participants described experiencing
difficult emotions and avoided talking about their traumatic
experiences. Participants reported wanting to get the right
help and valued the opportunity to help others. Talking
about trauma during treatment was perceived as difficult
and emotionally draining, however participants reported a
sense of relief and that it became easier over time, helping
them to make sense of their traumatic experiences. This was
facilitated by the therapeutic relationship, their involvement
in decision making and the use of written tasks. All
participants reported positive changes, both in themselves
and in their ability to talk to others about their traumatic
experiences.
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Conclusion: Engaging in CT-PTSD and talking about
traumatic experiences can be empowering for young people
and allows them the opportunity to process their trauma
leading to increased ability to cope.

KEYWORDS
children and young people, cognitive therapy, PTSD, qualitative

research, thematic analysis, trauma

Practitioner Points

* Young people with PTSD found that accessing Cognitive Therapy helped them to process
their trauma, was empowering and reported positive changes in their relationships and
ability to cope.

* Valued aspects of therapy included involvement in decision making and the use of written
tasks (e.g. timelines).

INTRODUCTION

Traumatic events, defined as exposure to actual or threatened death, serious injury or sexual violence
(DSM-5; American Psychiatric Association, 2013), are experienced by nearly a third of children and
young people in the United Kingdom, with one-fifth of them developing post-traumatic stress disorder
(PTSD) (Lewis et al., 2019). Furthermore, in a national survey in the United States of over 10,000
adolescents, 5% of them met criteria for PTSD in their lifetime (Merikangas et al., 2010). PTSD in
ICD-11 (World Health Organisation, 2022) comprises of three key symptom clusters: re-experiencing
the trauma, avoidance of trauma-related stimuli, including trauma-related thoughts and feelings, and
increased arousal and reactivity from a persistent sense of threat. The National Institute for Health and
Care Excellent (NICE, 2018) guidelines suggest that children and young people with PTSD are first
offered trauma-focused cognitive behavioural therapy (TF-CBT), and only if they do not respond to or
engage with this then clinicians should consider eye movement desensitisation and reprocessing.

Research suggests abuse and neglect in the United Kingdom is not uncommon (Radford et al., 2011),
with between 4% and 16% of children per year experiencing physical abuse, and between 10 and 25%
exposed to domestic violence (Gilbert et al., 2009). It is well documented that multiple traumatic experi-
ences are likely to have a detrimental long-term impact on children and young people's development and
well-being (Downey & Crummy, 2022). For some, the impact may be externalised, for example through
their behaviour such as anger outbursts, or internalised, resulting in young people withdrawing from
their environments and presenting with low mood (Bentovim et al., 2009).

It has been argued that young people's perspectives provide the most reliable soutce of information
regarding their own experiences (Morrow & Richards, 1996). Whilst research on children's experience
of trauma-focused therapies is still limited, there are a number of emerging studies that shed light on
how young people perceive therapy that have important clinical implications. In a qualitative study
30 youths between 11 and 17years old were interviewed about their experience of Trauma-Focused
Cognitive Behavioural Therapy (TF-CBT), where it was found that the majority found trauma exposure
work helpful, despite initial concerns (Dittmann & Jensen, 2014). Participants considered important
change processes to be acquiring new perspectives and learning skills for managing stress, informing
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clinical research about the best way to tailor therapeutic work for trauma-exposed children and young
people.

Similarly, in a study with 16 children, aged between 8 and 12years who had all received TF-CBT,
it was found that children found the therapy helpful overall, with nine children valuing the trauma
narrative activities (Salloum et al., 2015). Three of the children found the trauma narrative component
unhelpful and wanted to avoid talking about the trauma. This suggests that further research is needed
to explore youth's perception of trauma-focused work and to understand the acceptability and feasibility
of psychological interventions for PTSD to ensure that children and young people receive the most
appropriate and effective treatment.

Study setting and aims

Interestingly, more qualitative research is now emerging to help understand more about how young
people make sense of their traumatic experiences, and furthermore their experiences of treatment
(Ascienzo et al., 2022). Crucially highlighting how therapists delivering trauma-focused interventions
need to recognise the importance of being attuned to clients, recognising the difficulties of trauma
work and promote self-determination (Eastwood et al., 2021). This qualitative study aims to add to
the literature exploring the experience of trauma focused interventions for children and young people.

This qualitative study was embedded within a UK randomised controlled trial (RCT) ‘DECRYPT’
(Delivery of Cognitive Therapy for Young People After Trauma; Allen et al., 2021). The primary ob-
jective of DECRYPT was to evaluate whether Cognitive-Therapy for PTSD (CT-PTSD) was an effec-
tive treatment for children and young people aged between 8 and 17 years old presenting with PTSD
symptoms who had experienced multiple traumatic experiences, in comparison to treatment-as-usual
provided by Child and Adolescent Mental Health Services (CAMHS). The intervention—CT-PTSD—is
a structured, manualised psychological treatment for children and young people with PTSD aiming to
help young people form more coherent, elaborated memories of their trauma, restructure maladaptive
appraisals, and discourage the use of maladaptive coping strategies (Smith et al., 2010). 120 children
and young people were recruited to the RCT between February 2017 and June 2021. Both treatment
arms were delivered by NHS CAMHS therapists (of any qualified background, i.e. nurse, clinical psy-
chologist). Participants were recruited from four NHS sites across the United Kingdom.

The main inclusion criteria for the DECRYPT trial were young people who had experienced multiple
traumatic events and were experiencing high levels of PTSD symptoms (as defined by scoring 17 or above
on the Children's Impact of Event Scales, CRIES-8, Horowitz et al., 1979) and met a diagnosis for DSM-5
PTSD (DSM-5; American Psychiatric Association, 2013). Full inclusion and exclusion criteria and further
information regarding CT-PTSD are detailed in the DECRYPT Protocol paper (Allen et al., 2021). It is
worth noting the complexity of the young people involved in this study, with high levels of co-morbidities
including complex PTSD. This RCT was also embedded within routine clinical practice and therefore the
findings represent the experience of young people in a more pragmatic, real-world setting.

The current qualitative study explores the experiences of children and young people who received
CT-PTSD within DECRYPT, offering potentially important insights into the acceptability and feasi-
bility of CT-PTSD and potentially informing clinician attitudes to the management of trauma-exposed
children and young people.

METHOD
Ethical considerations

The clinical trial and associated qualitative evaluation were approved by The Cambridge South Research
Ethics Committee (16/EE/0233, July 2016).
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Recruitment and participants

Participants who had received CT-PTSD in DECRYPT were invited to participate in the qualitative
study either during or following their 5-month post-treatment assessment. They were provided with
an age-appropriate information sheet and were given at least 48hours to consider participation. The
trial manager obtained verbal consent to pass on their contact details to the researcher to arrange
the interview. In addition to the main trial consent form, a separate consent form was completed at
the beginning of the interview to ensure that participants understood and agreed to participate, in
particular that they consented to the interview being audio recorded and the use of anonymous quotes
in publications. Parental consent was also obtained for young people under the age of 16 years.

Data collection

A semi-structured interview guide was developed with feedback from public and patient involvement
(PPI) representatives, through regular meetings. Two interview guides were used, one for children up
to 12years old and one for children and young people over 12years old. The PPI representative's views
were key in ensuring that the language and structure of the interview was age appropriate.

Seven of the interviews were conducted by the first author (ILA) and six were completed by trial man-
agers, none of whom were involved in the youths' therapy or research assessments. In preparation for
the interviews and to tailor the questions accordingly, the interviewers had information regarding the
traumatic events the young people had experienced, whether there had been any serious adverse events
(to establish if there was any clinical risk) and whether they had been discharged or were continuing to
receive therapy.

Data analysis

The interviews were transcribed by the first author (ILA) and analysed according to Reflexive Thematic
Analysis (Braun & Clarke, 2019), using N'Vivo version 12 software. Thematic analysis provides a flexible
method to identify, analyse and report patterns or themes (Braun & Clarke, 20006), and is a useful
method for examining perspectives of different research participants, highlighting similarities and
differences, and generating unanticipated insights (King, 2004). The stages of analysis and examples are
highlighted in Table 1.

The author took a critical realist epistemological stance to data analysis, recognising that as research-
ers we assume, although cannot ‘know’, a fixed reality, but we can understand participant experiences
through close examination of their individual perspectives. A critical realist epistemological stance was
adopted due to the main researchet's previous experience of working as a trial manager prior to com-
pleting the qualitative component of the study as part of a Clinical Psychology Doctorate thesis, there-
fore recognising that pre-existing theory and knowledge was present. The analysis followed a primarily
inductive thematic approach focusing on generating data driven analyses. After each interview reflec-
tions were captured in a journal to support researcher reflexivity particularly around interpretations of
the interview data. Furthermore, for those interviews not conducted by the main researcher a meeting
with the interviewer was arranged shortly after the interview had taken place to discuss any reflections.
In addition, once the main researcher had listened to the audio recordings of the interview, feedback
regarding the interviewers positioning and approach was offered to ensure consistency in future in-
terviews. Lastly, to minimise the risk of bias and to improve the rigour of the analysis, the main re-
searcher was provided with regular supervision with external supervisors, to reflect on their positioning
throughout the data collection and analysis stages.
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TABLE 1 Stages of analysis taken in Thematic Analysis, guided by Braun and Clarke (2006).

Phase Process
Phase one: Familiarisation with Data was transcribed verbatim, reading and re-reading the transcripts. Initial notes
the data and reflections were detailed in a reflective journal.

Phase two: Generating initial codes ~ This phase involved line by line thematic coding, creating memos of interesting
findings to review in later stages. Each transcript was coded using the software
package NVivo version 12, allowing the author code and collate extracts of text.
As an example of coding at this stage, the sentence ‘it was very useful, I found it
really helpful’ was coded under “Thoughts about involvement in DECRYPT”.
As advised by Braun and Clarke (2006) data was coded inclusively (i.e. some
text surrounding the extract was included in the code) to captute the context of
the code. Some extracts were coded multiple times if they captured a number
of things, which ensured inclusivity. If the researcher was unsure what to code
a particular data extract as, it was coded under ‘unsure’ and revisited when all
other coding had taken place. Finally, all codes were reviewed and merged, when
necessary (e.g. ‘became easier over time’ and ‘relaxed over time’ were merged to
reflect the same code ‘easier over time’).

Phase three: Searching for themes This phase involved looking for emerging themes where the codes could be
grouped together to capture the most salient patterns in the data. For example,
‘feeling angry” and ‘feeling upset’ were merged together to form ‘experiencing
difficult emotions’.

Phase four: Reviewing themes The fourth phase involved reviewing the themes and memos, some of the themes
were expanded to include more codes, for example the code ‘more sociable’ was
gathered under the ‘positive changes’ theme. Relationships between the themes
were explored using ‘thematic maps’ which linked to the codes and were reviewed
regularly with the research team.

Phase five: Defining and naming The final themes and their structure were reviewed, defined and named. As a

themes result of this process, some themes/subthemes were merged (e.g. ‘positive changes
in themselves’ and ‘changes in relationships’ were merged to form an overall theme
of ‘positive changes’).

Phase six: Producing the report Finally, throughout the report a selection of compiling extracts were identified to
demonstrate each theme and to illustrate the participants' experience.

RESULTS
Participants

Thirty-five eligible participants were offered the opportunity to participate in the qualitative interview,
of which 13 agreed to participate (response rate 37%). Two of the eligible participants had dropped out
of the research study and were contacted to ask whether they wanted to participate in the qualitative
component of the study, however they did not consent to participate. Thirteen children and young
people who had received CT-PTSD were interviewed between July 2018 and March 2020.

Most participants chose to conduct the interviews at their home, whilst one interview was com-
pleted at an NHS site. All interviews were completed face-to-face, and efforts were made to ensure that
the interview took place in a quiet environment, where interruption was minimised. One 12-year-old
participant had their parent present for the interview. The interviews were completed approximately
10 months after the participants had been randomised (ranged from 6 to 15 months post-randomisation)
and the average length of the interviews was 50 min (ranged from 27 to 74 min).

The 13 participants were aged between 12 and 18years old (M =15.7, D =2), of which 10 were girls and
three were boys (denoted by IF or M for anonymised data extracts below; see Table 2). All participants had
undertaken CT-PTSD, ranging from 2 to 15 sessions (M =9.2, SD=4.6). To preserve anonymity types of
trauma are not detailed for each participant, however, all participants had experienced multiple traumatic
events which included the following: sexual abuse (IN=23), physical abuse (IN=2), emotional abuse (N=2),
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TABLE 2 Demographic information about the participants.

Participant ID Age
F001 18
F002 18
F003 16
F004 18
F005 16
F006 15
F007 15
F008 18
F009 17
FO010 16
MO001 12
MO002 14
MO003 12

domestic violence (IN=5), bereavements (IN=3), severe bullying (N=5) and/or sexual assault (IN=2).
Three participants were continuing to receive CT-PTSD and 10 had been discharged from CAMHS.

Summary of themes

Three key themes were identified, each with a number of sub-themes and are displayed in Figure 1.

Theme 1: Desire for change

All participants expressed a sense of ‘desire for change’, describing everyday life as difficult prior to
involvement in DECRYPT and wanting to get the right help in order to feel better.

Subtheme 1.1: Things felt difficult before involvement in DECRYPT

Nearly all participants spoke about experiencing difficult emotions prior to involvement in DECRYPT,
in particular feelings of anger and upset. Ten participants, including all three males, described feeling
angry and some alluded to this being the only way to express their emotions:

I would get angry a lot because that's the only emotion I knew
—F006

Participants reported experiencing difficulties in everyday life, most commonly panic attacks, which
were often related to experiences of reliving the trauma and increased hypervigilance. Participants also
described experiencing regular flashbacks and nightmares, ‘I &ept on having, I was having nightmares a lot, of
things that had happened’-F002, and many of the participants described how they were isolating themselves
from others illustrated by FOO7 *...I didn't want to be around people at all’.

Most of the participants (#7=9) described difficulties at school including finding it difficult to con-
centrate, getting into trouble and underperforming. Overall, there was a sense that participants felt
things were ‘bad’ and they were in a ‘bad place mentally’~F009, and that these difficulties had persisted
over a long period of time.
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Research Question: A Qualitative Study Exploring Children And Young
People’s Experiences Of Cognitive Therapy for PTSD delivered Within The
Context Of A Randomised Controlled Trial

Theme 1: Desire for
change

Theme 2: Experience
of CT-PTSD

Theme 3: Positive
changes

Subtheme 1.1:
Things felt difficult

Subtheme 2.1:
Current experience of
talking about trauma

Subtheme 3.1:
Changes in themselves
and relationships

Subtheme 1.2:
Motivated to get help

Subtheme 2.2:
Trauma processing

Subtheme 1.3:
Previously avoiding

Subtheme 3.2:
Increased ability to
cope

Subtheme 2.3:

talking about trauma

Valued aspects of
therapy

FIGURE 1 Research question and findings (themes and sub-themes).

Subtheme 1.2: Motivated to get help for themselves and to help others

When discussing reasons for being involved in DECRYPT, many participants (z= 10), described being
motivated to get help for themselves in order to help with the difficulties they were experiencing. Whilst
most participants had engaged with previous therapy or support, many of them reported it as unhelpful
and only one participant had undertaken previous trauma-focused intervention, which she described as
a positive experience. Participants described having been on a journey to get help and a sense of eager-
ness to now get, and engage with, the right help:

I said yes, because I was game for anything at that point to try and help ... I was kinda
at the point where I was, where no-one was helping so the one opportunity I had to get
better, I leaped

—F005

Half of the participants described altruistic reasons for being involved in trauma-focused research
for young people (i.e. wanting to help other young people who had experienced traumatic events). They
described wanting to be involved in research to improve access to psychological therapies for other
children and young people who had experienced traumatic events:

...just I'm glad that this could help, “something positive coming out of my negative expe-

rience” which is really good
—F004

Subtheme 1.3: Previously avoiding talking about trauma

Participants described how prior to the study, they had found it difficult to talk to others about their
traumatic experiences, including their family and professionals:
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It was horrible because like I didn't want to speak to anybody, like even people I did know
kinda thing I didn't want to speak to
—F008

Linked to this, a few participants described how when they had spoken about their traumatic expe-
riences with professionals in the past, they felt they had not been given further help and there appeared
to be a sense of mistrusting professionals and avoiding talking about trauma again:

...because I think I felt I had spoken to so many different people, I don't like talking about
it with too many different people because I have before, and they never really helped so I
feel like, I think it's the fear of, me saying it then, them not really doing anything with that
but feeling sorry for me there. I think that's what I don't like because when, sometimes
when, they're like I'm really sorry that happened to you, that's awful, but then I don't get
the help I feel like I need, I feel like that doesn't make me want to talk to them

—F002

About half of the participants described previous psychological support as unhelpful, four perceived
previous support as helpful, one participant was ambivalent, and one had not received any prior support.
Of those who found previous support unhelpful, four participants experienced therapists/counsellors
as ‘out of their comfort zone’ or ‘not handling the situation’. There appeared to be a consistent narrative in which
therapists and counsellors seem to avoid talking about the traumatic experiences and focused on general
anxiety, depression, self-esteem and/or eating disordet:

...she was like “you need to boost your self-esteem” and she didn't help with the flashbacks
at all, and she just focused on my self-esteem, and I was like that's not really important to me
—F006

One participant described feeling previously let-down by professionals and that her traumatic experi-
ences had been dismissed and avoided by others. On the other hand, those participants who described
previous support as helpful, even though the focus was not on their traumatic experiences, some reported
short-term benefit ‘we learned to punch like take on like soft things like pillows, rather than like real people—MOO3.

To summarise, participants described a difficult journey prior to involvement with DECRYPT and
there appeared to be a mixture of previous experiences of therapy that some perceived as helpful and
some not. Overall, participants alluded to the study ‘coming at a good time’ and appeared to express a desire
for something to be different, both with regards to how they felt in themselves and what they wanted
from psychological therapy.

Theme 2: Experience of CT-PTSD

This theme relates to the experience of participants becoming more able to talk about their traumatic
experiences through therapy over time, including what this experience was like and which aspects of
the therapy they valued.

Subtheme 2.1: Current experience of talking about trauma

Participants spoke about the differences between CT-PTSD and previous therapy, suggesting they felt
that their current therapy targeted their difficulties, you know like really going over my issues and things like that,
I've never really had to do that before, and I definitely feel like it made an impac—F001. In addition, one participant
discussed how her therapist was able to help her tolerate difficult emotions, rather than avoiding them:
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Because previously if I thought I was getting upset, I didn't like getting upset but now I've
more- I've learned more just to deal with them feelings, instead of just pushing them away
so it's just a completely different technique to what people used to do before, like kinda,
distracting and putting away because I was getting upset

—F002

When asked what it had been like talking about their traumatic experiences, six participants indicated
that their initial reluctance to talk about their experiences reduced over time:

At the beginning I didn't really like it, because I didn't, like having to speak to someone 1
didn't know kind of thing, and then after a few sessions I started feeling a bit better and
started opening up a bit more

-F008

Participants described talking about trauma as emotionally draining (#=4), with one participant de-
scribing how she would have to sleep after therapy sessions. When describing what it had been like talking
about trauma, seven participants alluded to a sense of relief, illustrated by FO03 % that way it was like a weight
lifted off my chest’. Furthermore, participants recognised it was difficult but consequently felt relieved.

When reflecting about the experience of therapy, three participants described feeling proud of them-
selves for talking about their traumatic experiences and alluded to this being an achievement, discussing
how they felt they had taken ownership over their thoughts:

I feel very, very accomplished because by the time we ended the therapy I had processed
everything that had happened, and I understood how things happened which has helped
me so much when, thoughts of the trauma come back, and erm, kind of get me down be-
cause then I could (...) knowing all of the facts, I can just, kind of, battle those thoughts
out of my brain, and then I am okay again

—F010

In summary, the participants were very positive about their experience of CT-PTSD. Most partici-
pants identified that initially it felt difficult to talk about their traumatic experiences, however it became
easier over time and resulted in feeling relief and a sense of achievement.

Subtheme 2.2: Trauma processing

Participants described talking about their trauma as difficult but important and necessary in order to be
able to process it and move forward (#=0):

That was, it was difficult, but at the same time it was, erm, kind of enlightening, I guess. It
kind of made me realise, the dictatorship that was held over me for such a long time, and
it kind of helped me to move on from it

-F009

Three participants described how encouragement from their therapist helped them to move
forwards:

And it came from [therapist name]| in the sense of that, it wasn't like a kick, it was sort of
like a nudge, like “you're going to feel better someday” like if even if you don't feel like
that's going to be now, like it will happen one day, and you've just got to wait

—F006

a 'T ‘5202 'TvEsoe

| woyy

i)

35UB0 1T SUOLILLIOD dAIES.ID 3|qedl|dde ayy A pauseAch e sapie YO ‘88N JO S3|NJ 104 ARiqiT aUlUQ AB[IA UO (SUOR PUOD-PUR-SWLIBH W00 A3 |IM"AReiq 1 pU 1 |UO//'SAN) SUORIPUOD pUe WS | 38U} 89S *[5202/20/LT] Uo ARiqiauliuo A8(im ellbuy 1se3 Jo Aiseaun A 852T 1ded/TTTT OT/I0p/Wod A3 Im A.



THE EXPERIENCE OF CHILDREN AND YOUNG PEOPLE
TALKING ABOUT TRAUMA | 83

Despite the reliving work feeling difficult, eight participants described how the reliving work
helped them to make sense of their traumatic experiences and that it helped them to accept what
happened:

It was more like helpful in a way, because everything, different things were talked about
and sorted and erm, not just really with her, but also myself, I kind of figured out like, um,
like that things need to be moved on from and I can't let them kind of like take over my
life and stuff

-F009

Further evidence of trauma processing was provided by participants who described how talking
about the trauma in detail with their therapist had reduced the time they were now thinking about their
traumatic memories:

Talking about it is getting it out of your body so like, you can be thinking about it in your
mind, but if you talk about it, it won't be just sitting there
—F007

Lastly, 10 of the participants described a reduction in symptoms, such as flashbacks and nightmares,
and whilst some described that their flashbacks or nightmares had completely stopped, some of the par-
ticipants reflected that these still occurred, but that they understood them better, their frequency and
intensity had reduced, and they felt more able to manage them when they did happen.

Yeah, I would definitely say I'm handling my symptoms a lot easier, erm, getting less of
them, less what's the word? Not frequent, but like intense
—F001

Furthermore, it was evident from three participants that there was reduction in self-blame as they
described blaming themselves less for their traumatic experiences:

[when asked what he had learnt in the sessions] ‘erm, that what happened wasn't my
fault’
-MO003

Subtheme 2.3: Valued aspects of therapy

There was a strong sense that participants valued therapist flexibility and encouragement to take
ownership and control over the therapy sessions. It appeared that the participants found being in control
of the pace of talking about their traumatic experiences helpful, for example choosing which traumatic
memories to focus on and being given the option to take breaks if they felt they needed to, “she's like you
can have breaks in between, and like, breaking it down and we can do it when you're ready, yeah’—F003.

Participants also expressed that it was important to be involved in the decision-making, for example
having choice over completion of homework tasks, the gender of their therapist and the setting where
they spoke about their traumatic experiences. When discussing homework, whilst some reported find-
ing homework tasks helpful, several participants did not. Notably, it appeared that participants felt it was
important to be given a preference about whether to complete homework or not:

I think it's also mainly because she's given me a choice to do them [homework tasks],
like I've never felt forced to do them because I think when you feel like you have to do
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something, you don't really want to do it, especially because they're related to the ses-
sions as well it's like I want to do them, so things like, when she said to me looking at
things, I think I had a list and I could choose what I wanted to, that one was particularly
helpful

—F002

With regard to the setting, some participants described feeling more comfortable talking about
trauma in their home environment, describing how home felt like a ‘safe place’ which helped them to
open up. On the other hand, some young people described having a strong preference for therapy taking
place in a clinic setting highlighting the importance of individual preference on how and where trauma-
focused work takes place.

...like when I leave that room it feels that that was all left in that room and I can kind of,
carry on with things more
—F002

Another facilitator to talking about trauma was the use of written tasks, which were highly valued by
participants. Several participants referred to finding the timeline of their traumatic events a particularly
helpful task (7= 0), reflecting that it helped to make sense of what happened and facilitated the process-
ing of their trauma. The use of the timeline appeared to provide another opportunity for the young peo-
ple to control the pace of the therapy sessions, participants describing how they could choose to focus
on the ‘lighter memories’ before building up to working on the more challenging ‘heavier memories’.

In addition, one of the youngest participants provided an example of creative expression regarding
his traumatic experiences saying ‘because I didn't know how to describe it, so I did it through like showing her what
happened, drawing :'~MO01. Another participant described finding constructing a letter to someone in-
volved in the trauma a helpful aspect of the therapy: ‘I &ind of liked, erm, doing like the meditation and letter
writing cas 1'd never done that before and it did kind of belp, yealy—F009.

There was a strong sense that the positive relationship with both their therapist helped young peo-
ple feel able to talk about their traumatic experiences openly and honestly. The therapist approach was
described as non-judgmental, understanding and easy-going by the young people. Two participants
reported that the therapist showing a sense of humour also helped to ease any awkwardness and helped
them to feel more comfortable:

Erm, we had lots of fun jokes which was quite nice, being able to have that work, get
through the therapy and then going on to talking about jokes, and life, and laundry and
fun stuff, it was very much like a good therapist relationship

-F005

One participant did describe some negative aspects of working with her therapist, saying she felt her
therapist was ‘harsh’, reflecting that this led to her feeling at times dismissed, that her therapist ‘was not
on ber side’ and this resulted in her feeling less able to talk about her experiences. However, overall, the
findings suggest that participants valued being involved in the decision making about the pace, location,
completion of homework tasks and the gender of their therapist.

Theme 3: Positive changes and increased ability to cope

All participants described positive changes following therapy. The following subthemes describe
the young people experiencing more positive emotions and improved self-esteem, with participants
feeling more able to cope with their difficulties, through talking with others and utilising specific
strategies.
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Subtheme 3.1: Changes in themselves and relationships

Many participants experienced positive changes in their emotions (‘a lot more happier’, M001) and how
they felt about themselves, which included feeling like a stronger person and a sense of acceptance of
their identity:

I think I'm finally more myself now, it's like it's helped with me come to realise who I am
and that's not going to change, so I'm just going to learn to be me
—F003

One of the dominant narratives described by the participants was noticing how their relationships
with others (i.e. family, friends and/or partners) had improved, which included less arguments, feeling
closer to others, people being more understanding and supportive and new friendships emerging. Nine
of the participants described feeling more open with others and felt that they could now talk to other
people about their traumatic experiences:

yeah, where I've been used to talking about it with another person I'm not bothered about
talking about it now, because where, before 1 wasn't talking to anyone about what had
happened so it was just, like playing on my mind and things

—F007

Subtheme 3.2: Increased ability to cope

Participants described strategies which had increased their ability to cope with difficult emotions
and symptoms, these included grounding techniques, relaxation exercises (e.g. ‘peaceful place’, M003),
breathing techniques, looking back over timeline work and self-encouragement (labelled as “Zough love’
and ‘pep falks’ by one participant, FO05). Those participants who had initially described feeling anger
reflected that this had reduced, “belped keep me calmer and stuff” MOO1, and felt more relaxed and able
to understand and manage their emotions. It appeared that strategies for controlling anger formed an
important part of the therapy for the male participants, who were also younger (aged between 12 and
14 years old), ‘we tried to find ways of controlling my anger, and—that was pretty much 1", M002. Whereas the older
females appeared to reflect more about the impact of the trauma processing work.

When asked about ending therapy sessions, many of the participants described how the sessions were
phased out, reducing from weekly to fortnightly. There was a sense that the participants felt ready to
finish (2=38), ‘I could say I was sad, but I was also satisfied in the sense that it's like there's nothing more now’, F000,
suggesting they were more able to cope without therapeutic input.

To summarise, all participants described positive changes in their emotions, and how they viewed
themselves. There was a sense that the young people felt more open within their key relationships and
an increased ability to cope, which included utilising strategies they had learned during therapy.

DISCUSSION
Summary of findings
This qualitative study explored young people's experience of talking about their traumatic experiences

both prior to, and within the context of, an RCT exploring the effectiveness of CT-PTSD. Using
thematic analysis, three key themes were identified, firstly, ‘desire for change’ where young people
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wanted to get the ‘right help’ for their trauma-related difficulties and to help other young people with
similar difficulties. The second theme ‘journey of becoming able to talk about trauma’, illustrates how
previous avoidance of talking about their trauma progressed to the young people becoming more open
and being able to make sense of their trauma. It appeared that this journey was facilitated by a positive
therapeutic relationship, the use of written tasks and opportunities to be involved in decision-making
regarding their therapy. Lastly, the theme ‘positive changes and increased ability to cope’, details how
participants felt more positive about themselves and their relationships with others, and utilised coping
strategies.

Research findings in context

Many of the young people reported that prior to the RCT there was a strong sense of avoiding talking
about trauma, which reflects key symptoms of PTSD related to avoidance. Many therapists find working
with trauma-exposed youth difficult and demanding (Allen & Johnson, 2012), and are concerned that
talking about trauma may increase the young people's distress leading to re-traumatisation (Finch
et al., 2020). Participants in the current study report that this avoidance of trauma-focused work led
them to feel let down and that their difficulties persisted, even after engaging in other psychological
therapies. However, young people in the present study found it beneficial to talk about trauma during
the sessions and reported finding psychological trauma-focused support helpful. While they reported
that talking about traumatic experiences was difficult and emotionally draining, over time it became
easier and resulted in them feeling accomplished and relieved, providing a sense of empowerment and
control over their traumatic experiences. This finding of ‘time-related diffusion of negative affect’ has
been reported several times in the literature, highlighting the robustness of this effect (Carter-Visscher
et al.,, 2007; Dittmann & Jensen, 2014).

A critical component of CT-PTSD involves constructing a trauma narrative, where often young
people are encouraged to use a variety of creative expressions to tell the story of their trauma (Smith
et al.,, 2010). This component of the therapy, in particular the development of a timeline and the use of
drawing, was held in high regard by the participants in the current study, where it was described how
this helped to make sense of their traumatic experiences. The usefulness of the timelines adds to the
literature that constructing written narratives, for those who have experienced multiple traumatic events
and are experiencing complex traumatisation, is likely to be a vital part of trauma-focused therapies (Ruf
et al., 2010; Smith et al., 2010).

An encouraging finding in the present study is that all participants involved in this qualitative study
reported positive changes after engaging in CT-PTSD. Some participants reported an absence of PTSD
symptoms, others felt whilst symptoms were still present, they were able to understand and cope with
them more effectively. Despite relaxation training not being a central component of CT-PTSD (Smith
et al., 2010), a few participants described finding the use of strategies, such as safe place exercises, help-
ful in managing their difficulties. It appeared that the younger male participants utilised these strate-
gies, potentially suggesting that younger children may benefit from skills training to help them tolerate
higher levels of anxiety and more difficult emotions during therapy.

Participants reported that following CT-PTSD they felt more open to talking about their traumatic
experiences with others, outside of the therapeutic relationship. Helping to establish positive, trusting
relationships is an important part of trauma-focused psychological interventions, especially for young
people experiencing complex trauma where relationships have often been disrupted (Cohen et al., 2012).
By talking about their experiences with others this may provide opportunity for the young people to
feel empowered and helping people to find their voice is key to healing from trauma (Malekoff, 2008;
Wise, 2005). These findings corroborate existing literature where traumatised youth highlight the im-
portance of being involved in decision-making related to their care and that it is crucial to have a posi-
tive, trusting relationship to facilitate effective trauma treatment (Graham & Johnson, 2021).
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Strengths and limitations

Whilst attempts were made to contact two participants who had dropped out of the trial, neither agreed
to participate in an interview. It is likely that the views presented in this study do not reflect those of the
participants who may have had more unhelpful experiences and therefore this may limit the conclusions
that can be drawn. Furthermore, the interviewers were either former or current trial managers which
may have shaped the interviews and analysis. To manage this, it was ensured that the interviewers had
not been involved in participants' research assessments and researcher diaries and audio recordings
were reviewed in order to consider researcher positioning throughout. The current qualitative study was
embedded within a pragmatic, real world RCT, which is both a strength and limitation, as it does reflect,
to some extent, routine clinical practice within NHS CAMHS. However, this is also a limitation as it
can be harder to draw out more information about the process and implementation of the CT-PTSD
treatment as the focus of this qualitative sub study was to capture the experience of young people
engaged in CT-PTSD. The main research paper will provide more insights into the process related
mechanisms, for example, treatment credibility, however future qualitative research may wish to focus
on also embedding more process related data and analysis into their design.

Clinical implications and future research

This study contributes to the finding that young people find it helpful to talk about their traumatic
experiences, and therefore highlights the need for therapists to address trauma. It is worth noting that
therapists involved in delivering CT-PTSD were offered additional training and supervision as part of
involvement in the RCT, which is likely to have increased their knowledge and confidence to deliver
trauma-informed therapy. It will be key for services to provide appropriate training and supervision to
ensure the provision of effective trauma focused interventions, with careful consideration to providing
emotional support to alleviate anxieties and emotional burden, and to increase the confidence of
therapists (Finch et al., 2020). Future research would benefit from investigating current therapist's views
of the training and supervision in CAMHS to identify potential training-practice gaps.

Young people valued therapist flexibility, which included involvement in the decision-making, such as
providing opportunities for them to make decisions about which traumatic memories to discuss. This has
also been found in previous studies where participants were most satisfied when they felt they were not
being pressured by therapists to talk about traumatic incidents (Dittmann & Jensen, 2014). It appeared
that this collaborative and transparent way of working, alongside the supportive, non-judgmental attitude
of the therapists and researchers, helped to facilitate a positive and trusting therapeutic relationship. These
decision-making opportunities are likely to provide much needed control and a sense of empowerment for
children and young people who may have experienced traumatic events where they have felt out of control
and unsafe. It will be important for clinicians delivering CT-PTSD as a treatment manual to allow scope
for flexibility and adaptability, providing opportunities for the young people to control components of the
therapy, in order to meet the individual needs and preferences of their clients.

Conclusions

For young people with PTSD relating to multiple trauma engaging in CT-PTSD can be empowering and
allows the young people the opportunity to process their traumatic experiences. Participants alluded
to previous therapies avoiding talking about their traumatic experiences which led to perpetuation of
symptoms and mistrust of professionals. Participants discuss engaging in CT-PTSD as a journey of
becoming able to talk about their traumatic experiences, and an increased ability to cope and talk about
their experiences more openly with others outside of the therapeutic relationship. Participants reported
feeling more able to open up about their traumatic experiences when trauma-focused interventions are
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delivered in the context of a positive therapeutic relationship and when they are involved in decision
making throughout the intervention.
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