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Abstract

Trauma experience influences an individual’s emotional wellbeing, self-concept and
relationships (e.g., Beck, Grant, Clapp, & Paylo, 2009) as well as increasing their risk of
experiencing trauma in the future (Copeland, Keeler, Angold, & Costello, 2007).
Accordingly clinical guidance for trauma presentations recommends treatment to alleviate
distress and improve emotional wellbeing (van der Hart et al., 2006). Correspondingly, a
literature review, using a meta-synthesis design, explored how adults experience talking
therapies for complex trauma. From this, two themes were identified which noted that, in
contrast to remaining detached from the trauma and associated difficulties as a means of
surviving, adults were able to access therapy and instead reconnect with their trauma
experience, others, and importantly self. This finding highlighted that exploring the impact of
trauma on self is important and underrepresented in literature.

Given research exploring self and trauma remains limited to adults, the research paper
explored how children and young people self construe following a traumatic event(s). Seven
young people completed a Trauma Symptoms Checklist Children — Alternative (TSCC-A)
measure. Following this a pictorial self characterisation (Kelly, 1955; Ravenette, 1996),
based on personal construct psychology, was used to encourage a creative and
developmentally appropriate exploration of how they construed. These included four
overarching themes which were developed using thematic analysis (Braun & Clarke, 2006):
The Inferior Self, The Misfortunate Self, The Protective Self and The Enhanced Self. The
clinical implications of this suggest that working therapeutically with the metaphor “self as
community” (Mair, 1977) offers powerful opportunities to explore and understand different
selves, reduce vast differences between selves, and to develop healthier core constructs.

Future specialist trauma interventions should emphasise the importance of exploring self



from the perspective of the individual (e.g., Ronen, 1996). Finally the critical appraisal

provides reflections on the limitations and strengths of this research.
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Abstract

This meta-synthesis explores adults’ experience of talking therapies provided to
address the impact of interpersonally generated, cumulative and repeated complex trauma
experience (Courtois, 2008). A systematic search of research literature explored client
experience and perception of the value of such interventions. Noblit and Hare’s (1988) meta-
ethnographic approach was used to synthesise nine qualitative papers published between
2006 and 2013. Papers were included if adult participants had a diagnosis or trauma
background indicative of complex trauma and had engaged in an evidenced-based
professionally facilitated trauma therapy. Two overarching themes were reported: 1)
Detached to survive, 2) Reconnecting through therapy. Themes reflect how therapy creates a
dilemma for clients as it involves them letting go of established mechanisms for managing
their trauma experience. Namely, clients have avoided and remained detached from their
trauma, and therefore disclosure in therapy was extremely difficult. Essentially, the therapist
provides containment for working through this, in part by establishing trust. This allows for
reconnection with the trauma through processing experience, where clients developed new
understandings about their trauma and associated symptoms. New connections were
conceptualised as having benefits and drawbacks and form an on-going journey of
‘recovery’. Theoretical frameworks such as Herman’s (1992) model of trauma recovery,
Perceptual Control Theory (Powers, 2005), and Personal Construct Theory (Kelly, 1955)
inform the discussion in addition to limitations and suggestions for future research. Clinical
implications include: suggestions of how to enhance the therapeutic alliance and build trust;
advocate normalising avoidance to encourage dialogue about uncertainty; stress the

importance of acknowledging client resilience and conceptualisation of ‘recovery’.
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Adult experiences of talking therapies following complex trauma: A meta-synthesis

Psychological distress resulting from trauma experience is typically conceptualised as
a response to perceived or actual threat to self or others and can lead to “clinically significant
distress” (American Psychiatric Association [APA], p.56). Post-traumatic stress disorder
(PTSD) refers to a traumatic event that involves ‘actual or threatened death, serious injury or
sexual violation’. Trauma can result from a single or repeated direct experience, such as
abusive relational interactions and/or by witnessing such experience (APA, 2013, p.3).
Although psychological or emotional trauma can be defined in various ways, international
clinical guidance (e.g., Australian Centre for Posttraumatic Mental Health, 2010; National
Institute of Health and Care Excellence [NICE], 2005) and diagnostic manuals (e.g.,
International Classification of Diseases version 10, World Health Organisation, 2010; The
Diagnostic and Statistical Manual of Mental Disorders, APA, 2013) characterise the impact
of trauma in relation to symptoms including re-experiencing (e.g., flashbacks or intrusive
distressing images), hyperarousal (e.g., difficulty sleeping and concentrating) and emotional
numbing (e.g., detachment from feelings, people and events).

In contrast to ‘single” episodes of trauma, which are often unexpected (e.g., natural
disaster), trauma can be conceptualised as ‘complex’ if it is experienced as more pervasive
and multifaceted (Herman, 1992). Complex trauma, as considered in this review, is “a type of
trauma that occurs repeatedly and cumulatively, usually over a period of time” (Courtois,
2008, p.86) and causes “overwhelming stress which is interpersonally generated, such as
ongoing abuse, including within the context of intimate and familial relationships, and
includes community violence, war and genocide” (Courtois & Ford, 2009, p.15). These
traumatic experiences are seen to more seriously impact an individual’s emotional wellbeing,
self-concept and relationships long-term (e.g., Beck, Grant, Clapp, & Paylo, 2009), as well as

increasing the risk of an individual experiencing trauma in the future (Copeland, Keeler,
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Angold, & Costello, 2007). Given the devastating impact complex trauma can have (Herman
1992), it is essential to consider the effectiveness and meaningfulness of related therapeutic
interventions.

Treatment for complex trauma requires a more intensive level of input compared to
single trauma interventions (Benotsch et al., 2000). Beyond working with the trauma
experience, such treatment must address the implications of trauma including relational
dynamics (Ford & Kidd, 1998). Accordingly, a range of clinical guidance recommends a
phased approach to treatment (e.g., Cloitre et al, 2012; Kezelman & Stavropoulos, 2012)
where trauma-specific interventions (e.g., Trauma Focused Cognitive Behavioural Therapy,
TFCBT) aim to improved emotional wellbeing (van der Hart, Nijenhuis, & Steele, 2006)
while specifically considering relational need, both in the therapeutic space and in the clients’
wider life.

Despite the unique features of different interventions (e.g., ways by which trauma
experience is processed) trauma therapies share strong commonalities. Essential components
include those detailed in Herman’s (1992) model of trauma treatment, such as establishing
safety through stabilisation work, exploring client experience, emotions and losses and within
this developing new meaning and relational experiences (Rosen & Kuehlwein, 1996).

‘Recovery’ is deemed an important outcome of such clinical practice and mental
health research (Davidson & Roe, 2007), although the measurement of this is contentious.
Typically defined as a reduction or absence of ‘symptoms’, indicators of ‘recovery’ are often
rated by a clinician (e.g., Van Minnen, Wessel, Dijkstra, & Roelofs, 2002) or by a service
user on a predefined scale (e.g., Royal College of Psychiatrists, 2011). Subsequently, service
users’ subjective understandings of the effect of trauma experience and treatment on their
own conceptualisation of ‘recovery’ has historically been neglected (Brown, Kallivayalil,

Mendelsohn & Harvey, 2012).
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Qualitative enquiry that considers the experience of trauma-informed therapies and
associated wellbeing, is invaluable as clients hold an essential active role in their own healing
process (Bohart & Tallman, 1999), and therefore arguably, ‘recovery’ should be determined
by them. Clients’ conceptualisation of what is essential and important in therapy, and how
this relates to their conceptualisation of ‘recovery’, is essential to understand, especially
given the needs of this population.

Importantly, in recent years a growing body of qualitative research has offered insight
into how individuals experience trauma therapies. In view of the importance of the service
user perspective, and as these papers have yet to be reviewed, they have been identified by
this meta-synthesis. Systemic reviews (e.g., meta-synthesis) allow for the useful drawing
together of qualitative evidence to provide an integrated, interpretative and comprehensive
summary (Dixon, Booth & Sutton, 2007) which is beyond the scope of an individual study
(Thorne, Jensen, Noblit, & Sandelowski, 2004). In distinction to other reviews, such as a
narrative review that summarises associated findings, a qualitative synthesis involves
reinterpreting findings across papers to allow for a higher level of conceptual or theoretical
development (Campbell et al., 2003).

In recognition of this, this meta-synthesis aims to review the qualitative evidence that
reported how individuals, with complex trauma backgrounds, experience trauma therapies.
Ultimately this can help inform clinical practice by highlighting factors which can contribute
to change (Lebowitz, Harvey, & Herman, 1993), such as how individuals construct therapy in
relation to their trauma experience, their sense of self and their personal ‘recovery’ journey
(Connolly & Strupp, 1996). Key implications for therapy provision, including tailoring
therapy to the unique needs of this client group, will be identified (Kallivayali, Levitan,
Brown & Harvey, 2013). This review therefore seeks to synthesise qualitative studies that

explore adult experience of talking therapy for those with complex trauma presentations.
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Methodology

Search for primary articles

An online systematic literature search was completed between December 2013 and
January 2014 across seven relevant databases: CINAHL (searchable years 1982-2013),
MEDLINE (searchable years 1814-2013), PsycARTICLES (searchable years 1988-2013),
PsycINFO (searchable years 1887-2013), Social Sciences Citation Index, Web of Science
(searchable years 1956-2013), and PubMed (searchable years 1887-2013). Studies were
initially searched by inputting the following terms: ‘trauma’ OR ‘traumatic’ OR ‘traumatised’
OR ‘PTSD’ AND ‘Post Traumatic Stress Disorder’ OR ‘Adverse life events’ OR ‘Abuse’ OR
‘Neglect’ OR ‘Complex’ OR ‘Severe’. Additional terms deemed to capture the experience of
trauma focused therapy were then applied: ‘trauma therapy’ OR ‘intervention’ OR treatment’
OR ‘recovery’ OR ‘changes’ OR ‘adapting’ OR ‘differences’. The applied search terms were
felt to encompass a range of psychological therapies for complex trauma therefore search
terms relating to specific therapies were not included in the final search. Qualitative studies
were later identified by using the keywords: ‘experience’ OR ‘expectations’ OR ‘client
attitude” OR” client beliefs” OR ‘qualitative research” OR ‘semi-structured interview’.
Adaption of terms, according to the individual database thesaurus and indexing systems, was
applied to ensure the identification of an optimum numbers of relevant articles and to ensure
terms used were relevant and justified.

Inclusion and exclusion criteria

Following the application of all search terms, an initial 1,582 studies were identified
and assessed to check their ability to meet the review inclusion criteria. An additional key
paper (Parker et al., 2008) was included following a review of references within the identified

papers.
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To address the research question, studies were included if they met the following
criteria: (a) written in English; (b) peer reviewed; (c) qualitative in design (e.g., semi-
structured interview, qualitative data analysis); (d) findings supported with quotes; (e)
participants identified as having complex trauma history through diagnosis (e.g., PTSD,
dissociative disorders) or reported trauma experience which was cumulative, repetitive and
interpersonally generated (Courtois, 2008); (f) aimed to explore adult experience of trauma
informed therapy; (g) therapy being defined as evidenced-based, promoted in guidance (e.g.,
TFCBT) and theoretically informed (i.e. driven by a accepted phased model where
stabilisation work, processing trauma material and generating new meaning and relational
patterns were salient components) and therapy was provided by a professional individually or
in a group setting.

Papers were excluded if: (a) the nature of the trauma (e.g., single trauma episode)
required a purposeful tailored intervention that would significantly differ from that offered
for complex trauma; (b) reflections on therapy were provided by a child or therapists; (c)
therapy was not trauma-specific (e.g., did not share essential elements of complex trauma
treatment); (d) therapy used non-verbal techniques such as dance (e.g., so relational dynamics
and processing of trauma were not explicit); (e) quantitative methodologies were solely

used.’.

Insert Figure 1.

Insert Table 1.
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Characteristics of the chosen studies

Nine qualitative articles (Table 1.) published between 2006 and 2013 were
identified, with sample size ranging between 7-21 participants. Studies (see Table 1.) drew on
samples from North America (two from Canada, two from America), Europe (two from the
UK, two from Norway) and the Middle East (Israel).

Approaches to analysis were as follows: four papers used a phenomenological
approach (Parker et al., 2008; Stige, Rosenvinge & Traeen, 2013; Stige, Binder, Rosenvinge
& Traeen, 2013), one of which (Shamai & Levin-Megged, 2006) took a deductive approach
by using a psychodynamic framework to generate their themes; two papers used
interpretative phenomenological analysis (Shearing, Lee & Clohessy, 2011;Vincent, Jenkins,
Larkin & Clohessy, 2013), two papers used grounded theory (Brown, Kallivayali,
Mendelsohn & Harvey, 2012; Tummuala-Narra, Kallivayalil, Singer & Andreini, 2012) and
one used thematic analysis (Gone, 2013). It was felt that synthesis of these articles was
justifiable since all papers met the inclusion and exclusion criteria and as the only deductive
analysis was strongly informed by the therapeutic principles informing the clinical
intervention.

All but two of the included papers (Parker et al., 2008; Gone, 2013) stated participants
had PTSD or other trauma related diagnoses (e.g., dissociative disorder). Moreover, all
papers but one (Brown, Kallivayali, Mendelsohn & Harvey, 2012) provided examples of the
type of trauma experience relevant to their participants, with one specifically referring to
survivors of the Holocaust (Shamai & Levin-Megged, 2006).

All articles focused on service user experience of trauma-informed therapy which
shared common aims and processes while offering a phased approach to treatment (e.qg.,
Herman, 1992). All therapies involved establishing safety, processing and sharing trauma

experiences and associated difficulties, while promoting new understandings and relational



ADULT TRAUMA THERAPY EXPERIENCES 1-9

patterns. Therefore synthesis across these articles was felt to provide a justifiable and holistic
view of service user experience of the shared and core features of trauma-informed therapy.
Three articles described experiences of group interventions explicitly designed in line with
Herman’s (1992) model such as the Women Recovery from Abuse Programme (Parker et al.,
2008), and an inclusive stabilisation group (Stige, Rosenvinge & Traeen, 2013; Stige, Binder,
Rosenvinge & Traeen, 2013).

The remaining articles looked at TFCBT (Vincent, Jenkins, Larkin & Clohessy,
2013; Shearing, Lee & Clohessy, 2011) psychotherapy (Tummuala-Narra, Kallivayalil,
Singer & Andreini, 2012; Shamai & Levin-Megged, 2006) and a therapeutic community
(Gone 2013).

Although two articles referring to the stabilization group interviewed the same
participants, both were included as they focused on different aspects of experience and
reported separate themes. One article reported participant experience of their intervention and
what helped engagement (Stige, Rosenvinge & Traeen, 2013), the other reported themes of
change based on participant experience (Stige, Binder, Rosenvinge & Traeen, 2013).The risk
of over-representing this group’s experience was considered during the synthesis process so
that themes were a fair reflection of the findings of all the papers. Finally, Gone (2013)
reported staff and client experience, therefore only themes derived from client data and
related to therapy were included.

Additionally, retrospective experiences of therapy were collected across six studies
(Shamai & Levin-Megged, 2006; Shearing, Lee & Clohessy, 2011; Stige, Rosenvinge &
Traeen, 2013; Stige, Binder, Rosenvinge & Traeen, 2013; Parker et al., 2008; Gone, 2013)
where participants were interviewed a month to 36 months following the completion of their

therapy. The remaining studies recruited participants who had engaged in a minimum of three
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months of therapy (Brown, Kallivayali, Mendelsohn & Harvey, 2012; Tummuala-Narra,
Kallivayalil, Singer & Andreini, 2012; Vincent, Jenkins, Larkin & Clohessy, 2013).

Appraising the quality of the selected studies

Although considerably debated as a process (e.g., Barbour, 2001) a quality assessment
tool was used. Assessing quality across qualitative research is complicated by the philosophy
and epistemology that underpin such research, in addition to the implications of pragmatic
decisions made when publishing work (Campbell et al., 2003). Therefore, in line with Miller
and Dingwall’s (1997) statement that checklists are "reflective rather than constitutive of
good research”, papers were not included or excluded based on quality. However, the Critical
Appraisal Skills Programme (CASP, 2011) score given to each paper (see Table 2) was
utilised during the synthesis to make sure themes were not purely based on papers of lower
quality.

To determine a CASP score each article was individually assessed to check if they:
stated aims appropriate to their research design; if the analysis of data and reported themes
were clear, transparent and supported by quotations; reflected on limitations of their design;
and proposed how findings might inform practice and future research. Articles were rated on
a scale of zero to two on each criterion; zero was given if no information was provided to
meet the criteria, a score of one was given if there was moderate information provided and a
score of two if the articles were seen to fully address the quality criterion. With a possible
total score range of 0-20 in total, all studies scored between14-19. Given all papers scored
within a high range, the analysis and corresponding themes were developed giving equal

attention to all papers.

Insert Table 2
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Analysing and synthesising selected studies

Guidelines for a meta-ethnographic approach (Noblit & Hare, 1988) informed this
meta-synthesis. Studies were read and re-read and key concepts or quotes relevant to the aims
of the synthesis (e.g., client experience of therapy) were initially highlighted along with
initial interpretations. This was later extracted from the original papers into a document
(Appendix 1-B) where key concepts across all papers were listed in juxtaposition.
Additionally, examples of difference or contradiction to key concepts were noted to be later
reported within subthemes (for extract see Appendix 1-C).

Through an iterative process of re-reading papers and comparing their content, the
author developed their interpretative account while critically engaging with each paper’s
findings (Jensen & Allen, 1996). This was achieved through considering the aims of each
paper and assessing the supporting evidence reported as well as their overall quality. CASP
scores were used to inform the weight given to claims made within the synthesis. If an
interpretation was derived from an article with a comparably lower CASP score (i.e. 16 or
below) the author would then review all articles to collect supporting evidence (e.g., quotes,
contradictions). If no supporting evidence was found from papers of higher quality then the
original interpretation was adapted in line with stronger evidenced claims or removed from
the synthesis. Similarly, the synthesis subthemes were checked to ensure a minimum of five
papers informed their content (over half of the synthesised papers). If a subtheme did not
meet these requirements then it was removed or integrated within another sub-theme.

The final overarching themes (see Appendix 1-D) were developed through the
synthesis to form an interpretive ‘line of argument’ that articulated the integrated findings,
allowing for a summary of reciprocal themes across papers that was greater than within an

individual study (Downe, 2008; Finfgeld, 2003), thereby providing a novel interpretation.
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Findings

This meta-synthesis presents two overarching themes: 1) Detached to survive:
engaging through despair 2) Reconnecting through therapy (Table 3). Both overarching
themes include a number of subthemes. The synthesis aims to provide an interpretative
overview of common experiences of adults who engage in talking therapies following a
complex trauma experience, with quotations from the original studies used to illustrate

themes.

Insert Table 3

Theme 1: Detached to survive: engaging through despair

A main theme across all papers was the recognition that therapy created a dilemma for
participants. Substantial ambivalence surrounded what therapy might entail, with participants
recognising they would have to let go of their established and active mechanisms for
managing their experiences following their trauma experience. This protective process
involved remaining detached from their experiences, conflicting with therapeutic aims of
exploring trauma which asked them to embrace their vulnerability through openness. This
theme is comprised of three subthemes; accepting change is needed; embracing vulnerability;
and letting go and sharing: reducing avoidance.

Accepting change is needed

Despair and willingness for change were expressed as being highly related and
important for engagement in therapy even when this felt threatening (Shearing, Lee &
Clohessy, 2011; Brown, Kallivayali, Mendelsohn & Harvey, 2012). Continuing distress

encouraged a readiness to immerse oneself in therapy and to experience change; “I was really
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getting to the end of my rope. | was... | was tired of, sort of fighting to be alive....” (Vincent,
Jenkins, Larking & Clohessy, 2013, p.585). Moreover, this supported participants to consider
therapy even when they felt it unlikely to result in meaningful change. “I had no faith in it
working. Umm, I couldn’t believe, cos 1'd spent so much time trying to forget it and to put it
to the back of my mind” (Shearing, Lee & Clohessy, 2011, p.463). In particular, this sense of
desperateness appeared a necessary motive to support participants accessing therapy and
engaging in a process that they did not think would be helpful.

“I'd got to a point that [ was so desperate for something to work, or to feel better in

some way, that, you know, they could have said well we’ll try burning joss sticks and

chanting for half an hour and I probably would have had a go’ (Shearing, Lee &

Clohessy, 2011, p.461).

Additionally, a contrasting sense of ‘timeliness’ or being in a ‘good position in life’
informed decisions to engage in therapy. This was expressed across studies, where readiness
for therapy came with realisation of the participant’s active role, and need for strength and
determination. “/WRAP] was helpful because I was willing and I had a desire to involve
myself (Parker et al., 2008, p.71).

Beyond readiness, receptiveness to therapy related to the identification of problems
and therefore consideration that a potential solution may exist (Stige, Rosenvinge & Traeen,
2013). For many, this was about seeking to understand their trauma experiences and how they
may have contributed to what happened (Parker, et al. 2008). However, contrasting
acceptance to engage, for some, therapy was experience as something to be cautious about
fully engaging in (Shamai & Levin-Megged, 2006). One participant described how they
avoided disclosing trauma experience in therapy: “I’d been avoiding it for ages and ages.... |
realised that | was scared of things, it was kind of instinctive reaction of like horror, not

wanting to go there’. (Shearing, Lee & Clohessy, 2011, p.462). During therapy participants
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often feared becoming overwhelmed by their distress and had managed this by remaining
actively avoidant of their trauma experience.

Embracing vulnerability

Engaging in therapy was an emotionally ambivalent experience where initial
uncertainty related to what therapy would entail (Gone, 2013; Brown, Kallivayali,
Mendelsohn & Harvey, 2012). Therapy was conceptualised as a commitment of time and
energy to a group or individual therapist (Stige, Rosenvinge & Traeen, 2013). For those in
group therapy, in contradiction to concerns of being exposed or judged, sharing experiences
with other members normalised and validated experience: “you have realized: *‘My God! 1
am not alone!’’ Others too carry burdens and struggle. It is not just me” (Stige, Rosenvinge
& Traeen, 2013, p.424). Moreover group settings allowed for the opportunity to establish
personal boundaries, ... prior to the WRAP group ...raging was something that was very
normal....now I can actually go- ‘no stop wait, think about this first ... ”” (Parker et al., 2008,
p. 67).

Once engaged in the therapeutic process, participants reported experiencing fear
associated with the risk of exposing oneself to trauma experience (Shearing, Lee & Clohessy,
2011). Crucially, through disclosing trauma and attending therapy, participants were making
themselves vulnerable to the views and actions of others and were likely to experience an
increase in symptoms.

“When you come, you have to really talk about it, and how you 're feeling and that

brings it like to the surface and it’s really raw and that’s really hard and sometimes,

you know, you don't feel like doing that ‘cause it’s painful” (Vincent, Jenkins, Larkin

& Clohessy, 2013, p.586).

Re-experiencing emotions and body memories related to a trauma experience were

often interpreted by the individual as an indication of “lack of progress” (Vincent, Jenkins,
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Larkin & Clohessy, 2013, p.584). This understanding of increased symptoms led to beliefs
that therapy was not worth the distress it caused. Moreover, participants’ beliefs about the
helpfulness of therapy also informed their decisions about whether to continue. “Up ‘til now |
don’t know ifit’s helpful hundred percent or not because I do sometimes cancel the
appointment with her [therapist]. I had a strong feeling to, to stop coming here...." .
(Vincent, Jenkins, Larkin & Clohessy, 2013, p.586).

As therapy progressed doubt about the challenges of therapy appeared to lessen in
intensity. Therefore therapy was recognised as a process of changing ones relationship to the
trauma experience, although associated feelings of fear were still a huge concern. In contrast
to negative interpretations of increased symptoms, participants conceptualised these changes
as representing a greater connection with their emotions and body. “I feel it in my body now,
when [ start to drift off...I have a new contact with this whole part of myself... I have more
contact between my head and body and the world around me ” (Stige, Binder, Rosenvinge &
Traeen, 2013, p.9). Although increased symptoms were a challenge, for those who had coped
previously by remaining largely disconnected from such experiences, changes in symptoms
became a marker of hope and the possibility for change.

Letting go and sharing: reducing avoidance

Participants experienced having to discussing their trauma experience as being
opposite to strategies, such as avoidance, which had helped them feel in some control of their
distress. Therefore when being asked to talk about trauma, participants felt resistant (Brown,
Kallivayali, Mendelsohn & Harvey, 2012, p.107): “... you are trying to forget them
[abusers] ...you are forced to remember, so you feel discouraged” (Vincent, Jenkins, Larkin
& Clohessy, 2013, p.584). Paradoxically, hope and despair motivated engagement in this
process of disclosure and supported participants in overcoming difficult feelings because they

ultimately felt something needed to be different for change to occur.
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Importantly, given the content of trauma experience, concerns were held about being
able to manage sharing and processing experience alongside increased symptoms. Vitally,
participants avoided sharing their trauma experience, especially early on in therapy, a means
by which they felt able to reduce the likelihood of losing control over their emotions. “/’d
been avoiding it [trauma experience] for ages and ages and ages, I'm just scared of it. That’s
why I've not faced it anyway, I'm just scared”. (Shearing, Lee & Clohessy, 2011, p.462).

Moreover, avoidance of disclosure related to the impact this may have on others,
including the therapist (Shamai & Levin-Megged, 2006), where participants wondered if their
‘horrible’ trauma experience could be endured. Furthermore, reservations about sharing
trauma material were sometimes maintained even when a safe relationship was established: “I
felt very safe in therapy...she [therapist] really cared...but there were things, like the event
when I was raped that I didn'’t tell her” (Shamai & Levin-Megged, 2006, p.705). Difficulties
with trusting others and the strong motivation to continue protecting self by remaining
detached led participants to ‘regain power’ and remain in control by limiting the information
they shared (Gone, 2013).

In contrast, and vital to the facilitation of open disclosure and engagement, was the
therapist who was seen to demonstrate qualities that gave participants confidence in them and
the intervention (Shearing, Lee & Clohessy, 2011; Vincent, Jenkins, Larkin & Clohessy,
2013). Beyond expertise, therapists promoted engagement if they came across as genuine,
empathic, honest and supportive (Shearing, Lee & Clohessy, 2011).

Over time, a number of participants reported that sharing their experience became
easier and was cathartic (Vincent, Jenkins, Larkin & Clohessy, 2013). Through reflecting on
processing trauma experiences and also their ability to manage associated feelings, openness
and feelings of safety were slowly encouraged in therapy. Furthermore, the process of

disclosing was experienced as “the release of tension or the burden that you're carrying...”
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(Gone, 2013, p.756). Although feared, disclosing was experienced as liberating and played a
large part in promoting the participants re-evaluation of their experience: “I realised | picked
the same type of men as my father, abusive....I just see it clearer and clearer” (Tummuala-
Narra, Kallivayali, Singer & Andreini, 2012, p. 645). Therefore, sharing and making sense of
experiences offered an opportunity for new perspectives to be formed and the process of
change to be continued.

Theme 2: Reconnecting through therapy

This theme captures participants conceptualising their ‘recovery’ as being about
reconnection with their trauma experience, symptoms, others and, importantly, themselves.
Reconnecting with another was often experienced initially with the therapist, where, due to
ongoing relational difficulties, the therapeutic relationship was extremely valued. The
therapeutic relationship was essential in supporting participants to disclose, explore and
process their trauma experience. This change in connection was then often translated to
relationships with others and self, and formed the on-going challenge that was the journey to
‘recovery’. The theme comprises three subthemes: connecting within the therapeutic
relationship; new relationship to self and others; and an ongoing journey of gains and losses.

Connecting within the therapeutic relationship

Beyond the immediacy of therapy, participants experienced feelings of isolation,
relating either to participants not feeling able to share their trauma experience or due to
difficulties in relationships. For holocaust survivors, relationships were often influenced by a
strong belief that you can only trust yourself (Shamai & Levin-Megged, 2006). Therefore the
therapeutic relationship, if experienced as safe and subsequently a context in which trust
could be established, was vital. Similarly, for those who were asylum seekers, this simply
provided “somebody to talk to " in a foreign, lonely and unpredictable place (Vincent,

Jenkins, Larkin & Clohessy, 2013, p.587). “She [therapist] was the point of return for me;
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whenever something happened...it is like I will be able to continue” (Shamai & Levin-
Megged, 2006, pg. 706). For participants of group therapy, sharing one’s story and hearing
stories from other members offered an opportunity to develop and experience a healthy
connection with another person.

“Being with other women in WRAP was really helpful. . . that makes me more

connected to everybody because then you think everybody has a history. I tell myself

probably she or he had a tough life too. Uh, and that helps me to be with people, to

stay with them....” (Parker et al., 2008, p. 68).

Although establishing a therapeutic relationship was essential, feelings of trust did not
come naturally, particularly as participants held strong beliefs about the world being unsafe
and people being untrustworthy following their trauma experiences: “I feel extremely
vulnerable and powerless in the world. I see people as vicious.” (Tummuala-Narra,
Kallivayali, Singer & Andreini, 2012, p. 644). Trust within the therapeutic relationship could
feel ‘forced’ (Vincent, Jenkins, Larkin & Clohessy, 2013, p.587). Nevertheless, it was
through trust being developed over time, with the therapist or group, that participants were
supported in taking the ‘risk’ of being open. Once trust had been genuinely established, the
therapist could encourage reflection on the content of disclosure which led to the growth of
new understandings.

A new relationship to self and others

Therapy was a vehicle that supported participants in accepting that horrible
unpredictable things had, and could, happen (Brown, Kallivayali, Mendelsohn & Harvey,
2012), which came with associated feelings of powerlessness : “I feel victimised and
powerless...I feel scared a lot” (Tummuala-Narra, Kallivayali, Singer & Andreini, 2012,

p.645). Consequently, coming to terms with new understandings was difficult, particularly if
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this meant accepting that the world can be unsafe and that other people are not always well
intentioned (Vincent, Jenkins, Larkin & Clohessy, 2013).

A key mechanism for change within therapy was the development of reflective skills
that allowed for the growth of new understandings about trauma and relational experiences.
“It’s a way for me to stop, take stock and figure out who I am....[Therapy] changes the whole
way | structure my life” (Brown, Kallivayali, Mendelsohn & Harvey, 2012, p.108). Within
the safe therapeutic relationship participants started to feel a greater sense of connection with
their identity: “feeling more like myself as a being in the world instead of living this double
identity” (Tummuala-Narra, Kallivayali, Singer & Andreini, 2012, p.645). Additionally, the
process of being “confronted with yourself, what you were thinking and how you were
doing” (Stige, Rosenvinge & Traeen, 2013, p.424) encouraged new beliefs about self,
including “self-forgiveness” (Tummuala-Narra, Kallivayali, Singer & Andreini, 2012, p.645)
and the reduction in feelings of guilt (Parker et al, 2008).

“| feel less guilty than before. | learned that lots of things that happened in the past;
it wasn’t my fault. And I as a child didn’t have the power to stop anything...S0 it
wasn’t my fault. That was the first thing that changed in my mind” (Parker et al.,
2008, p.66).

Furthermore, therapy offered new perspectives which validated and encouraged
participants to acknowledge the role of others in their trauma or on-going unhealthy relational
dynamics. This allowed participants to move away from internalising feelings of ‘innate
badness’ toward feeling worthy of happiness (Parker et al, 2008; Stige, Rosenvinge &
Traeen, 2013). “I deserve to be happy. | didn 't think that before. I didn 't think that I deserved
anything good. But now I feel that I deserve a good life, a happy life...” (Parker et al. 2008,

p.66).
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With newly developing self-beliefs that were less critical and strengths focused, an increased
sense of agency was experienced which allowed feelings of worthiness to grow (Tummuala-
Narra, Kallivayali, Singer & Andreini, 2012). Resilience was demonstrated through
participants becoming “an advocate for myself, thinking in advance what is good for me”
(Stige, Rosenvinge & Traeen, 2013, p.10), or considering “boundaries to protect myself”
(Parker et al., 2008, p.68). In addition participants overcame feelings of vulnerability by
tolerating being able to share their experience. This process helped participant’s gain clarity

about their needs and empowered them to get their needs met.

“..[T)hese problems... a dark cloud...that I could not touch, that I didn’t manage to

do anything about....now at the group, it is no longer a cloud...it is almost like

building blocks...now | know the pieces that are still missing from my jigsaw. And it is

such a wonderful feeling!” (Stige, Binder, Rosenvinge & Traeen, 2013, p.8)

Importantly, practising communicating feelings and experience in the safe and trusted
therapeutic relationship allowed participants to go on to connect with friends and family with
the same openness (Stige, Rosenvinge & Traeen, 2013). “I can be truthful with friends now. |
feel that group helped a lot with being able to risk. That is a big thing as | never told anyone
my true feelings” (Tummuala-Narra, Kallivayali, Singer & Andreini, 2012, p.645).Therefore
through trusting the therapist or group, participants began to generalise and share their
experience and thereby were engaging in a process of change.

An ongoing journey of gains and losses

All papers in this meta-synthesis reported benefits of treatment, including participants
considering their ‘recovery’ felt like they had “a new life” (Vincent, Jenkins, Larkin &
Clohessy, 2013, p.588) or that they were “a different person” (Shearing, Lee & Clohessy,

2011, p. 446) as a consequence of their new understandings.
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However several papers acknowledged continuing difficulties following therapy such
as generalising what they had learnt in therapy to their broader life, as it was hard to sustain
feelings of empowerment independently (Parker et al., 2008).

Importantly participants recognised that due to the nature of their trauma experience,
this would always inform who they were: “no one came out ‘completely normal’ from the
holocaust.”(Brown, Kallivayali, Mendelsohn & Harvey, 2012, p. 705). Therefore moving
forward during and following therapy was conceptualised as a journey which had gains and
losses (Vincent, Jenkins, Larkin & Clohessy, 2013) including the painful acceptance of
difficult experiences, increased symptoms and tolerating difficult emotions: “Now I have to
feel when | have pain.”, “the reason why I am hurting now, I finally have been able to
understand something that has been very difficult” (Stige, Binder, Rosenvinge & Traeen,
2013, p.12).

Most noticeably, participants expressed that meaningful change or ‘recovery’ was not
in the reduction of symptoms (Shearing, Lee & Clohessy, 2011) but instead in their changed
relationship to their trauma experience and associated distress. Participants had moved away
from conceptualising their responses as abnormal and grew in their confidence about being
able to manage them (Stige, Rosenvinge & Traeen, 2013): “I have the same load of symptoms
still really, but it is a bit easier when they come, because I know...I can try to get out of it, not
bundling up in it even more” (Stige, Binder, Rosenvinge & Traeen, 2013, p.11).

Participants recognised that their new insights and emotions came with the challenge
and choice to continue a process of change, “7 think with all of those problems and
experiences you always have two ways, either to lose everything and to lose yourself or to
improve and develop skills” (Vincent, Jenkins, Larkin & Clohessy, 2013, p.584).
Nevertheless, participants across studies felt better equipped to seek their own on-going

healing or ‘recovery’ following therapy. As one participant reflected, therapy “empowered
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me to go to the next level of understanding” (Parker et al., p.72). Recovery was therefore
conceptualised as an ongoing journey where participants felt more able and worthy of
moving forward and accessing a meaningful and fulfilling life while managing the challenges
of their reality.

Discussion

This review enabled the identification of the key experiences for adults who had
engaged in a talking therapy following complex trauma while reflecting the breadth and
paradoxical nature and meaning of the recovery process as conceptualised by clients
(Tummuala-Narra, Kallivayali, Singer & Andreini, 2012). This review goes beyond the scope
of a single paper by capturing how clients who experienced a trauma go on to manage
through avoiding their trauma and associated experiences. Contrasting this, through engaging
in therapy, the client overcomes fear to experience reconnection with their trauma through
disclosure and exploration of its content and impact. Moreover, clients reconnect with their
self and others through developing new meanings which are a significant part of their
‘recovery’. Such vital findings highlight important clinical considerations and opportunities
for further research.

Although the findings of this meta-synthesis may be hard to generalise, given
reviewed papers included experiences of individual and group therapy and where clients were
still engaged in or had completed therapy, trust and safety were strongly reported as being
essential for the therapeutic alliance (Mendelsohn et al., 2011). The importance of the
therapeutic relationship is well evidenced and is argued to improve engagement (Arnow et
al., 2007) and outcomes of treatment (Martin, Garske, & Davis, 2000). However it appears
even more essential for clients who have a limited network of relationships outside of therapy
as a result of their trauma experience or interpersonal difficulties (Tummuala-Narra,

Kallivayali, Singer & Andreini, 2012).
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The importance of the therapeutic relationship is reflected in models of trauma
recovery used within the synthesis papers. Herman’s (1992) model for example, stresses the
development of safety as an initial stage before moving on to later stages of processing and
reconnecting. The current study could enhance Herman’s model as the third stage of
‘recovery’ was more than reconnecting within interpersonal relationships but also the
development of new connections to oneself. Additionally, although the stages of ‘recovery’
are illustrated in the findings of this meta-synthesis, it is unclear if clients experience these as
discreet stages. It appears more likely that there is a non-linear progression between
Herman’s stages of establishing a therapeutic relationship and exploring their trauma. For
example, feelings of trust did encourage disclosure within therapy; however associated
feelings of fear and increased symptoms at these times may reduce confidence in the therapist
and intervention.

Importantly, the findings of this meta-synthesis provide new insight into experiences
of despair, hopelessness and engagement. Despair and hopelessness are conceptualised as
highly related to each other and to emotional suffering (Flaming 1995).Interestingly,
hopelessness has been argued to increase the risk of ending therapy prematurely and therefore
is associated with poor therapeutic outcomes (Dahlsgaard, Beck & Brown 1998). Dahlsgaard
et al. concluded higher levels of hopelessness were significantly associated with early
termination of therapy. Specifically, they compared 17 clients who had committed suicide to
a matched control group (e.g., on gender, diagnosis) of 17 outpatients who accessed treatment
at the same time but had not committed suicide. Number of sessions attended, termination of
therapy (e.g., against therapists’ advice), hopelessness (Beck Hopelessness Scale, BHS, Beck
& Steer, 1993) and suicidal ideation (The Scale for Suicide Ideation-Current; Beck, Kovacs,
& Weissman, 1979) were compared. However, the research has clear limitations; being

derived from a small sample, where historical attempts at suicide were not included in
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matching clients, and importantly where some clients reported going on to find other
therapeutic support. Additionally the conclusions Dahlsgaard et al. made fail to account for
the findings of this meta-synthesis. Specifically participants reported hopelessness and
despair enabled engagement and continuation in a therapeutic process that was counter to the
clients’ established survival strategies of remaining detached and avoidant (e.g., Murphy &
Rosen, 2006, Vincent, Jenkins, Larkin & Clohessy, 2013).

Furthermore, Kuyken (2004) explored hopelessness and outcome in cognitive therapy
using a naturalistic study of 122 patients who had diagnoses of depression. A BHS (Beck &
Steer, 1993) was completed at the beginning of each session, from which participants were
identified as having ‘responsive hopelessness’ (e.g., if after four sessions BHS scores
significantly reduced indicating hopelessness was reduced through therapy) or ‘non-
responsive hopelessness’ (if BHS scores were not significantly reduced). This was analysed
in relation to length of treatment and outcome (e.g., Endstate Functioning Index; Ogles,
Lunnen, & Bonesteel, 2001). Kuyken concluded that clients who were identified as having
‘responsive hopelessness’ in early weeks of therapy had better outcomes from cognitive
therapy than those with ‘non-responsive hopelessness’, regardless of depression severity or
hopelessness at the beginning of therapy. Nevertheless, beyond the limitations of the study’s
design (e.g., effects of different therapists, measures of ‘responsiveness’), ‘responsive
hopelessness’ could instead be explained by other factors which influence treatment outcome
as reported in this meta-synthesis. Hopelessness, for example, was found to be a complex
process that supports initial engagement in therapy, but may change over time due to
experiences within therapy where trust, safety and containment are developed and where
feelings and experiences are normalised. Furthermore, developing trust encouraged clients to
work through feelings of vulnerability that naturally arose when asked to share their difficult

experience, accept new and painful understandings, experience increased symptoms and
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manage fear associated with a risk of losing control. These obstacles which were overcome in
therapy were understandable given clients’ experiences, their interpersonal struggles, feelings
of shame and guilt, low self-worth, and negative beliefs (Brown, Kallivayali, Mendelsohn &
Harvey, 2012; Lebowitz et al., 2003; Safran, Crocker, McMain, & Murray, 1990).

Furthermore, this meta-synthesis highlights that some clients did not feel it was
necessary to disclose their experience, at least in its entirety, to achieve a positive outcome
from therapy. Instead the therapeutic relationship and normalisation of experience that
occurred in therapy were seen to be more powerful mechanisms for change. This finding is
curious because it challenges the second stage of Herman’s (1992) recovery model by
suggesting clients do not feel disclosure and processing of trauma experience is central to
encouraging change. Not wishing to disclose experience appeared to be motivated by a
strategy of avoidance or detachment from the trauma which allowed clients to feel they could
retain control over difficult experiences (e.g., symptoms). Avoidance fits with PTSD
diagnostic criteria (e.g., APA, 2013) and is likely to reflect learning from historic difficult
experiences (Shamai & Levin-Megged, 2006).

There are various ways avoidance of disclosing may be understood,; firstly The
Perceptual Control Theory (Powers, 2005) argues individuals evaluate and compare an ideal
state with their current one and in doing so become motivated to reduce the difference
between them. This could explain why participants in early stages of therapy who want to
reduce their distress are motivated to act in ways to achieve this (e.g., avoid) in the short term
(Vincent, Jenkins, Larkin & Clohessy, 2013). Alternatively, Personal Construct Theory
(Kelly, 1955) would propose that clients experience ‘threat’ at times when evidence
contradicts or invalidates their current constructs (Bannister & Fransella, 1987). Conversely,
new constructs may evolve when clients experience, such as within therapy, provide new

evidence that helps them successfully predict and therefore manage their experiences



ADULT TRAUMA THERAPY EXPERIENCES 1-26

(Winter, 1992). Cognitive models (e.g., Joseph & Linley, 2004) would similarly argue that
evidence or new experiences encourage the accommodation or assimilation of appraisals. As
the meta-synthesis demonstrates, clients in therapy recognise a crucial mechanism for change
is through the processing of difficult experiences. Specifically, the development of more
positive self beliefs encouraged feelings of empowerment (Shearing, Lee & Clohessy, 2011)
and contrasted earlier despair.

Furthermore, change in therapy, and specifically ‘recovery’ from trauma was
conceptualised as a challenging journey, with benefits and drawbacks. It is important to be
aware of cultural influences that may have informed how ‘trauma’ and ‘recovery’ are
conceptualised, given this meta-synthesis reviewed papers across cultures (e.g., Middle-
Eastern, Native American and European). Nevertheless, conceiving ‘recovery’ as a challenge
was similar across papers and supports ‘recovery’ being a conceptualised as something that
cannot be rushed, but involves preparation, perseverance and action (Herman, 1992).
However, clients did not conceptualise their ‘recovery’ as ending with only positive
outcomes. Instead ‘recovery’ was seen to involve developing different and less distressing
relationship to experience, one’s view of the world, others, self and on-going symptoms
(Shearing, Lee & Clohessy, 2011).

Moreover, clients appeared to create something positive from their distress (Brown,
Kallivayali, Mendelsohn & Harvey, 2012; Shearing, Lee & Clohessy’s, 2011) such as post-
traumatic growth (PTG; Tedeschi & Calhoun, 2004) rather than reclaim their ‘former selves’
(Ehlers & Clark, 2000). PTG, a separate experience from recovery (Linley & Joseph, 2004),
could demonstrate the positive changes and enhanced development clients reported as
resulting from reflective meaning and recreated purpose following their adverse experience
(Garbarino & Bedard, 1996). Although PTG is not limited to those engaged in therapy, it

appeared to be reflected in the client experiences within this meta-synthesis.
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Clinical implications

Current international and trauma guidelines (e.g., NICE, 2005; The ISTSS Expert
Consensus Treatment Guidelines for Complex PTSD in Adults, Cloitre et al, 2012) outline
the essential components of interventions for complex trauma. These advocate for a phased
approach which encourages stabilisation and skill-building and aim to reduce symptoms and
improve overall functioning (e.g., self-regulation and strengthening resource; Courtois, Ford,
& Cloitre, 2009). The aims of guidance appear to be reflected in the experiences captured in
this meta-synthesis, specifically that clients reported that they developed feelings of safety
and felt better able to manage their distress. Moreover the importance of the therapeutic
alliance is also noted. For instance, UK NICE guidelines (p.18) state “professionals should
consider devoting several sessions to establishing a trusting therapeutic relationship and
emotional stabilization before addressing the traumatic event.”

Although the therapeutic relationship is highlighted as important, it is presented in
guidance as a component of therapy that should be given most attention to early on in therapy
rather than throughout. This does not fully capture the therapeutic relationship being a
cornerstone of therapy or, moreover, that the therapeutic relationship develops in relation to
changing experiences in therapy (Parker et al., 2008). In addition to trust and confidence
being strengthened by clinicians offering consistent, transparent information about therapy
and normalising likely feelings and symptoms that may come up during it (Dorahy et al.,
2013), clinicians should make sure clients have obvious and multiple opportunities to air
concerns throughout therapy.

Moreover, clinicians need to continue to hold in mind the reasons clients may struggle
to feel able to re-tell their experience (e.g., fear of losing control). Clinician’s need to
continue providing a safe, reliable, non-judgemental space that offers opportunities to share

difficult experiences while normalising avoidance as a means of managing distress. This may
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help clients share their concerns around disclosing their trauma experience while providing
an opportunity for trust to develop. Sharing trauma experience may also be encouraged
through visual or creative therapeutic methods which may feel safe and less exposing.
Clinicians also need to consider clients’ wellbeing and risk following disclosure given the
associated feelings of vulnerability.

Furthermore, clinicians should consider their expectations for change beyond
symptoms and consider ‘recovery’ as reported by clients (Parker, 2008). Although ‘recovery’
can infer that at some point an individual may completely overcome their difficulties (e.g., be
symptom free), clients appear to construct their ‘recovery’ as having no singular outcome and
where remembrance of trauma experiences and associated difficulties continue. Therefore
clinicians should privilege and be attuned to their clients’ conceptualisation of their own
recovery and use this as a motivator and measure of meaningful outcomes in therapy
(Courtois, Ford, & Cloitre, 2009). This is essential given that clients are lead agents in their
recovery journey (Asay & Lambert, 1999; Bohart & Tallman, 1999) and is imperative when
establishing a trusting therapeutic relationship that empowers.

It is also important to consider client resilience. Brown et al., (2012) recognised that
clinicians are challenged to find a balance between remaining focused on symptoms, which
can reinforce hopelessness, and embracing resilience too strongly, which can collude with a
client’s avoidance of painful experiences. These mechanisms appear pivotal to how clients
themselves struggle within therapy. Correspondingly, clinicians need to remain curious and
attentive when listening for a client’s strengths while also acknowledging their struggles.
This may also be a powerful vehicle for engagement while providing evidence for the

development of new beliefs, especially beliefs about self.
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Future research

Research considering the experience of clients who engage in talking therapies
following complex trauma is still limited and only recently a focus of exploration. Research
could develop to investigate the aspects raised in this meta-synthesis. For example, exploring
experiences of therapy at earlier stages may offer new and important insights into recovery
and engagement (Shearing, Lee & Clohessy, 2011). Given the importance of trust in the
therapeutic relationship, it may be a priority to investigate clients’ experiences of what helps
and hinders trust. It may be especially useful to sensitively investigate clients’ feelings
around disclosing, including those of vulnerability and need for control.

Future research may benefit from focused attention on the changing relationship
clients report having with others and themselves over the course of treatment. This might
provide useful information on how, and what, encourages clients to change or develop new
beliefs, which is fundamental to ‘recovery’ and support clinicians in developing a more in-
depth appreciation of trauma ‘recovery’ from a client perspective, (Parker et al., 2008).
Further to this, exploration of the specific impact of trauma on self-concepts is essential;
given the role self appraisals have in maintaining emotional difficulties following trauma and
importantly have in encouraging positive change.

Additionally, as undertaken by Gone (2013), exploration of client and staff
experiences of change and recovery would allow for a comparison of understanding during
the same therapy process. This may encourage the consideration of change as being beyond
the measures of symptom reduction towards recognition of the importance of an individual’s
view of change. It may also be valuable to consider the lasting effects of therapy on the
changes identified in this review, a follow up interview would aid evidence being collected in

support of ‘recovery’ from trauma being a journey.
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Conclusion

Entering a trauma informed therapy understandably creates ambivalent feelings for
clients who are being asked to move away from established mechanisms they use to manage
their trauma experience. Contrastingly, clients feel exposed when disclosing their trauma
experience as they fear losing control. Vitally, establishing a therapeutic relationship that
engenders trust provides needed containment for working through this and should be an
essential first step in therapy. Therapy was experienced as a vehicle to support clients in
reconnecting with their trauma experience, which allows them to develop new relationships
and understandings to their symptoms, others and, importantly, themselves. ‘Recovery’ was
conceptualised as having benefits and drawbacks including developing new beliefs.
Clinicians should therefore be attuned to how their clients conceptualise their own recovery

and considering trauma and self within their therapeutic work.
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Table 2. summary of CASP assessment of quality of articles

CRITICAL APPRAISAL Articles included in Meta-Synthesis

SKILLS PROGRAMME

(2011) Criteria J1 J2 J3 J4 J5 J6 J7 J8 J9
1. Clear aims of the

research? 2 2 2 2 2 2 2 2 2

2. Is a qualitative
methodology appropriate?

3. Was the research design

appropriate to address the 2 1 2 1 2 2 2 1 1
aims of the research?

4. Was the recruitment

strategy appropriate to the 1 1 2 1 2 2 2 2 2
aims of the research?

5. Were the data collected in
a way that addressed the
research issue?

6. Has relationship between
researcher and participants
been adequately
considered?

N
N
N
N
N
N
N
N
N

7. Have ethical issues been
taken into consideration?

[ERY
N
N
N
N
o
=
o
o

8. Was the data analysis
sufficiently rigorous?

9. Is there a clear statement
of findings?

10. How valuable is the
research?

Total 16 17 18 14 18 17 19 19 14
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Table 3. Summary of themes from this meta-synthesis

1-45

Main theme Sub-theme Studies supporting theme
Theme 1 Accepting change is needed 1,2,3,4,56,7,9
Detached to survive:
engaging through despair Embracing vulnerability 2,3,4,6,7,8,9
Letting go and sharing: 1,3,4,56,7,9
reducing avoidance
Connecting through the 1,2, 57,89
therapeutic relationship
Theme 2
A new relationship to self 2,3,4,5 7,9
Therapy as incongruent to and others
instincts
An ongoing journey of gains
and losses 2,3,4,58,9
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Process of identifying articles for meta-synthesis

4 Initial searches: 1,582 articles
identified including replications

32 articles reviewed after replications
were removed

1,550 articles reviewed with regards
to the inclusion criteria

4 articles discounted
as considered therapist
experience of trauma
therapy

5 articles discounted if

considered experience

of specific trauma but
not treatment

80 articles discounted
as were not peer
reviewed journal
articles e.g. thesis

14 articles discounted
as did not evidence
themes with the use of
quotations

8 article discounted as

experience were not of

talking therapies (e.g.
music, drama)

163 articles
discounted as used
quantitative measures

3 articles discounted
as were not written in
the English Language

2 articles discounted
as trauma and
treatment work related
(Veterans)

4 articles discounted

43 articles discounted

1,216 articles

discounted as
theoretical or
prevalence studies

as were child focused ||
theoretical articles

as single trauma (e.g. |
London Bombings)

8 articles confirmed to meet the
inclusion criteria

1 article confirmed to meet inclusion
criteria found by reviewing references

9 articles in total confirmed as
appropriate for this review.
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Appendices:

Appendix 1-C: Author guidance for journal
Psychological Trauma: Theory, Research, Practice, and Policy

http://www.apa.org/pubs/authors/manuscript-check.aspx

Manuscripts for Psychological Trauma: Theory, Research, Practice, and Policy can vary in length, but may
not exceed 25 double-spaced manuscript pages (including title page, abstract, manuscript body, references, and
tables/figures.) Manuscripts that exceed this length may be returned without review. Authors do have the option
of electronically archiving supplemental material, such as tables and figures, in order to assist them in keeping
their articles to the required length. (See below.)

While Psychological Trauma primarily publishes original empirical studies, we are also open to reviewing high
quality literature reviews and clinical, qualitative, theoretical and policy articles.

Manuscript Preparation

Prepare manuscripts according to the Publication Manual of the American Psychological Association_(6"
edition). Manuscripts may be copyedited for bias-free language (see Chapter 3 of the Publication Manual).

Review APA's Checklist for Manuscript Submission before submitting your article.

Double-space all copy. Other formatting instructions, as well as instructions on preparing tables, figures,
references, metrics, and abstracts, appear in the Manual.

If your manuscript was mask reviewed, please ensure that the final version for production includes a byline and
full author note for typesetting.

Below are additional instructions regarding the preparation of tables.

Tables

Use Word's Insert Table function when you create tables. Using spaces or tabs in your table will create problems
when the table is typeset and may result in errors.

Submitting Supplemental Materials

APA can place supplemental materials online, available via the published article in the PsycARTICLES®
database. Please see Supplementing Your Article With Online Material for more details.

Abstract and Keywords

All manuscripts must include an abstract containing a maximum of 260 words typed on a separate page. After the
abstract, please supply up to five keywords or brief phrases.

References

List references in alphabetical order. Each listed reference should be cited in text, and each text citation should
be listed in the References section.

Examples of basic reference formats:

e Journal Article:
Hughes, G., Desantis, A., & Waszak, F. (2013). Mechanisms of intentional binding and sensory
attenuation: The role of temporal prediction, temporal control, identity prediction, and motor prediction.
Psychological Bulletin, 139, 133-151. http://dx.doi.org/10.1037/a0028566


http://www.apa.org/pubs/authors/manuscript-check.aspx
http://www.apa.org/pubs/books/4200066.aspx
http://www.apa.org/pubs/books/4200066.aspx
http://www.apa.org/pubs/authors/manuscript-check.aspx
http://www.apa.org/pubs/authors/supp-material.aspx
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e Authored Book:
Rogers, T. T., & McClelland, J. L. (2004). Semantic cognition: A parallel distributed processing
approach. Cambridge, MA: MIT Press.

e Chapter in an Edited Book:
Gill, M. J., & Sypher, B. D. (2009). Workplace incivility and organizational trust. In P. Lutgen-Sandvik &
B. D. Sypher (Eds.), Destructive organizational communication: Processes, consequences, and
constructive ways of organizing (pp. 53—73). New York, NY: Taylor & Francis.

Figures

Graphics files are welcome if supplied as Tiff or EPS files. Multipanel figures (i.e., figures with parts labeled a, b,
¢, d, etc.) should be assembled into one file.

The minimum line weight for line art is 0.5 point for optimal printing.

For more information about acceptable resolutions, fonts, sizing, and other figure issues, please see the general
guidelines.

When possible, please place symbol legends below the figure instead of to the side.

APA offers authors the option to publish their figures online in color without the costs associated with print
publication of color figures.

For authors who prefer their figures to be published in color both in print and online, original color figures can be
printed in color at the editor's and publisher's discretion provided the author agrees to pay:

e $900 for one figure
An additional $600 for the second figure
An additional $450 for each subsequent figure

Permissions

Authors of accepted papers must obtain and provide to the editor on final acceptance all necessary permissions
to reproduce in print and electronic form any copyrighted work, including test materials (or portions thereof),
photographs, and other graphic images (including those used as stimuli in experiments).

On advice of counsel, APA may decline to publish any image whose copyright status is unknown.

e Download Permissions Alert Form (PDF, 13KB)

Publication Policies

APA policy prohibits an author from submitting the same manuscript for concurrent consideration by two or more
publications.

See also APA Journals® Internet Posting Guidelines.

APA requires authors to reveal any possible conflict of interest in the conduct and reporting of research (e.g.,
financial interests in a test or procedure, funding by pharmaceutical companies for drug research).

e Download Disclosure of Interests Form (PDF, 38KB)

Authors of accepted manuscripts are required to transfer the copyright to APA.

e For manuscripts not funded by the Wellcome Trust or the Research Councils UK
Publication Rights (Copyright Transfer) Form (PDF, 83KB)

e For manuscripts funded by the Wellcome Trust or the Research Councils UK
Wellcome Trust or Research Councils UK Publication Rights Form (PDF, 34KB)



http://art.cadmus.com/da/guidelines.jsp
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http://www.apa.org/pubs/authors/permissions-alert.pdf
http://www.apa.org/pubs/authors/posting.aspx
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http://www.apa.org/pubs/authors/publication-rights-form.pdf
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Ethical Principles

It is a violation of APA Ethical Principles to publish "as original data, data that have been previously published"
(Standard 8.13).

In addition, APA Ethical Principles specify that "after research results are published, psychologists do not
withhold the data on which their conclusions are based from other competent professionals who seek to verify the
substantive claims through reanalysis and who intend to use such data only for that purpose, provided that the
confidentiality of the participants can be protected and unless legal rights concerning proprietary data preclude
their release" (Standard 8.14).

APA expects authors to adhere to these standards. Specifically, APA expects authors to have their data available
throughout the editorial review process and for at least 5 years after the date of publication.

Authors are required to state in writing that they have complied with APA ethical standards in the treatment of
their sample, human or animal, or to describe the details of treatment.

e Download Certification of Compliance With APA Ethical Principles Form (PDF, 26KB)

The APA Ethics Office provides the full Ethical Principles of Psychologists and Code of Conduct electronically on
its website in HTML, PDF, and Word format. You may also request a copy by emailing or calling the APA Ethics
Office (202-336-5930). You may also read "Ethical Principles," December 1992, American Psychologist, Vol.
47, pp. 1597-1611.
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Appendix 1-B: Extract from beginning stage of synthesis
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Appendix 1-C : Extract of working up early theme about therapeutic relationship including
supporting quotes and aspects of contradiction

Theme considering role of therapeutic relationships (Colour indicates paper of origin)
Therapist’s as an expert

Participants understood their therapists to be trained and experienced, and this facilitated “trust in the therapist’s professional
expertise”, which appeared to aid engagement.

P5: He [therapist] deals with these people who have problems so he tells you like that. He can't just tell you from nowhere to do
things, so it must have a result. [. . .] / used to force myself to do it just because | feel that it’s going to help me.

P1, P4, P5 and P7 reported that their therapist discussed a PTSD diagnosis with them. Some described that this increased
their confidence in the therapists’ abilities to identify and treat their difficulties:

P7: With this diagnosis they can lead me to the way | can deal with this illness.

Wholehearted trust

All participants spoke about the importance of their relationship with their therapist, describing how experiencing trust, and
safety within this relationship encouraged their engagement in reliving.

Charlie: ‘I think having the support from [therapist] was a big help, cos | trusted her. And | believed if she told me that it was
gonna help, cos there was a small part of me that thought this was never gonna help, but then | did, | trusted her so that was a
massive thing for me’.

Participants spoke about trusting the therapist's competence, openness and honesty, and the importance of taking time to build
a relationship prior to completing reliving

BUT...... Concerns about safety also led one participant to try to regain power by limiting the amount of information revealed to
others, and by refraining from maintaining friendships altogether. Several participants (n _ 10), however, described continuing
struggles with their perception of safety, primarily through a continuing lack of trust in others or a general feeling that the world
is an unsafe place. As one participant noted, ‘I feel extremely vulnerable and powerless in the world. | see people as vicious.”

Genuine empathy and validation

In addition to trusting the therapist’s professional expertise, the participants also spoke about perceiving their therapists to be
genuinely concerned for them, over and above their job. This was demonstrated through practical help, attentive listening, and
signs of empathy, and it was perceived to facilitate the participants’ engagement in therapy:

Many participants recalled feeling abnormal and ashamed due to their problems and valued having their normality reaffirmed by
their therapists. Participants recounted how therapists affirmed their normality by listening with respectful understanding,
providing reassurance, telling them about other people who had similar experiences, and by providing information about PTSD

P1: So as the time goes she, you know, | could say anything to her without getting, you know, without even minding about it,
but if she had, if she has not won my love, some of the things, it’s not easy to talk about it, you know. So that’s the way, you
know, she made me feel that surely she’s a good, she’s a good person, she’s a friend, she’s concerned with my life.

BUT.....Mrs. R. illustrates this duality:....something beyond being heard,,,,

| did not like to come to the therapeutic sessions, though I liked Mrs. H. [the therapist] very much. She was a clever woman,
she listened to me, she accepted me, but | needed something else. | felt that | needed to be loaded, | felt lifeless. | needed to
be loaded with some vitality and she didn’t provide it . . . however, | respected her very much and liked to talk with her, but |
didn’t feel a real closeness. | loved the way she dressed up.

Exchanging experiences with the other group members was reported as being particularly significant by these participants. It
resulted in a normalization of their experiences, a feeling of being competent, and the validation of their own experiences.

For many participants, WRAP represented the first time they had a chance to share their experiences with others. Participants
reported that talking, working, and just being with other survivors in WRAP was helpful. Participants stressed how liberating it
was to have their story heard without being judged. As one woman put it: Um . . . | guess the fact that you’re not alone in your
struggle. WRAP taught me that. How other people have been through traumatic experiences and everyone has to deal with
them differently but | felt part of the group because no one was judging me, no one was condemning me or looking at
you like you were dirty or shameful. It just made me feel connected to the other women.
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Appendix 1-D. Table example of grouping and working up overarching themes

Overarching

Supporting

theme(s) from

Quote from original paper

Original paper’s

theme g author
original papers
‘I’d got to a point that I was so desperate for
. something to work, or to feel better in some way, .
e Overcoming . , Shearing, Lee &
ambivalence that, you know, they could have said well we’ll try Clohessy (2011)
burning joss sticks and chanting for half an hour y
and | probably would have had a go’.
e Breakin At first | thought [leisure] was ridiculous, as | did
9 the art part of it. But | could see the reasons why. Parker, Fourt,
Trauma Based - | . di : ; . |
Patterns Because it was a release, it was a distraction. It’s Langmuir, Dalton
. okay to laugh; it’s okay to have fun. You know, not & Classen (2008)
¢ Doing therapy . 7 o
always being accomplishing something.
e Stayingwhere  Up ‘til now I don’t know if it’s helpful hundred
you are versus  percent or not because | do sometime cancel the
engaging in appointment with her [therapist]. Just | had a Vincent, Jenkins,
. therapy strongly feeling to, to stop come here and sometime  Larkin & Clohessy
Aﬁcept"_]g e Experiences I feel like and sometime I ring her and say “can I (2013)
¢ ané;e d'_S impeding make appointment with you?”. So it’s like levels of
neeaed. engagement in  feeling and I don’t know for how long I will see
ambivalence
therapy her.

Dreading and
Hoping-

Preparing for
participation

Initially, I dreaded the group, because | know I am
not a verbal person, really. (. . .) Maybe because I
am so anxious and a bit scared of talking; it takes
some time for me to formulate everything the way |
want, so [ don’t see it as my strength. So I dreaded
beginning to speak in front of a group.

Stige, Rosenvinge
& Traeen (2013)

Therapy as a
reproduction of
the trauma and
its aftermath
The fight to
keep the
therapist as a
split object

| felt very safe in therapy; she [referring to the
therapist] was there with me. She really cared . . .
but there were things, like this event when | was
raped that I didn’t tell her. Maybe if I had talked
about it during the years it would be easier . . . so,
the therapy eased my discomfort feelings and that
was enough. I did not touch the depths of my soul,
and I don’t think that it was necessary to do so.

Shamai & Levin-
Megged (2006)

Readiness and
despair

Understanding
the healing
journey as part
of recovery

I sat down one day and went, OK, um . . . 'm in,
I’m the reason that this abuse is happening, I’'m
part of the program, I’m part of the equation, |
can’t keep saying it’s the people that I’'m picking,
it’s the people that are in my life. No, I’'m picking
these people for a reason, but I don’t know what
that reason is.

Parker, Fourt,
Langmuir, Dalton
& Classen (2008)

Becoming
ready for
relieving

I think if T hadn’t been in such a good position in
my life in generally, I don’t think I would’ve had
the effort or the determination or the energy to kind
of do it, or the support’.

Shearing, Lee &
Clohessy (2011)

Experiences
encouraging
engagement in
therapy

P2: 1 was really getting at the end of my rope. |
was, | was tired of, sort of, like fighting to be alive
[. . .] 1 was really, really close to just ending
everything

Vincent, Jenkins,
Larkin & Clohessy
(2013)

Dreading and
Hoping-

Preparing for
participation

Now | was receptive! | had identified myself with
having problems. | had understood that it is not the
German measles. It doesn’t help to eat painkillers. I
was receptive to getting help. Earlier, when | lived
like a machine, | wasn’t receptive at all. That is the
difference

Stige, Rosenvinge
& Traeen (2013)
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Abstract

Given associations between self-esteem, emotional difficulties, relational issues and
trauma, this study explored how children and young people think about themselves following
traumatic experience. Personal construct methodology, namely, a pictorial self
characterisation was used to encourage creative and developmentally appropriate exploration
of how seven children and young people (9-15 years) construe self. Individual constructs
were identified through the use of self-characterisation analysis guidance, where reviewed
transcripts later informed a thematic analysis. Four overarching themes were generated: The
Inferior, The Misfortunate, The Protective and The Enhanced selves. Findings were
considered in relation to relevant research and theory. Clinical implications include
consideration of importance of exploring different parts of self from a child or young

person’s perspective.
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Exploration of How Children and Young People Self-construe Following a Traumatic
Experience Understanding Trauma

Trauma experience has important consequences for informing a child or young
person’s “‘cognitive and emotional orientation to the world” (Finkelhor & Browne, 1985,
p.531) such as difficulties identifying, expressing and regulating emotions and struggles to
sustain attention which can contribute to weaknesses in cognitive abilities (Cook, et al. 2005).
Trauma can impact on an individual’s ability to build and maintain relationships (e.g., Hill &
Safran, 1994). Moreover, a child’s world view and sense of self is affected, where feelings of
shame, guilt and low self-worth are common and where the world is experienced as being
unsafe (Herman, 1992).

Various definitions of trauma have been proposed (e.g. Greeson et al., 2011). This
research adopts a broad definition which is widely used in the trauma literature (e.g. Silberg,
2012) and is in line with evidence that emphasises the importance of subjective experience
(e.g. Agar, Kennedy, & King, 2006). Trauma is defined as a “unique experience of an event
or enduring conditions in which the individual’s ability to integrate his/her (emotional)
experience is overwhelmed and the individual experiences (either objectively or subjectively)
a threat to his/her life, overall integrity or that of a caregiver or family member” (Pearlman &
Saakvitne (1995, p.60).

Trauma can result from a range of disparate ‘traumatic’ experiences including one-off
events such as car accidents and violent crimes and include multiple stressors such as chronic
poverty, war, abuse, the loss of a loved one or a natural disaster (Janoff-Bulman, 1992).
Trauma may also be understood to relate to experiences of bullying, family breakdown,
witnessing others under the influence of drugs or alcohol and through implications of illness

(e.g. separation from attachment figures; van der Kolk, 1988).
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Historically conceptualisations of trauma have been derived from adult experiences
and cannot be meaningfully generalised to children and young people (Alisic, Jongmans,
Wesel, & Kleber, 2010). A child’s limited life experience, developmental abilities and
resources to independently cope with difficult experiences are reflected in how they present
differently to adults following trauma. Children often express distress following trauma
through disorganised behaviour or re-enacting trauma through play and are unable to detach
themselves from distress as an adult might (Ronen, 1996). Correspondingly, the new
Diagnostic Statistical Manual (DSM-5) introduced a trauma category specific to children
under six to reflect key differences described above (APA, 2013).

Self-Construing

Importantly, how a child or young person responds to a trauma experience in relation
to their self-image (how they think about themselves) or self-esteem (how they evaluate and
feel about themselves; Butler & Green, 1998) is strongly related to development (e.g. Evans,
Brody, & Noam, 2001). Through continuous experience the way a child self-construes
changes and typically gains in complexity (Salmon & Bryant, 2002). Given the changing
nature of construing, it is not surprising that research has focused on developmental
differences, such as exploring the role of language acquisition between adolescents, who are
found to use more abstract constructs of self, in comparison to younger children who are
more concrete (Evans, Brody, & Noam, 2001).

Self-construing is vital in a child or young person’s social and emotional growth
(Kagen, Moore, & Bredekamp, 1995) as low self-worth is indicative of depression, adult
mental health difficulties and relational issues (Evans, 1994). Conversely, construing self
positively is related to resilience and could support an individual in managing difficult

situations (Elmer, 2001). Showers (1992) asserted that holding positive self-concepts is
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associated with wellbeing when he found students who reported active positive self-concepts
scored higher on self-esteem measures and lower of depression scales.

Nevertheless, child trauma models have neglected subjective experience, and instead
have prioritised explanations for factors associated with post-traumatic reactions generated
from quantitative investigation (e.g. La Greca, Silverman, Vernberg, & Prinstein, 1996). Few
studies have explored self-construing in traumatised children. Goins, Winter, Sundin, Patient,
& Aslan (2012), for example, explored self-constructs in child soldiers who had being
forcibly conscripted. Using quantitative analysis they found, compared to children who had
not entered combat, child soldiers construed themselves in more positive ways (e.g., | am
good). Goins et al. explained this within a context of specific social and cultural processes
while also reporting that children renounced responsibility for their crimes given they did not
participate of their free will. Additionally, ljaz and Mahmood (2012) reported a case of an
adolescent runaway who had been rejected by his parents. Through quantitative analysis they
found this young person construed himself positively, as being distant from others, and as
being independent. The specific nature and cultural context of both papers makes it hard to
translate the findings to children in the UK although it indicates that children may construe
self in unexpected ways.

Furthermore, research looking at self-construing in adults has focused on victims of
childhood sexual abuse. Participants within such research have been found to construe
themselves as being different from others, while holding limited constructs relating to
emotional experience (Bhandari, Winter, Messer, & Metcalfe, 2011; Harter, Erbes, & Hart,
2004). This limited empirical evidence means models explaining the relationship between
trauma experience and self remains restricted largely to empirical evidence from adult
populations (e.g. Ehlers & Clark, 2000) or those specific to children are often generated

based on clinical experience (e.g. Herman, 1992).
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Theory of Personal Construct Psychology
This research draws on the theory of Personal Construct Psychology (PCP). PCP provides a
theoretical framework which describes how an individual constructs personal meaning from
their experience (Gergen, 2011) which includes self-constructs. Kelly argued constructs are
dichotomous. Supporting research has compared methods of eliciting constructs and found
consistently that constructs hold contrasting or negatively correlated pole ends (Epting,

Suchman & Nickeson, 1971; Walker & Winter, 2007).

The dichotomy of constructs is argued to allow for personal meaning (Adams-
Webber, 1979). Through lived experience a child continues to evaluate and modify their
construct (e.g. ‘good—bad’). Indeed, appraising experience is central in other theories (e.g.
cognitive) and supported by empirical evidence (e.g. Agar, Kennedy, & King, 2006). Evans,
Ehlers, Mezey and Clark (2007) found youth offenders were more likely to have significant
PTSD symptomology if they held negative appraisals about the likelihood of danger when
compared to high measures of objective threat.

Constructs are argued to be organised within a complex hierarchical structure (Harter,
1999) according to how accessible they are (e.qg., ability to bring it to mind or express it). The
less available (superordinate) constructs tend to be core, more resistant to change and stable
over time, whereas the more accessible (subordinate) constructs are more adaptive (Butler,
2006). Neimeyer, Anderson and Stockton (2010) provided support for a hierarchical
construal system by investigating students’ constructs. Laddering (Hickle, 1965) questions
were used to explore meaning and are assumed to tap into superordinate constructs. Through
interviewing 103 students, Neimeyer et al. analysed the structure and content of interviews.
They reported students elicited superordinate constructs as constructs that reflected purpose
and core meaning which was distinct from other elicited constructs that were more adaptive

(subordinate).
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More specifically, there are adult PCP models relating to trauma and self. Sewell
(2005; 2003) believed that traumatic events fail to be anticipated under a person’s current
construct system. When a trauma occurs this invalidates or conflicts their view of the world.
Given the person does not have an alternative way of making sense of their experience this
creates feelings of ‘threat’ (Janoff-Bulman, 1992). Trauma related constructs are therefore
simplistic, negative, ‘under-elaborated’ (lack richness) and remain detached from established
constructs an individual may draw upon in other contexts or relationships (Sewell, 1996). In
contrast Sermpezis and Winter (2009) proposed that adults who experience trauma construe
in ways that are instead rich meaning trauma related constructs are superordinate and form a
reference point within a person’s autobiography which has a wide reaching impact on the
way someone sees themselves (e.g., | am worthless), others (e.g., are untrustworthy) and the
world (e.g., is unsafe).

Therefore, in recognition of the limited research on self construing and trauma in
children and young people, and in consideration of the potential impact of a traumatic
experience, this qualitative study recognises the value of exploring self from a child or young
person’s perspective. This can provide valuable insight which may illustrate differences
between how children construe self compared to adults who also have experienced trauma
(e.g. Goins et al, 2012). Moreover, such understanding could help develop practice to meet
the specific needs of children and young people. Therefore the current study aimed to explore
how children and young people think about themselves (self-construe) following a traumatic

experience.
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Methodology
Design
A qualitative research design was adopted where children and young people (8-16
years) were invited to an interview where they would complete and then discuss a pictorial
self-characterisation sketch (Bell & Bell, 2008).

Recruitment

Participants of 8-16 years were recruited; the age range reflected a minimum and
maximum age that was necessary to complete aspects of inclusion criteria (e.g. Trauma
Symptoms Checklist- Alternate, TSSC-A) while also assuring all participants were able to
engage in a creative interview process which included verbally and non-verbally elaborating
on content.

Participants were recruited from clinical sites within NHS services in the north of
England: four teams within a Child and Adolescent Mental Health Service (CAMHS) and
two teams in a Children’s Psychological Service. These services were identified as Tier 3
services that support children and young people who have experienced a trauma, as
recommended by UK national guidance (NICE, 2005). Ethical approval was granted from the
North West REC and two NHS Trusts Research and Development departments (see ethics
section).

Participants were initially identified by clinicians in accordance with guidance set out
in clinician information packs (ethics section). In order to identify children who had
experienced trauma but had not necessarily been diagnosed with PTSD, clinicians were asked
to apply a broad definition of trauma (Pearlman & Saakvitne, 1995). Additionally the entire

TSCC-A was administered to screen for a trauma presentation according to objective criteria.
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TSCC-A

The TSCC-A (Briere, 1996) is a self-report measure of posttraumatic stress and
related psychological difficulties for children ages 8-16 years. It has five clinical subscales
(anxiety, depression, post-traumatic stress, dissociation and anger; Feindler, Rathus, & Silver,
2003). The TSCC-A is commonly used in services and research for a range of traumatic
experiences where normative scores, good internal consistency and validity have been
reported using diverse clinical and non-clinical samples (e.g. Elliot & Briere, 1994; Lanktree
& Briere, 1995).

The TSCC-A involves rating 44 items on a four point Likert scale from 0 (never), to 3
(almost all the time) which results in a total raw score for each subscale. The post-traumatic
stress (PTS) subscale raw score ranges from 0-30, where a higher scores indicates greater
posttraumatic distress. T scores can only be derived for each subscale, where a T score of 60
or above indicates a ‘sub-clinically trauma presentation’ and scores of 65 or above indicate a
‘clinically significant symptomology’ (Briere, 1996). Given the PTS subscale is the only
subscale that reflects criteria specific to a posttraumatic presentation (e.g. scary ideas pop into
my head) rather than related distress (e.g. worrying about things) the researcher was
interested in the PTS subscale T score.

Inclusion and Exclusion Criteria

The TSCC-A allowed the researcher and clinicians a way of identifying trauma, using
a common language. Moreover, it distinguished children and young people with moderate
levels of distress from those reporting highly symptomatic presentations. Given this study
was a new venture, the TSCC-A was used as an added precaution, so participants were only
invited to take part if they obtained a PTS subscale T score of 80 or below. A lower limit PTS
score was not applied as an exclusion criterion as individuals can appear stable and not

symptomatic at one time then may present with extreme levels of distress following a
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triggering experience (Briere, 1996). Therefore children and young people who had a known
traumatic history (identified by clinicians and latterly by parents/participants) were invited to
take part even if they were not symptomatic at the time of completing the TSSC-A.

Additionally, participants had to have attended three or more clinical appointments
suggesting established engagement with a clinician beyond a standard assessment. This
allowed for a named clinician to be identified on the expression of interest form (see ethics
section) so that there was a clear path for managing risk issues. Moreover, this supported
clinicians making a professional judgment to ensure participants were safe to take part.

Potential participants were excluded if they did not speak English, given the need for
verbal elaboration. Participants not in a ‘stable environment’ i.e. as defined as being ‘cared
for’, not in a long term placement, not attending mainstream school, or for whom
safeguarding issues were active, were also excluded. These parameters were used to minimise
the potential risk to those taking part.

Procedure

Following inclusion criteria being met, the clinician provided a recruitment pack (see
ethics section). This pack included a letter to the parent/guardian(s), a parent information
sheet (PISa), a child/young person information sheet (PISb), an expression of interest form
(EIS) and a stamped addressed envelope. On behalf of their child, parent/guardian(s) were
asked to return the fully completed EIS (including contact details, a named clinician and PTS
T score).

Once in receipt of an EIS, the researcher contacted the parent/guardian(s) on behalf of
the child to answer questions and arrange an interview. Consent from both the child and
parent(s) were recorded separately (see ethics section) before the interview. Confidentiality
was stated on information sheets and before the interview. The interview was digitally audio-

recorded to allow the researcher to fully attend to the child’s needs.
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Participants

An EIS was completed and returned by 10 participants, however only seven remained
eligible to take part and were interviewed (see Table 1). Participant pseudonyms, age and
trauma related information shared during taking part is provided in Table 2 which notes six
participants were female aged 14-15. Six participants had ‘clinically significant
presentations’ according to their TSCC-A PTS subscale score, scores ranged from 47-78. The

seventh child was included in line with inclusion criteria.

Insert Table 1.

Insert Table 2.

Interview Procedure

A 60 minute interview involved the young person being invited to draw a pictorial
self-characterisation (Bell & Bell, 2008). This adapted developmentally appropriate PCP
technique is designed to support an individual articulating self-constructs (Marsh et al., 2002)
while using both verbal and visual methods (Fantuzzo et al., 1996). Visual methods supported
those accessing the interview, given delays in developmental milestones, including
expressive and receptive language, are associated with trauma (Blaustein et al., 2007).

Moreover, this creative way of exploring self is found to encourage spontaneous undirected
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expression while supporting the safe exploration of difficult emotive constructs which may be
in a ‘lower level of awareness’ (Ravenette, 1977).

The primary instructions were:

“We are here to see how you think about yourself. Although one of the reasons you
have been asked is because something scary or worrying may have happened, | will not be
asking you to tell me about this. Instead | am going to start by asking you to draw me a
picture(s). Just think about yourself and draw a picture. When you are done we can spend
some time talking about what you drew”.

Following the completion of the drawing the researcher asked the young person
“could you tell me about your drawing?”” In relation to the response, constructs or phrases
verbalised by the young person would be noted down and key aspects were repeated back
(e.g., I am different). Then the young person would be asked which constructs they wanted to
talk about first. The researcher encouraged the sharing and elaboration of constructs by using
laddering questions (Hickle, 1965) which explore core meanings (e.g., is ‘being different
important?’) and pyramiding questions (Landfield, 1971) which explore descriptions of self
or actions (e.g., ‘how do you know someone is ‘being different?). Also to elicit both pole
ends of a construct, young people were asked additional questions (e.g., “if you weren’t
different what would you be?).

It is important to note one young person chose not to complete a pictorial self-
characterisation. However, this interview was still conducted. The participant, although
encouraged to engage in the entire process, way keen to engage in the verbal elaboration of
constructs in keeping with the methodology used with other young people.

At the end of the interview the young person was asked how they had found the

process and if they wanted to share any information with their parent(s) or clinician. As a
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means of supporting emotional regulation before leaving the interview a fun activity (e.g.,
board game) was offered.

Data analysis

For the purpose of this research, the following operational definition of construct was
applied; “a means whereby a child verbally makes discriminations about the world in relation
to self and others” (Robinson, 2012, p.45), such as I am “worthless” but others are “perfect”.

Self characterisation guidance

Having transcribed interviews the researcher individually analysed each transcript
with reference to self characterisation guidelines (Bell & Bell, 2008; Kelly, 1955). This
guidance is used to identify constructs, record process and identify important context. A table
was created for each participant (Tables 3-9) to capture; (a) observations of what was drawn,
(b) constructs first elaborated, (c) sequence and transitions between constructs, (d) ‘core’ and
repeated constructs and (e) details of the context of construing (f) details shared about trauma
experience. The researcher then went through a process of identifying similarities and
differences across the 6 areas of self characterisation analysis and summarized this in a table
(see Appendix 2-J). This processes allowed the researcher to become familiar with the data
while identifying areas of importance and commonality.

Identifying individual constructs

The researcher then went back to each transcript to identify emergent constructs
(constructs mentioned first e.g. secretive) and contrasting constructs (elicited as opposite to
the emergent construct e.g. open). Where possible a preferred position (P) within the
construct was noted (e.g. secretive-----open (P)). This information was collated into

individual tables (see Appendix 2B-2H).

Insert Table’s 3-9.
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Generating themes

Thematic analysis (Braun & Clarke, 2006) was identified as the most appropriate
method of analysis given its flexibility which allowed for a rich account of how young people
think about themselves while complementing the PCP methodology and constructivist
position that individuals “create rather than discover constructions of reality” (Ruskin, 2002,
p.2).

Through reading and re-reading transcripts, codes (relating to individual constructs)
were noted on individuals transcripts which started a process of identifying aspects of interest
(for example, Appendix 2-1). Following this, initial constructs and associated codes from
individual transcripts where grouped in tables in juxtaposition. To ensure that the individual
context was not lost in this process, the participants’ names were also included. Through a
process of organizing these constructs and codes the researcher began to identify aspects of
commonality which later formed subthemes and overarching themes (also see Appendices
2K-2N).

Evidence to support emerging themes was gathered including the researcher
reviewing the self characterisation analysis summary table (Appendix, 2-J). This assured
themes reflected all identified areas of importance to the research question. Furthermore a
process of checking and reviewing themes within individual transcripts and then across
transcripts took place. Following a continual process of naming and renaming themes, clear,
comprehensive and representative names were given to each theme, where subthemes
demonstrate diversity and complexity within themes.

Reflexive Position

Keeping a reflective diary promoted the researcher to consider their own biases (e.g.,
clinical experiences) which informed how the study was developed, conducted and reported.

Through sharing reflections during regular discussions with their supervisors, the researcher
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increased transparency in the analysis including comparing independently formed initial
codes made across transcripts (see example, Appendix 2-0).

Discussing potential interpretations supported the development of a richer
understanding of the data’s meaning (Tracy, 2010). Consequently, the researcher adapted an
earlier theme ‘not wanting to be a bad person’. Following discussions with supervisors, about
the commonality of this interpretation across participants, the researcher developed themes to
reflect the entire data set. At these times, the researcher shared the analysis process (e.g.,
Appendices 2K-2N) which lead to discussions, for example, that participants described
demonstrating ‘not wanting to be seen as being bad’ which could also be interpreted as being
about how participants established positive ways of relating. This was later conceptualised
within the subtheme ‘seeking caring roles’. Through this dynamic process of discussing
themes, there was final agreement that the themes reported reflected the data.

Findings

Although findings report commonalities across participants, it is important to hold in
mind “the traumatic syndrome, despite its many constant features, is not the same for
everyone” (Herman, 1992, p.58). Four overarching themes were derived from the data: The
Inferior Self, The Misfortunate Self, The Protective Self and The Enhanced Self. Figure 1
diagrammatically represents how the 4 overarching themes, 10 subthemes and individual
constructs were organised. Overarching themes reflect similarities across participants

constructs. Quotations are used to provide individual context and evidence for themes.

Insert Figure 1.
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Theme 1: The Inferior Self

Predominantly, young people construed themselves as different from others. Although
PCP methodology lends itself to these explicit comparison, it appeared an established way by
which the young people conceptualised themselves, while struggling to do so in a positive
light. This construing of difference was often context specific and involved comparison of
physical attributes, abilities, social acceptance, and confidence. Most importantly, having
experienced a traumatic event, the young people construed themselves as less worthy and
unable to connect with peers.

Difference in worth: “never been special”

While comparing self to others who were conceptualised as ‘normal’ and ‘happy’, all
young people expressed (emergent) negative self-constructs and a strong sense of
worthlessness. 1zzy illustrated how social comparison informed her construal system when
describing her self-characterisation:

“...my character is sort of different in a way...and like, the eye is to represent how [
see myself compared to people and...like people being smarter than me and you know,
people being closer and not feeling like I am as good as everyone else.”

Vitally, all but Alice, conceptualised these differences as reflecting their inferiority to
others; Izzy conceptualised herself as “not good enough”, Tom construed himself as having
“never been special” and as being “just a piece of junk”. Emily reflected her low self-worth
in relation to her self-characterisation, where she felt it was not important to try and capture
her likeness. Additionally, Yazmin wondered whether her experience of being abused
demonstrated her worthlessness when she construed herself as “worth being used”. Vitally,
construing such interactions with others formed and maintained feelings of worthlessness.

Interestingly, for 1zzy, her low self-worth meant that when someone was “nice” she

experienced this as “they are lying to me... they know it is false, they are just laughing at
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me”. Additionally, Yazmin construed “I would not say | am nice” and Emily reported “I
don’t see myself as someone who is, people would be like ‘oh look at her, isn’t she amazing”.
Conceptualising self positively was unrepresented in the constructs of the young people.

Unconfident: “scared what people will say”

The young people were influenced by significant worry that their feelings of
inferiority would be reflected in the judgements of others, and were therefore “scared about
what people will say” (Maggie). Beyond feeling unaccepted by peers, the protective strategy
of remaining distant from others was construed, Alice spoke of “staying under the radar” at
school and Emily kept herself “invisible”.

Interestingly, Emily, Alice, Izzy and Scarlett, construed “popular” peers and ‘ideal
self” as having the “confidence” to “not care what others thought” (Izzy). This contrasted
their current self which was construed as “self-conscious” (I1zzy), “isn’t very confident”
(Scarlett), “not strong enough” (Yazmin) and “don 't have enough confidence” (Emily).
Understandably, “confidence” and “no longer caring what others thought” were preferred
given this was associated with freedom from worry.

For some young people, confidence was experienced in situations with close
supportive friends (e.g., Maggie, Scarlett) or family (Emily). As demonstrated through her
description of her self-characterisation sketch, Alice was the only young person who
construed in relation to a positive social context. This enabled her to feel able to “escape
reality” and be with others who “shared the same passion” and vitally be with those who
were open about their similar difficulties. Alice’s diverse experiences between the context of
“stressful school” and Scouts meant that the pole ends of her constructs were often specific to
one or other context. Furthermore, Alice felt at Scouts she was “not being judged” and
therefore was able to be the “most social person in the world” and importantly her ideal ‘true

self”.



CHILD CONSTRUE SELF TRAUMA 2-18

Unable to connect: “don’t fit in”

Interestingly even when trauma experience had occurred within other contexts or
relationships, all the young people construed self with considerably reference to ongoing
difficulties within school (e.g., bullying), indicating the importance of this context. Tom, for
example, recalled an experience when “everyone laughed at me ...and they all...and I had to
storm out....I didn’t like it, it was horrible”. Similarly, the young people conceptualised
themselves as socially isolated and disconnected from peers, or as Tom construed as “having
no friends”.

Interestingly not being able to connect with peers, was at times conceptualised as
being prescriptive and imposed; “you are basically categorised into these groups” (Alice).
Emily, l1zzy, Maggie and Alice all felt “/ don 't fit in” within “popular” groups at school.
Importantly, “popular” was conceptualised as being powerful, having lots of friends and,
specifically for Emily, as a way of protecting oneself from rejection and hurt. Furthermore,
when Izzy was asked to elaborate the opposite of “it’s hard to get close to someone” she said
“[ think there are other ways of being close to someone. I just don’t know some of the ways”.
This illustrated that all the young people struggled to elaborate ways they might develop
relationships.

Vitally, the young people conceptualised forming relationships as being significantly
strengthened by having things in common with others. For all but Tom, feeling different was
construed in relation to having experiencing a trauma. Additionally, these experiences and
associated emotional and relational difficulties meant the young people felt it would be hard
to get close and form meaningful relationships. For 1zzy, Scarlett and Emily this caused
frustration, as others were construed to have had a “good childhood” or were “naive” and
therefore unable to comprehend their experiences. The majority of the young people spoke of

peers’ seemingly trivial problems: “I feel like saying, grow up! It is not like a life experience,
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well it is life experience but it is not life trauma...” (Emily). While construing others as not
having had difficult life experiences, 1zzy and Emily expressed jealousy, which maintained a
barrier to connecting with “spoilt” others. Inversely, having friends who had “been through
the same as me” (Alice) was one of the few ways that a few young people felt able to connect
and develop relationships.

Theme 2: The Misfortunate Self

The way the young people construed was highly suggestive of them feeling unable to
influence change, especially at school. Whether a reflection of experiencing adverse life
events, on-going psychological distress or a sense of isolation, all the young people construed
themselves as “unlucky” and worse off than others. Furthermore, the young people
demonstrated a bias to construe in negative and elaborated ways, while struggling to
elaborate on ideal or contrasting constructs.

Lacking agency: “you can’t even trust life”

The young people construed in ways that reflected their perception of having a limited
ability to influence change. In Izzy’s case, she construed herself as “born unlucky” and others
as being “born with luck”. ‘Luck’ was externally located as Izzy believed “fate always goes
the wrong way for me” and Yazmin construed that “/ife may be written as not happy .
Constructing luck externally meant that ‘lucky’ others appeared to have “things go their way”
without clear rationale. Without a mechanism to explain this, the young people construed this
as further evidence that they were “not good enough” (Izzy) or that the world was unsafe.

Significantly, 1zzy and Yazmin construed themselves, others and the world in relation
to luck while making explicit links to their adverse life experiences. Yazmin expressed that
“you can’t even trust life and where that’s going to take you”. Furthermore, Yazmin was the
only young person who spoke of her faith, and construed her adverse life experiences as

being “punishments” or “tests” from God. Although Yazmin conceptualised herself as “just
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not lucky”, her faith was a mechanism for her to “give myself hope” and Yazmin believed
prayer and blessings could influence positive change.

Significant distress: “like a storm is pulling you down”

One way the young people construed themselves as worse off than others was in
relation to having to access mental health services. Scarlett, for example, conceptualised a
friend as “just really sad” and made a distinction with her construing of self as “depressed”
due to having “a trauma” and “a diagnosis, tablets and counselling”. Constructs also
illustrated how young people understood their emotional distress, such as “it’s like I have
been torn open” (Scarlett) and “I¢’s horrible, like a storm is pulling you down” (Tom).
Maggie, Scarlett, Emily and Alice all referred to themselves as “depressed” alongside other
constructs (e.g., “sadness”, “stressed”, “guilt” and “worried”) that represented their strong,
enduring and at times overwhelming negative feelings. Moreover, Maggie construed herself
at times as “bored of being alive” and Yazmin as “wish/[ing] I wasn'’t alive”.

Importantly, the young people reported substantially more negative rather than
positive emergent constructs, which was most evident when they spoke of their distress.
Conversely, all young people expressed a limited range of contrasting constructs (e.g.
“happy”, “feeling good”) even when these were predominately described as ‘ideal self” or
others. Izzy, for example, construed “happy” as being contrasting to “feeling alone”, “feeling
like you have nothing in common” and “nobody needs you”. Yet when asked to elaborate said
“Idon’t know erm... erm...I don’t know how to explain happy, like...I can’t think of a context
to put it in. I guess it is the opposite of sad”. Similarly Tom referred to the character Rudolph

”9

the red nosed reindeer as “happy ”” but when asked how he might know he replied “I don’t
know what makes him happy”. All young people struggled to elaborate positive constructs.

Scarlett became noticeably restless when asked to describe the opposite to “depressed” and



CHILD CONSTRUE SELF TRAUMA 2-21

conceptualised this as “a pinch to the heart” or “having no feelings” but struggled to
elaborate further.

Theme 3: The Protective Self

All the young people, other than Tom, elaborated on conscious means of protecting
oneself in particular settings (e.g., school) and when with untrustworthy others. In response to
construing others and the world as unreliable the young people conceptualised a need to be
self-sufficient while also deciding when to share their ‘true self” as opposed to “pretending”
or “wearing a mask”.

Initiate independence: “no one is going to help you; you have to do things for
yourself”

The young people made explicit links between their adverse life experience while
construing the world as unpredictable and others as untrustworthy. When elaborating
constructs of “isolation” (Emily), “feeling alone” (Izzy) and “everyone forgets you” (Scarlett)
the young people expressed a need to be self-sufficient in managing their difficulties.
Maggie, Izzy and Yazmin had similar explicit constructs about not being able to rely on
others and concerns about abandonment. Izzy conceptualised that it is “hard to rely on
somebody because you think they will leave you” which she recognised affected her ability to
relate and connect to others. Maggie stated that “keeping things in” related to “fear of being
let down, disappointments and heartache”. Similarly, Yazmin construed herself as someone
who “learnt from life” to be “independent” and this was a core part of how she
conceptualised herself, so much so that “even if you are not strong you have to pretend that
you are”.

In addition to seeking “independence”, Yazmin and Maggie construed a need to
protect their loved ones from their distress. Having construed herself as a protector, Yazmin

did not feel she could burden her mother with her concerns. “The mum | wanted or need is
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weak herself. I don’t think she could help me out with this business. It is just me trying to be
strong” (Yazmin). Similarly, when elaborating on how she would “keep things in” Maggie
spoke of doing this “for everyone else’s benefit”.

Pretend happiness: “wearing a mask”

For Maggie, Alice, Emily and Yazmin, construing themselves as someone who
“pretends” was highly elaborated in the interview. Alice expressed that in a “stressful”
school environment she would be “acting happy” but was an “empty shell, a robot”. This
contrasted with the way she construed herself in Scout’s, where she felt accepted and could
be “completely myself”.

Interestingly, when elaborating constructs such as “put a brave face on” (Emily), the
young people conceptualised that when they were “pretending” others would see them as
their ‘ideal self, “happy”. Maggie construed “you are putting on a front; you have to pretend
you are happy, when really you just...you want to sit there and be miserable”. Contrasting
“pretending”, most of the young people’s ‘ideal self” was conceptualised as being “open”
(Maggie), “completely myself” (Alice), “able to share your true self” (Izzy) and “speak my
mind” (Emily). This ‘ideal self,” as Yazmin stated would be “known inside and out”, and
would be able to express difficult feelings and share experiences. Openness about true
feelings was construed to lead to “feeling better” (Alice), “takes the stress off” (Izzy), and a
“weight off your shoulders” (Maggie, Alice).

Managing risk of rejection: “careful who you speak to; it could back fire”

Although construing openness as ‘ideal’, the young people continued to “pretend” due
to its key function of being a means of protecting self. The young people did not have
confidence that their true self would be accepted. “l would like to be completely myself, but it
is whether, whether people sort of like the true me...I am not really sure, but it could back

fire...it has happened before so it puts me off doing it again” (Izzy).
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Furthermore, the young people made clear links to their trauma experiences and when
trust was, as Alice and Yazmin referred to it, “betrayed”. This meant trusting others with
“true self” was risky. For Tom this was reflected in the interview when he stated “/ don 't
know if you might believe me”. All the young people appeared to have generalised their
struggle to trust across contexts and people; as Emily illustrates “she uses it against me. That
is what a lot of people tend to do”. Furthermore, Yazmin construed that to share her trauma
experience and then the person goes “home and forgets” would be too painful, and that she
would prefer no one cared at all.

Theme 4: The Enhanced Self

In reflecting on their trauma experiences, young people construed themselves as
changed and, for some, a “better” person. Most significantly, additional to challenging
stereotypes of how they should be, the young people reported developing empathy while
seeking caring roles or purpose. This allowed them to feel needed and to demonstrate through
their actions a reason to be worthy of love.

Post traumatic growth: “maybe there is a reason all of this happened”

Emily and Alice both made explicit connections between their “traumatic” (Emily)
and “damaging” (Alice) experiences and being ‘better people’. Emily construed that her
“hard life lessons” made her “mature” and “a [emotionally] bigger better person”. The
following quote summarises Alice’s similar conceptualisation:

“I am half glad that some of what happened happened to me... at the time it was

horrible and the flashbacks are horrible but it has made me a better person. I don’t

think I would be anywhere near the person I am now if that didn’t happen ™.

Specific to her “damaging” experiences and “daddy issues”, Alice conceptualised that

these experiences left her likely to become someone she did not want to be (e.g.,
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promiscuous). Therefore Alice spoke with passion about being “determined to succeed” and
driven to “prove them wrong”.

Further to considering their strength, the majority of young people conceptualised
themselves as being emotionally sensitive as a direct result of their trauma experience. Emily
made these connections and how this “makes you stronger which makes you understand and
empathize more”. Yazmin also construed her ‘empathy’ as resulting from “seeing someone in
pain” and wanting to “help that person”. Similarly, Maggie commented “/ wouldn’t want
someone else to feel the way | felt so I think it is important to help them to make sure they
don’t’. Moreover, Alice construed “it’s like I am not completely worthless, maybe there is a
reason all of this happened” when describing helping an upset friend by sharing what she
had learnt from CAMHS.

Seeking caring roles: “give me a purpose”

Notably, many of the young people understood themselves as being “caring”.
Crucially, the young people constructed “helping others” as a means of making others
“happy” and therefore themselves “happy”. Correspondingly, Alice, Maggie and Yazmin all
referred to their ‘future selves’ as working in caring professions (e.g., mental health nurse,
counsellor).

In contrast, only Izzy expressed that “making other people happy can kind of make
you feel worse”. 1zzy construed herself as someone “nobody particularly needs”. When
elaborating on this construct [zzy made connections with her ‘ideal self” who has a “reason
for being here” which feels “like you are good at something and that person cares about
you”. A commonality between Izzy’s ideal self “as having a purpose” and other caring roles
were that they were conceptualised as giving a “boost in mood”. Furthermore, purpose, as

Izzy conceptualised, was about connecting and being worthy of love.



CHILD CONSTRUE SELF TRAUMA 2-25

Discussion

Summary of findings

Through participating in an interview that included a pictorial self characterisation,
young people who had experienced a trauma shared and elaborated their constructs. A novel
finding being that the young people held a strong bias to construe in negative over-elaborated
ways and struggled to elaborate contrasting constructs. Moreover, in reflection of their self-
identified needs (e.g., to protect self) young people reported that they had multiple versions
of self which they could become in different contexts and relationships (e.g., ‘pretending
self’). Specifically, conceptualising self as ‘inferior’ and ‘different’ reflected how young
people construed forming relationships with others as near to impossible or fraught with risks
of rejection, betrayal or further hurt. Nevertheless, young people were highly motivated,
understandably so, to reduce the likelihood of being hurt in light of difficult past experiences
(Ronen, 1996). In reflection of their past experience and their belief that they could not
influence change, young people described two active means they had of protecting self
through distancing themselves from others (Schimmenti, 2012). Firstly, the young people
actively sought independence and secondly young people would “pretend to be happy” so as
not to alert others to their distress.

In contrast to these protective mechanisms, the young people expressed a desire to
adopt a ‘true self” across contexts but struggled to achieve this. Moreover, they
conceptualised ways they related to others, specifically, “caring” was construed as a means of
making others “happy” and therefore oneself “happy”. Exceptionally, the construct of
“caring” was an important part of self that transcended “pretend” and “true self”, while also
being the only way the young people could elaborate on their ‘ideal self’. Encouragingly,

young people’s constructs also indicated post-traumatic growth (Tedeschi & Calhoun, 2004)
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as construing self as a “better person” was seen to directly result from learning from trauma
experience.

Implications for theory

The different parts of self shared by the young people support Mair’s (1977) proposal
that we all actively become and can move between different ‘selves’ and consequently that a
person can experience “different ways of being” (Mair, 1977, p.141). Additionally, the young
people construed with strong reference to “otherness” (Mair, 1977) which is essential as
through interactions with others we form possible selves (Kelly, 1955). Developmentally
children and young people are seen to rely on similarities when forming relationships
(Adams-Webber, 1979) and context appears essential to consider (Procter, 2005) when
constructs about self are relationally driven.

The current research illustrates that young people define their difference beyond a
typical developmental process as they made strong reference to their adverse or traumatic life
experience(s), associated emotional difficulties and their perceived inability to influence
change. This differs from constructs generated from non-clinical populations, such as
Robinson (2012) who grouped types of constructs generated from children, 4-6 years old,
within a school setting, and reported these as being “characteristics of the person” (i.e. tall),
“behaviour” (i.e. kind), “emotions” (i.e. cross), “academic” (i.e. clever), and “interactions
with others” (i.e. bullies). In divergence, the young people in the current study construed
themselves in detailed and negative ways where constructs of worthlessness and inferiority
(Harter, 1999) could be explained by the internalisation of “innate badness” following trauma
(Herman, 1992). This is supported by similar findings in adult populations when victims of
childhood sexual abuse similarly construe self as different (Harter, Erbes, & Hart, 2004).

The protective strategies of seeking independence could be explained by Pearlman’s

conclusion (1997, p.10) that trauma experience “interferes with the internalization of loving
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others”; moreover, young people may seek independence as a means of establishing control
(Bromberg, 2001). However this contrasted with Herman’s (1992, p.107) proposal that
following trauma a ““child continues to seek desperately and indiscriminately, for someone to
depend upon” by instead suggesting that independence is important for young people because
they want to be self-reliant.

Moreover, “pretending to be happy” is supported by Ronen (1996) who proposed
“children are [seen to be] trained, whether unintentionally or deliberately, to hide what they
feel” (p.149). Enhancing Herman’s argument, that children present a false self to avoid
rejection, young people in the current study described, with a great level of insight, the
relational and historical reasons for this conscious, powerful and protective process of
“pretending to be happy”.

Similarly, constructs of “caring” reflected relational need, as the young people wanted
to lessen the distress of others. This supports literature on ‘altruism born of suffering’ (Staub,
2005) as the young people expressed feelings of sympathy and evidence of perspective taking
(Eisenberg, 2000). However such findings need to be considered in relation to the
development of a young person’s forming identity, which suggest ‘caring’, may hold a
particular function that may differ from that of adults. Specifically, that following trauma,
young people may learn that caring is socially promoted and can get their needs met.

Importantly, the young people articulated a desire to adopt a ‘true self” across contexts
but felt unable to achieve this. This could suggest they hold extremely narrow or limited
perspectives of self (Mair, 1977). Accordingly, if an individual’s constructs are too ‘tight’ or
rigid (e.g., others cannot be trusted), this can lead to difficulties (e.g., depression) as this
limits their ability to act or construe in varied ways and therefore reduces experience (e.g.,

meaningful interactions) that encourage change.
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While holding in mind the influence of on-going development, the current study
reflects similarities with adult research, as reduced agency (Streeck & van der Kolk, 2000)
and difficulties considering future self (Sewell & Williams, 2002) were seen to follow trauma
experiences (Mikulincer et al.,1989). Although the young people appeared to locate control
for their experiences externally (Rotter, 1966) an alternative explanation may reflect the fact
that it feels safer for young people to assume something bad will happen that is out of their
control rather than to try to influence change and fail. In relation to Kelly’s (1955) ‘range of
convenience’, construing self as “unlucky” could reflect experiences (e.g., trauma) which
were outside the child or young person’s previous understanding and therefore were not
anticipated.

Findings related to the young people construing in negative over-elaborated ways
supports adult trauma models (Sermpezis & Winters, 2009). However, the current study’s
findings contradict the notion that trauma experience is invalidating of the young people’s
constructs by instead illustrating that it fundamentally informs how they conceptualised
themselves. Young people construed self as inferior following trauma rather than
experiencing trauma as invalidating of their high self-worth.

Furthermore, when the young people had an experience that opposed their negatively
held constructs, this was experienced as threatening (Pearlman, 1997). Kelly (1970) would
explain this in relation to the ‘experience cycle’, where experiences that illustrate they need
to change their construal system can create feelings of threat, anxiety or guilt. Current
theories of trauma assume trauma experiences are rare, and therefore will be ‘invalidating’ of
an individuals established way of construing. However for children and young people who
have limited life and relational experience (Salmon & Bryant, 2002) and who experience

repeated trauma, it is arguable that this will have a vast impact on their internal world.
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Clinical implications

The use of ‘protective self” has important implications for clinical practice as children
and young people may not share their “true self” easily or at all. Modelling openness,
demonstrating confidentiality is maintained and using creative methods are essential when
engaging in discussions about difficult experiences (Ronen, 1993). It is vital for therapists to
seek to understand from a child or young person’s perspective, such as what ‘protective self’
means and what this communicates about their need for safety. Moreover, if and when a child
or young person is able to share their ‘true self’ this should not be rushed or underplayed but
instead validated.

Trauma interventions often consider the integration of ‘fragments of self” as essential
(Neimeyer, Herrero & Botella, 2006) given inconsistencies between different selves can
cause distress (Sewell & Williams, 2002). An alternative approach to this could be to support
children and young people in using creative methods to help children and young people
share, loosen and develop their understanding about the functions of different parts of self
(Ryle and Kerr, 2002; Mair, 1977). This important individual formulation (e.g., ‘caring for
others means | feel worthy’) could aid the introduction of strategies for achieving the
underlying need. This can also help children and young people develop core, healthier ‘ideal’
constructs of self across contexts which would build self-esteem, reduce discrepancy between
different ‘selves’, and offer opportunities for change. Moreover exploring personal meanings
can support clinicians in maintaining a curious stance rather than formulating based on their
assumptions (Ballat & Campling, 2011).

Limitations and future research

Although young people make links between their trauma experience and self, it is
hard to draw distinct conclusions about the influence trauma experience had on the way

participants construed. Young people were recruited who accessed therapeutic support which
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may have informed the constant and active process of construing (Kelly, 1955). Moreover,
constructs of independence may reflect the age of participants (e.g., mostly14-15) and type of
trauma (e.g., neglect).

Future research would benefit from further explorations of how children and young
people construe following trauma, to allow for clearer distinctions to be made between their
experiences and those of adults. Moreover research would benefit from exploring factors
such as development, gender, culture, faith and the role of therapeutic work and self-
construing following trauma. For example, exploring the influence of different stages of
intervention on self-construing following trauma could be achieved while comparing this
with the construing of children and young people not accessing services.

Conclusion

This study’s findings suggest a child or young person’s experience of traumatic
event(s) fundamentally informs their construal system rather than invalidates it. This
challenges adult models and highlights the need for further research and the development of a
child trauma model. Moreover, working therapeutically to explore different selves (Mair,
1977) offers powerful opportunities to understand these different selves, reduce vast
differences between them and to develop healthier ‘ideal’ constructs. Crucially,
understanding motives behind constructs and protective strategies can aid the validation of
experiences and provide opportunities for needs to be met. Future specialist trauma
interventions should emphasise the importance of ensuring safety, promoting trust and

exploring self rather than solely focusing on reducing symptoms (e.g., NICE, 2005).
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Tables and Figures.

Table 1. Participant recruitment numbers

No of participants

. No of participants No of reported
following . ..
- . following participants who
No of participants  expressing interest . . :
expressing interest met inclusion
who took part no longer met the L .
. . o no longer wanted to  criteria but declined
inclusion criteria so take part taking part
did not take part P gp
3
7 *due to 2 14

risk/safeguarding
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Table 2. Demographics of participants

1) Trauma experience(s)

Name 2) Presenting difficulties
Age Gender N:B Participants independently shared this information
(pseudonym)
Items* if participants made explicit links between 1+2
Scarlett 14  Female 1) A trauma(s) mentioned in general terms
2) Low mood* contributing to overdose and self-harm
Tom 9 Male 1) Family breakdown, absence of dad
2) Problems sleeping
Maggie 15 Female 1y A trauma(s) mentioned in general terms (5 years ago)
2) Starting to keep things to herself, problems sleeping*
Emily 15 Female 1) Death of parent, bullying at school
2) Self-harm, feelings of worthlessness*
Izzy 15 Female 1) A trauma(s) mentioned in general terms
2) Problems sleeping/nightmares
Yazmin 14  Female 1) Abduction of family member, sexual abuse
2) Flashbacks*
Alice 1) Neglect, emotional and physical abuse from parent,
14 Female death of sibling (still birth), bullying at school
2) Flashbacks*, depression*, self-harm*, intrusive negative

self-beliefs* e.g., worthlessness, self-blame
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Table 3. Summary of Scarlett’s Self Characterisation Sketch
SCARLETT
Reflections on Scarlett’s interview (based on guidelines Observations _ _
proposed by Bell & Bell, 2008; Kelly, 1955) while Scarlett Drawing How Scarlett responded to the question
drew ‘Can you tell me what you have drawn?’
Scarlett drew a character called Dude. Scarlett’s constructs _
were often interchangeably external (in relation to ‘Dude’ Scarlett started by “yep he (Dude) is confused and not
who she had drawn) and at other times reported in the first drawing her sure...”
person (I and me). character
Although Scarlett did not speak about her difficult ‘dude’s’ face ) ¢ “there are loads of waves.....he doesn’t
experiences in detail, she did refer to these experiences as which appears P'Ctzre ° know which way to go.....yeah or what
‘Dude’

impacting her. Scarlett spoke of her difficulties at school and
also her difficulties with ‘depression’ and feeling ‘worthless’.
At times it became difficult for Scarlett to talk about herself
(often when discussing negative aspects of self) or as the
length of the interview grew, this was observed at times when
Scarlett was observed appearing restless, e.g., looking around
the room, or even standing up to stretch.

Scarlett began the interview discussing how hard it was to
think about herself and ended with her talking about her
construct of calm.

angry. She
reported having
drawn this image
before.

Scarlett only took
a minute to
complete her
drawing.

to do or think erm....”

“he isn’t very confident...... with some
stuff like subjects or erm...... with
relationships, friends...... it’s hard for
dude”
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Table 4. Summary of Tom’s Self Characterisation Sketch

TOM
Reflections on Tom’s interview (based on guidelines Observations while Tom drew Drawing How Tom responded to the
proposed by Bell & Bell, 2008; Kelly, 1955) question ‘Can you tell me

what you have drawn?’

Tom explicitly stated at the beginning of the interview  Tom drew Henry the 8" first to “trying to do my best “This
that he was keen to demonstrate his “artistic’ nature demonstrate his artist skill as this is what I did....what Idid
through drawing multiple pictures. Tom referred to had been something he had won a Henry the 8" to King Henry the
himself using | and externalised some of his thinking  prize for at school. He then went on Candle flame eighth...trying to do a

when discussing Rudolph the red nose reindeer.
Tom engaged in the interview process with a strong
motivation to show his skill and that he could do
things well. Tom referred to difficulties at home
leading to his father’s absence multiple times in the
interview suggesting these important events had an
impact on him. Moreover, Tom expressed constructs
around being isolated and friendless at school.
During the interview Tom moved from wonder if he
would be believed to talking about Rudolph and not
being sure what makes him happy.

to draw his other pictures. Bonfire Picture
Tom struggled to elaborate

constructs about self which may

reflect his age as well as a general

difficulty in thinking about himself.

At these times Tom became

animated, drawing with more force

(e.g., harder and larger brush

strokes) or when he would change

topic being discussed

portrait of someone is art

and ....and I won doing
this”
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Table 5. Summary of Maggie’s Self Characterisation Sketch
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MAGGIE
Reflections on Maggie’s interview (based on guidelines Observations while Drawing How Maggie responded to
proposed by Bell & Bell, 2008; Kelly, 1955) Maggie drew the question ‘Can you tell me
what you might have drawn?’
Maggie did not complete a self characterisation. However it Once Maggie had “I don’t know....I am not
was evident from Maggie’s constructs that she found being at settled into the No self- very good at drawing....I

school difficult and this was the first things she discussed.
Although Maggie did not speak about her difficult
experiences in detail, she did refer to ‘trauma’ in the
interview and made a link to how these experiences
impacting her (referring to self using I, me and you).
Maggie’s spoke a lot about the importance of being caring
towards others. Maggie particularly spoke of admired others
(friends, professionals) and how she tried to be similar to
these ‘ideal’. This was conveyed at times when Maggie spoke
of protected others from her feelings (e.g., through putting
‘on a front’). Maggie ended the interview discussing the
importance of helping people.

interview, Maggie’s
constructs of ‘putting
face up’ appeared to
reflect how she

appeared when sharing
difficult emotion and
engaged in interview
e.g., smiling laughing,
sharing examples of

nice things.

characterisation
sketch/drawing

completed

think 1 would rather just
talk...”

“Yep...erm my favourite
band is a day to remember,
I’ve got the t-shirt----and |
don’t know erm.....I love
every animals, they are all
just great...I have such as
soft spot, | just get really
emotional about them ‘cause
they are so cute”
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Table 6. Summary of 1zzy’s Self Characterisation Sketch
1ZZY
Reflections on Izzy’s interview (based on ~ Observations while 1zzy drew Drawing How lzzy responded to the question
guidelines proposed by Bell & Bell, 2008; Appendix No.  ‘Can you tell me what you have drawn?’
Kelly, 1955)

Izzy engaged well in the interview and was Izzy quickly got involved in “] have drawn a person and it sort of
extremely articulate about how she sees drawing her picture in silence represents me, and then like everyone
herself, using I, my and me when referringto  and with deep concentration. Picture of else sort of like, I have drawn everyone

self. Izzy particularly expressed her feelings
of difference in relation to others and feeling

inferior, both a school and home. Purpose

was also a meaningful construct for 1zzy as

she felt she lacked this but that having
purpose was fundamental to being loved.

Izzy did not refer to any specific examples of

difficult experiences during the interview.

The content remained largely focused on here

and now.

I1zzy began the interview talking about being
different and ended discussing how she felt

no one needed her.

Initially drawing a small figure
with a sad face (later identified
as her).

Went on to draw eye in middle
of the page and then people with
smiley faces on the other side of
the eye to her. There isa
difference in colours used for
these characters as lzzy gave
herself blue hair while using
typical colours for the ‘normal’
people (e.g., brown hair).

‘different’ self,
and eyes and
‘normal others’

sort of normal looking....and my
character is sort of different in a
way...and like the eye is to represent
how | see myself compared to people
and....the way like they have got a
university cap on (points to ‘normal’
people) is like people being smarter than
me and you know, people being closer
and not feeling like 1 am as good as
everyone else....”
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Table 7. Summary of Yazmin’s Self Characterisation Sketch

YAZMIN

Reflections on Yazmin’s interview (based on guidelines Observations while Drawing How Yazmin responded to the
proposed by Bell & Bell, 2008; Kelly, 1955) Yazmin drew Appendix question ‘Can you tell me what

No. you have drawn?’
Yazmin engaged well in the interview although she did Yazmin requested a pencil “It is an eye; you can see from it,
become upset at appropriate points when sharing her trauma as she does not “draw in you can see the world. And then,
experiences. Yazmin talking about the ‘abduction’ of a family  colour”. The Eye those eyes can see everyone else.

In pen Yazmin drew in
silence a small eye, taking
time to define it and shade.
The eye was drawn in the
corner of the page leaving
most of the page blank.

member, being ‘abused’ as a child, and moving to a new
country. Yazmin was able to connect these experiences to how
she sees herself.

When offered the chance to stop or at least break, Yazmin
demonstrated resilience and asked to continue.

Yazmin’s culture and faith could be understood to inform her
constructs which were often community focused.

When talking about self, Yazmin used | and me. She began the
interview talking about wanting to not have to see her pain and
ended the interview talking about others feeling better if
someone cared for them.

It’s like if you are not having your
eyes then you wouldn’t be able to
see the pain...and the happiness of
course as well.

It’s like, all of these things that |
do, sometimes | wish | was blind
so | could not see all that pain
from my own eyes, like so I didn’t
have to regret the bits that I did do
and for the bits that....”
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Table 8. Summary of Emily’s Self Characterisation Sketch

Reflections on Emily’s interview (based on guidelines
proposed by Bell & Bell, 2008; Kelly, 1955)

How Emily responded to the question
‘Can you tell me what you have drawn?’

Emily appeared a little nervous about taking part, and
although extremely articulate reported struggling at times
to share some of her thinking about herself.

Emily referred at multiple times to the death of a parent
and made explicit links to how this difficult experience
informed who she was. Emily reported difficulties at
school, where she felt an outsider.

Emily spoke about feeling mature due to her difficult
experiences and losses and how this was different to how
she perceived her peers. Emily also demonstrated
constructs indicating post traumatic growth

Emily referred to self using | and began the interview
talking about being overweight. Emily’s final comment
was about how she uses baking as a distraction.

2-49
EMILY
Observations while Drawing
Emily drew

Emily started by The person
drawing a girl in and the
the centre of the important
page. She asked if things

she could add
writing about
important things
e.g., interests
around the person.
The first was
“Overweight
person”.

I have got baking, because | like baking,
being overweight, I’'m not popular...er a
lot of people at school see me as
invisible, sorta clever...er....I have put
not a lot of people like me, but that is
having not a lot of friends, er, things I
like are yoga and swimming and er...I
like watching TV and | have put | like
dogs and | like monkeys, because | am a
little weird.
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Table 9. Summary of Alice’s Self Characterisation Sketch
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Reflections on Alice’s interview (based on guidelines

proposed by Bell & Bell, 2008; Kelly, 1955)

Observations while
Alice drew

How Alice responded to the question ‘Can you
tell me what you have drawn?’

Alice made a comment during the interview that her
being so talkative was reflective of how she is in her

preferred context (Scouts) when she is able to be

herself and how this compared to school where she
pretended to be happy. Alice referred to self using I,

me and myself. Alice spoke about being different

people in different contexts. Alice made explicit links

between her trauma (neglect, physical and verbal

abuse from parent and partner), self, and core drive to

prove people wrong (e.qg., stereotypes of what she
should be) and succeed. Interestingly, Alice also

spoke of the constructs she felt others applied to her

e.g., nerd, teacher’s pet.
At the beginning of the interview Alice spoke of

Scouts being a place to escape reality and ended the

interview talking about how making others happy
was a means to make herself happy.

Alice started by
drawing a tent,
spending time
giving this some

Scouts; two
people and a

Alice then went on
to draw to stick
people with smiley
faces next to the

| just drew a tent and two people with their
neckers on... it is the scouts. Scouts is really
good because, it is kind of escaping reality.
Over here (raises left with hand) you have all
the stress and school work or people judging
you and saying things, and then over here (right
hand) in camp all the girls, it’s brilliant, you
can talk to them and they will not go and gossip
about...and twist things.... I didn’t want to
draw one person, because you have always got
someone there for you. You are never left on
your own or isolated.
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Figure 1. Diagrammatic representation of the development of themes, subthemes from individual constructs

Overarching Theme 1:
The Inferior Self

Overarching Theme 2:

The Misfortunate Self
Subthemes Subthemes
. . . Lackin Significant
leferenc.e in E‘Jnconfldent: Unable tF) Agency% Di?ficulties:
. worth: Scared_what” . con,nect: . “You can’t “Like a storm
Never blien people will say Don’t fit in even trust is pulling you
specia life” down”
e.g. e.g. e.g. e.g. e.g. Scarlett:
Yazmin: Scarlett: Isn’t Tom: Izzy: Born Like I have
Worth being very Everyone unlucky been torn
used confident laughed at me open

Individual Constructs
(Identified separately for participants)

Individual Constructs
(Identified separately for participants) /

Overarching Theme 3:
The Protective Self

Overarching Theme 4:

Subthemes
Initiate Pretend Managing
Independence: Happiness; risk of
“No one is “Wearing a rejection:
going to help mask” “Careful who
you; you have you speak to; it
to do things could back
yourself” fire”

e.g. e.g. e.g.
Yazmin: Scarlett: Tom:
Worth being Isn’t very Everyone

used confident laughed at me

Individual Constructs

(ldentified separately for participants)

The Enhanced Self

Subthemes

)
( \

Post Seeking
Traumatic Caring roles;
Growth; “Give me a
“Maybe there purpose”
is a reason
this all
happened”
e.g. e.g.
Emily: Hard 1zzy: reason
life lessons for being
there

Individual Constructs
(Identified separately for participants)
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Submitted as separate files, not embedded in text files


http://www.crossref.org/crosscheck/index.html
http://mc.manuscriptcentral.com/WCAT
http://scholarone.com/services/support/
mailto:journals@alliant.edu
http://journalauthors.tandf.co.uk/preparation/writing.asp

CHILD CONSTRUE SELF TRAUMA 2-53

Color Reproduction: Color art will be reproduced in the online production at no additional cost to the author.
Color illustrations will also be considered for the print publication; however, the author will bear the full cost
involved in color art reproduction. Please note that color reprints can only be ordered if the print reproduction
costs are paid. Art not supplied at a minimum of 300 dpi will not be considered for print. Print Rates: $900 for
the first page of color; $450 for the next 3 pages of color. A custom quote will be provided for authors with
more than 4 pages of color. Please ensure that color figures and images submitted for publication will render
clearly in black and white conversion for print.

Tables and Figures. Tables and figures (illustrations) should not be embedded in the text, but should be
included as separate sheets or files. A short descriptive title should appear above each table with a clear legend
and any footnotes suitably identified below. All units must be included. Figures should be completely labeled,
taking into account necessary size reduction. Captions should be typed, double-spaced, on a separate sheet.

Proofs. Page proofs are sent to the designated author using Taylor & Francis’ Central Article Tracking System
(CATS). They must be carefully checked and returned within 48 hours of receipt.

Reprints and Issues. Authors from whom we receive a valid email address will be given an opportunity to
purchase reprints of individual articles, or copies of the complete print issue. These authors will also be given
complimentary access to their final article on Taylor & Francis Online .

Open Access. Taylor & Francis Open Select provides authors or their research sponsors and funders with the
option of paying a publishing fee and thereby making an article fully and permanently available for free online
access — open access — immediately on publication to anyone, anywhere, at any time. This option is made
available once an article has been accepted in peer review. Full details of our Open Access program .

Taylor & Francis
Author Services

Visit our Author Services website for further resources and guides to the complete publication process and
beyond.



http://journalauthors.tandf.co.uk/preparation/OpenAccess.asp
http://journalauthors.tandf.co.uk/

CHILD CONSTRUE SELF TRAUMA

2-54

Appendix 2-B: Summary Table of Scarlett’s Constructs

Scarlett (Self Characterisation Sketch, Appendix No,2-B )

Emergent Constructs

Emergent Constructs are the constructs initially
shared by the individual in their own words

Contrasting Constructs
Contrasting constructs are the individual’s
response when being asked what is opposite to an
emergent construct.
(e.g., If you were X what would you be?)

Current position if identified

Preferred Position if
identified

It is really difficult to think about myself

Confused and not sure

Hard with relationships and confidence

Doesn’t know which way to go

What to do or think

Isn’t very confident

Confident; show off

Shy

Worried

shut yourself away

Ok with people they know

| do worry what people think of me

Terror

Scared

People might be looking down on him

Get angry at yourself

Then you get depressed

Feels safer to stay inside

Worry

feeling better inside, it’s like being loved | feel like this [worry] a lot,

Like being loved; people are there for you

Sometimes[feel loved]

Want to hurt yourself

Feeling better is like being calm

Angry Feel nothing, like numb, there are no feelings Angry, Smallest things | hate it [being angry]
Having no feelings
Depressed It feels like a pinch to the heart

Being alone; everyone forgets you

Think about hurting yourself

Feel like you are not worth anything

Like being torn open

You have to have a trauma

There are nightmares

Just not the same as being really sad
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Appendix 2-C: Summary Table of Tom’s Constructs

TOM (Self Characterisation Sketch, Appendix No 2-C)

Emergent Constructs Contrasting Constructs
Emergent Constructs are the constructs initially shared by  Contrasting constructs are the individual’s response  Current position if identified Preferred Position if
the individual in their own words when being asked what is opposite to an emergent identified
*Constructs struggled to elaborate construct.(e.g., If you were X what would you be?)

I don’t know if you might believe me

Trying to do my best

I won doing this

Everyone laughed at me

I had to storm out Didn’t like it

I can’t control my own strength Doesn’t hurt people

I don’t hurt anyone

Heartbroken Still brokenheart

Just feels sad Happy!*

Sometimes when | fall wrong

Artist | am good at drawing

Special Never been special I’ve never been special before ~ Special

I think I’m just a piece of junk

| have no friends | have no friends

People loved me when When they actually liked me

It’s really good*

Nice Horrible, selfish, spoilt, nasty I’m sometimes nasty Doesn’t hurt people

Brokenheart still

Have a smile on their face

Just a nice mannered

Playful guy

Sometimes they take the micky out of me

Kind*

Really really sad

It’s horrible, like a storm is pulling you down

Scared | get a bit scared sometimes

Different

Full of joy

Sometime he is a big of a sad

I don’t know what makes him happy*



CHILD CONSTRUE SELF TRAUMA

Appendix 2-D: Summary Table of Maggie’s Constructs

2-56

MAGGIE

Emergent Constructs

Emergent Constructs are the constructs initially

shared by the individual in their own words
*Constructs struggled to elaborate

Contrasting Constructs
Contrasting constructs are the individual’s
response when being asked what is opposite

to an emergent construct.
(e.g., If you were X what would you be?)

Current position if identified

Preferred Position if
identified

Friends because of our taste in music

Different things in common

Soft people

Dress dark and stuff

Do try and make people happy

They make other people happy

She has problems she will just deal with them

people might let it out a different way**

| keep things in a lot

Keeps her sadness to herself

Keep things in

On your own and you can let it all out

I don’t tell a lot of things

keep things to myself

For everyone else’s sake, try and be happy

Feel like you have to for everyone else

| was about to burst

Ask for help, share things

I didn’t used to ask for help

Let things out

If you’re not feel like quite shy

Not shy to talk about it

You think people might judge you

Good front, this good front

Kind of hide it from everyone

No-one can know about it

Have to pretend you are happy

I am quite secretive

Open, weight of your shoulders, feel freer

Secretive; do it because of past experiences

Open, no worries,

Distant from people

People can come to you if they need help*

You distance yourself because you are hurt

Bad mood Happy, enjoy things, feel good* Usually always in bad mood It’s better to be happy
Bored of being alive Bored of being alive

Depressed Constantly upset

Hate self

Confident, share things ask for help, open

Not confident, scared what people will say

With my friends | am fine quite confident

Feel ok. Shouldn’t worry

I get really self-conscious

Trust

I wouldn’t tell anyone secret

Trusted

Can rely on them to be there if you need them

Wouldn’t want someone else to feel the way I felt

Helps people

I just feel better about if | have helped

Helping, MH nursing

Nice; smiling or asking how they are

Caring; more emotion, more attachments

Quite distant, keep themselves to themselves,

Fear being let down, disappointments & heartache

Avoid making attachment with people

Tend to always think about the bad side like

A quite optimistic person

I try to look at the bright side but it is hard.
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Appendix 2-E: Summary Table of 1zzy’s Constructs

1ZZY (Self Characterisation Sketch, Appendix No, 2-D)

Emergent Constructs
Emergent Constructs are the constructs

initially shared by the individual in their own

words *Constructs struggled to elaborate

Contrasting Constructs
Contrasting constructs are the individual’s
response when being asked what is opposite to an
emergent construct. (e.g., If you were X what would
you be?)

Current position if identified

Preferred Position if
identified

Different; the way they

Normal Closer to different, only one

Don’t fit in a category

I don’t really fit in

Nothing in common

Lots of friends, Happier, People want them around

Last choice

No one really cares

I am not as good as everyone else

Not as good as everybody

Judge myself against other people

It is hard to get closer to people

Other ways of being close to someone Never feel close to others, or truly liked

Like wearing a mask

Able to share their true self I feel like people don’t like that kinda me

Be completely myself

Just hiding it [self]

Pretending

Don’t have to pretend

Popular

Not caring what people think

Caring what people think | care way to much

Self-conscious

Confident in themselves | see myself as unconfident.

More confidence

Always worrying about themselves

Nobody needs you

Needed, got a reason or task, happy* Never feel like | have a purpose.

Cat needed ME, a purpose.

You are just kind of there

| am kind of here for no reason

They don’t really mind you being there

No one wants me here anyway

They are never going to rely on you

Relied on, love and appreciate you Never needed, they are supposed to love me

To be need, feel good

Lost; there is sort of nothing there

Unsure, you don’t even want to look

Scared of what the reality might be

No-one really out there to take care of you

You feel like people care about you Want to rely on somebody but find it hard

because you think they will leave you

Feeling alone

Happy; I don’t know how to explain happy like*

Unlucky person

Born with luck, things go their way, life perfect I am normally unlucky

Somehow things will go wrong

Fate always goes the wrong way for me

Perfect

I would never feel perfect I really don’t like the real me
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Appendix 2-F: Summary Table of Yazmin’s Constructs

YAZMIN (Self Characterisation Sketch, Appendix No, 2-E)

Emergent Constructs Contrasting Constructs Current position if identified Preferred Position if identified
Emergent Constructs are the constructs Contrasting constructs are the
initially shared by the individual in their own  individual’s response when being asked
words what is opposite to an emergent
**Constructs struggled to elaborate construct.
(e.g., If you were X what would you
be?)

Not having eyes you wouldn’t see the pain Some people are thankful for their eyes I wish I couldn’t see pain, didn’t regret
Had a lot of pain since they were a kid
Trust Doesn’t trust at all You can’t even trust life
I just don’t expect anything from them I have trusted a lot of people
Trusting someone with all your heart Every trust ended up betrayed Learning not to [trust].
Hoping is when you are hoping for something I hope my future is ok Every single day praying and hoping
Independence: doing stuff by yourself really I am more independent It is better to do things for myself really

What | have learnt from life

No one is going to help you out

Don’t know how long they would be there

Help out Selfish, only care about own feelings You should learn to help, no matter how bad

It is a choice really

I wouldn’t say I am nice

Regret; something you did or wanted to do Going the wrong way, don’t regret

A mistake, you spend your whole life regretting

I wish I wasn’t alive Some people might love their life*

Better to not live at all then to live with pain

Not strong enough Confident Pretend to be strong Pretend to make others happy
More about confidence Confident

Happy* Happiness if not made for them Wish to be happy Happy makes them feel better
Sadness

Crying eyes out

I will never talk about it

Don’t think they understand so don’t bother
telling them

People who know you inside and out
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Appendix 2-G: Appendix 2-J: Summary Table of Emily’s Constructs

EMILY (Self Characterisation Sketch, Appendix No,2-F )

Emergent Constructs Contrasting Constructs Current position if Preferred Position if identified
Emergent Constructs are the constructs Contrasting constructs are the individual’s response when identified
initially shared by the individual in their being asked what is opposite to an emergent construct.
own word (e.g., If you were X what would you be?)
Overweight Skinny Overweight *used to be skinny
Lack motivation to have better life Motivated to have a good life

Sort of not give up

Otherwise they will be judged

I’m not popular Popular (really, quiet popular Not popular Not popular I will turn out better
Invisible Popular Invisible; easier than risk

| am a little weird

Ugly Ugly

No one really cares

I will just embarrass myself

A downer A downer

Sad

Depressed

Not a lot of people tend to like me

Don’t have enough confidence Confidence; you can go quite far

I speak my mind

Want to be heard

Hiding in the shadows

Don’t think they would tell the truth

I have gone through a lot People are in a dream land

Nice person Not a nice person Can’t be nice at school Nice person

Not a lot of people tend to like me

Been through a lot (trauma)

Understand
Empathise Wouldn’t care what others feel As older need to empathise
Mature Immature, spoilt brat, never had to think of others, naive Mostly mature Mature

Tend to help others

I have not coped as well

Had to grow up straight away

Can’t rely
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Have responsibility

Tough times Good childhood make you a higger better person
Put a brave face on to the world

Appear weak

Never tell every person Tell everyone for attention Tell specialists, family Tell specialists, family

Get hurt Risk is low that you are going to get hurt

Used against me

Don’t have trust

Trust

Understand life experience

Careful who you speak to

Grown up knowing I can’t be a kid forever

Bottle it up and not tell anyone

Recognise others upset

Turn around and say me to

Don’t compare, just listen

Learning hard lessons
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ALICE (Self Characterisation Sketch, Appendix No, 2-G)

Emergent Constructs

Emergent Constructs are the constructs initially  Contrasting constructs are the individual’s response

shared by the individual in their own words when being asked what is opposite to emergent

**Constructs struggled to elaborate

Contrasting Constructs

construct.
(e.g., If you were X what would you be?)

Current position if identified

Preferred Position if identified

Escaping reality

Escaping reality

Categorised as different

No specific groups

People judging you

You don’t get judged at all

You don’t get judged

Always have someone to talk to

Don’t fit in

Share the same passion, Fit in

| never feel like | fit in

Share the same passion

Forced into confined space

Choose to go

Completely different

Completely different

Stay under the radar Voice opinion Stay under the radar

Weak it was all my fault Here has helped a lot
Emotionally unstable

Crazy

Insane

Popular groups are accepted

Groups that are not accepted

Not accepted

No one is like me

I always feel alone

| feel alone a lot

I don’t feel I can trust them

I don’t think they would understand

Not really similar

We are similar, mental health problems,

Don’t connect

Connect on a different level

Connect

Not on the same wavelength

Not things in common

Been through the same thing as me

Easier if things in common

Isolated

Want to push feelings down

It’s letting things out

It’s letting things out; is good

Focus on the happy stuff

| try and bottle things up at school

Bottle things up

Betrayal

Trust

| find it really really hard to trust

Scouts, only place I trust

I haven’t trusted my family in a long time

Trust

Really hard to trust people

Scouts, only place I trust

Confidentiality is not existent

Put this act on

Being completely myself and completely relaxed.

Split personality

Being completely myself
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Bouncing all over the place

Entire drama performance

Acting happy

I have lots of practice pretending to be happy

I am this empty shell, a robot

People think | am really anti-social At scouts, | am one most social people in the world

| am determined to succeed Determined;

Determined

I will do anything to prove them wrong

I am going to break the stereotype

Pushed myself too far Push self; I do a lot

Daddy issues Daddy issues

Gone the opposite way Committed relationship

Committed relationship;

Depression

A lot of issues Constantly negative thoughts

good problems are as big as mine

Hate myself

I blamed myself completely

Scarred me for life! Damaged me

people come to me with problems

I am half glad that some of what happened Made me a better person,
| can connect Connect
Empathise Empathise

Make others happy, it makes me happy*

I am going to do psychology
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Appendix 2-1: Extract from Yazmin’s Initial Codes Second Codes Subtheme Overarching
Y: I don’t want, at the moment I am still waiting for it...still ~ Still waiting External/lack of The
waiting for an answer. I didn’t tell the police, I should have  Answer agency Lacking agency Misfortunate
done earlier so that he went to prison earlier really. Obviously  Should have Self
nowadays I hope this wouldn’t happen to other people, so if Hope this wouldn’t happen Protecting The

she was abused she could just tell someone as soon as possible  Abused/Could just tell others/self Seeking caring roles Enhanced
so she has no regret, what will they say, the court the judge. She has no regret Self
Half of me is waiting thinking they will say no. I don’t want Court Negative/distress

another person to feel like..., I am sure I wouldn’t be able to do  Waiting/thinking External/lack of Unable to connect The

it. I wouldn’t want them to feel they can’t get him punished. I I don’t want another person to feel agency Misfortunate
don’t want it to be a main; I would be scared if there was a bad  Wouldn’t want them to feel Self
point bigger than me that I wouldn’t be able to help them out.  Scared/Bad point Negative/distress Unable to connect

If | didn’t help them out I would feel guilty inside. If I am  Wouldn’t be able to help External/lack of The
working with marriage and divorce | could work around that,  Guilty inside agency Lacking agency Misfortunate
but I wouldn’t do that only because I wouldn’t be able to do it. Work with marriage Lack confident and Self

I am not strong enough. Wouldn’t do that/Not strong enough ideal

R: Ok, so helping someone to get justice would be important so

that you can help them not feel the way you did?

Y: Yeah

R: Can you to tell me about strong?

Y: It is more about confidence for me really. Cause being Confidence Lack confidence Unconfident The Inferior
strong is not really a good...even if you are not strong you Strong is not really good Lack confidence Self
have to pretend that you are, to make someone else feel better,  If not strong pretend you are Not visible/sharing Unconfident The

to make them feel ok, to tell them that....to be honest, Make someone else feel ok feelings Protective
sometimes | give up, | just cry my head off or scream out | give up/cry head off Protecting other Pretend Happiness Self
really, I don’t really have anyone to speak to really. If I spoke ~ Scream out Negative/distress The

to my mum it would be really like, awkward | would not want I don’t really have anyone to speak to Protecting others Initiate independence  Misfortunate
her to feel bad about herself, that | regret letting that happen to  Awkward/Bad about herself/Regret Protecting others Self
her. Or making her feel sad. It is like when I feel sad and stuff, Make her feel sad Negative/distress Protecting others

I just need to scream and like crying and do it myself. But, Feel sad and stuff scream/cry, do it Distress/not sharing The
when it comes to someone else, I don’t feel like telling them at  myself Not visible/sharing Pretend Happiness Protective
all, cause they wouldn’t know how I feel inside out and the I don’t feel like telling them Others unable to Self

mum | wanted or need is weak herself. T don’t think she could
help me out with this business. It is just me trying to be strong.

Wouldn’t know how I feel
Mum is weak she couldn’t help
Just trying to be strong

handle my distress
Others unable to
handle me

Initiate independence

R: So you have told me about trying to be strong for others,
and that people may....
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Appendix 2-J: Comparison of pictorial self characterisation sketch (PSCS) analysis across young people

Self

Characterisation
guidelines proposed
by Bell & Bell, 2008)

Similarities

Differences/Less common

Examples of how this analysis
informed/was used to check findings
important to research question were

reported

1) Observations of

how and what
was drawn

‘Human’ characters within PSCS (Izzy, Emily, Alice, Tom,
Scarlett)

In initially describing PSCS Izzy and Emily reflected their
negative self constructs and feeling inferior to others

Yazmin, lzzy and Scarlett’s description of their PSCS involved
emotive constructs (e.g., pain)

PSCS included explicit representation of self (1zzy, Emily, Alice)

Expressions on face of characters drawn
(Sad and Happy, lzzy; Angry, Scarlett;
Happy, Alice)

PSCS abstract in nature (Yazmin, Tom)
Tom used the PSCS as an opportunity to
nonverbally express his construct of
being artist

Izzy used colours on her PSCS to depict
difference

Yazmin requested to draw in pencil
Emily wrote words on her PSCS

Alice drew her PSCS in reference to a
positive social context

Referenced examples where self has
been reflected as inferior or flawed
Reported Alice’s PSCS as an
exception (positive context)

Scarlett and Emily both construed struggling to think about
themselves

Tom wondered if he would be believed
I1zzy spoke about feeling different
Emily spoke about being overweight
Alice reference Scouts as a positive

Reported constructs of difference or
inferiority being emergent from the
PSCS

2) Construct first e Maggie and Alice both spoke about positive relationships (Maggie social context Reported evidence of struggles to
elaborated in reference to admired friend, Alice in relation to Scouts) . . elaborate positive constructs of self
e Yazmin spoke of wanting to not have to R 4 Alice’s PSCS
see her pain b Ortt.e e t.s tas tan
i . . exception (positive contex
e Maggie spoke of wanting to be like P G )
admired friends
e Most young people moved from sharing emotive topics to ending Reported evidence of young people
the interview with a positive or neutral construct (e.g., Scarlett e 1z2v ended the interview construing how struggling to elaborate positive
started talking about not be able to think about herself and ended sheylacke 4 purnose and would feelgbetter contrasting constructs
3) Sequence and construing calm; Tom did not feel he would be believed and ended purp Reported the core similarity in

transitions
between
constructs

by construing what makes Rudolph happy).

When discussing content that involved elaborating contrasting
constructs the young people demonstrated this non-verbally (e.g.,
Scarlett became restless, Tom more animated while continuously
drawing, Yazmin became visibly upset)

if someone cared about her
Emily ended the interview construing
baking as a distraction

content in relation to protective self
Referenced the construct of caring
to make self and others happy
Reported how Izzy’s construct of
purpose was different to constructs
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Most young people transition from construing feeling inferior or
different to construing their protective strategies of pretending
(Emily, Maggie, Alice, 1zzy)

Some young people may have presented a “pretend happy self” in

of caring

3) Sequence and the interview (e.g., Maggie, Izzy, Alice and Yazmin all laughed at
transitions times when talking about their distress)
between Most young people ended the interview construed caring (e.g.,
constructs Yazmin, Alice, Maggie) as a means of making themselves and
others happy.
Constructs relating to difference or worthlessness were common
(e.g., Scarlett feeling worthless; Tom feeling like piece of junk, Yazmin construed in relation to her faith . .
Izzy not good enough) and culture (e.g., as a means of Feelgg(r)tﬁ?oh?avi\;: :nz(;n ézlfﬁrr;s”ued n
Most young people construed in relation to feeling unable to understanding trauma, influencing e Reported pretend self as an
connect with peers and being isolated (Tom, lIzzy, Maggie, Alice) change and construing luck) important protective strategy
4) Core or repeated Maggie and Yazmin construed protecting others from feelings Alice and Emily both construed in with Reported Alice and Emily as
constructs Young people construed “pretending” as a protective mechanism direct reference to their trauma rowina throuah trauma
(Yazmin, Alice, lzzy, Maggie, Emily, Scarlett). experience as having developed and g tgd Al g Kina 1o b
Alice, Yazmin, and Maggie construed in relation to self at home being better people. ideeg?;eelf a Iacagft;ieo:jndgs 0 be
but mostly like the other young people, at school Alice construed wanting to prove people Re orted’ce?rin a5 an important
Most young people ended the interview construed caring (e.g., wrong in relation to future self and coﬁstruct g P
Yazmin, Alice, Maggie) as a means of making themselves and relationships
others happy.
5) Details of a . . . .
constructs AII .the young people construed in relation to school and their Alice was _the onl_y young person who o _Reportgd all young people construe
context evident difficulties in relatlng_to peers _ construed in relation to a positive in relation to_ school _
through Young people fel_t their trauma set them apart from peers (Emily, context (Scouts) . Reporteq _Allce as exception, Scouts
elaboration. Izzy, Maggie, Alice). as a positive context

Additional Details
relating to trauma
experience

All young people alluded to a difficult or adverse experience

All but Tom made a link between their difficult experience and the
way their self construed

All young people (other than Yazmin) referred to their on-going
difficulties as school

Scarlett, 1zzy, Maggie and Tom did not share great detail about
their trauma experiences

Alice, Yazmin and Emily disclosed their trauma experience in
some detail.

Maggie, Yazmin, Scarlett and Alice used the term Trauma.

Izzy construed largely in the ‘here and
now’ with little reference to the past

Trauma experience shared to give
context

Reported that the young people
make connections between
experiences and way they construed
self
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Appendix 2-K: Table. Summary of Theme 1: The Inferior Self

Overarching Theme 1: The Inferior Self

Main Constructs identified as relating to each subtheme Initial Codes
(*indicates if participants expressed a position within construct) Participant Used to group constructs into
Reported as: Emergent Construct------- Contrasting Construct subthemes

Subthemes
Grouped into overarching
theme

People might be looking down on him [dude]

Feeling worthless

Feel like you are not worth anything* Scarlett Feeling worthless
A time when they liked me Historically liked
I think I’m just a piece of junk* Tom Feeling worthless/negative
Special--- Never been special* Feeling worthless/negative
Different* Feeling different
Different things in common* Feeling different
Dress dark and stuff*----- Soft people Maggie Feeling Different; physical
Hate self* Feeling different
Just happy Others being different/positive . . .
Different*------ Normal Feeling worthless/negative 9|fference In Wo.rtr];
Not as good at academics*----Academic Feeling different; abilities never been special
Perfect- | would never feel perfect* lzzy Feeling worthless/negative
Individuality Others being different/positive
Worth being used for Feeling worthless/negative
I wouldn’t say I am nice Yazmin Feeling worthless/negative
Overweight*-----Skinny Different; physically/negative
I am a little weird* Emily Feeling different
Ugly* Different; physically/negative
No one is like me* Alice Feeling different
Hate myself Feeling worthless/negative
People might be looking down on him [dude] Feeling worthless
I do worry what people think of me Scarlett Different; judgement
Have to have a trauma*----not the same as being really sad Different/difficult life event
I have no friends* Feeling different; unworthy
Everyone laughed at me Treated differently; unworthy Unable to connect: “don’t
Sometimes they take the micky out of me Tom Treated differently; unworthy fit in”
A time when they liked me Treated differently; worthy
Secretive and distant*----people come to you Maggie Different; protecting self

Different things in common*
Dress dark and stuff*----- Soft people
Because of past experiences

Don’t fit in*----- Lots of friends

lzzy

Relating; things in common
Relating; things in common
Different/difficult life events

Feeling unworthy, things in common
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Nothing in common*
Lost*
Unsure*

Had a lot of pain since they were a kid* Yazmin
What | have learnt from life*
A mistake, you spend your whole life regretting

Invisible*-----Popular Emily
I am a little weird*
Not a lot of people tend to like me*
I have gone through a lot*-----people live in a dream land
Been through a lot
Spoilt brat
Never had to think of others
Naive
It’s not life trauma
Had to grow up straight away
Tough times*----Good childhood
Learning hard lessons

Categorised as different-----No specific groups Alice
Don’t fit in*
Popular groups are accepted------ groups that are not accepted*
Being able to escape reality
Forced to fit in------ share the same passion
Not really similar-----we are similar
Not on the same wavelength------ connect on a different level
Not things in common*
Been through the same as me*
People think | am really anti-social---At scouts, | am most social person in the
world
Daddy issues
A lot of issues
Scarred me for life! Damaged me
It is good that not everyone’s problems are as big as mine

Relating; things in common
Different/difficult life events
Different/difficult life events
Different/difficult life events
Different/difficult life events
Different/difficult life events
Feeling different; unworthy
Feeling different; unworthy
Treated differently; unworthy
Feeling different; unworthy
Different/difficult life events
Different/difficult life events
Different/difficult life events
Different/difficult life events
Different/difficult life events
Different/difficult life events
Different/difficult life events
Different/difficult life events
Different/difficult life events
Feeling different; unworthy
Feeling different; unworthy
Feeling different; unworthy
Relating; things in common
Relating; things in common
Relating; things in common
Relating; things in common
Relating; things in common
Relating; things in common
Context and connection
Impact of life event
Impact of life event
Impact of life event
Different/difficult life event

Unable to connect: “don’t
fit in”

I do worry what people think of me Scarlett
Isn’t very confident*----Confident
Scared what people say*- shouldn’t have to worry Maggie

You think people might judge you
Confident-----Not confident

Different; judgement
Lack confident and ideal
Different; judgement
Different; judgement
Lack confident and ideal

Unconfident: “scared what
people will say”
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Self-conscious*----Confident in themselves Izzy
Don’t get picked on
Not caring what people think

Not strong enough*-----Confidence Yazmin
Invisible*-----Popular Emily

Not a lot of people tend to like me*

Don’t have enough confidence*----Confidence

Just not being judged Alice

Popular groups are accepted------ groups that are not accepted™
I am really anti-social---At scouts, | am most social

Lack confident and ideal
Lack confident and ideal
Others being different/Positive
Different; judgement
Different; judgement Unconfident: “scared what
Lack confident and ideal people will say”
Lack confident and ideal
Different; judgement
Different; judgement
Context; social
Context; social
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Overarching Theme 2: The Misfortunate Self

Main Constructs identified as relating to each subtheme Initial Codes Subthemes
(*indicates if participants expressed a position within construct) Participant Used to group constructs into Grouped into overarching
Reported as: Emergent Construct------- Contrasting Construct subthemes theme
Have to have a trauma*----not the same as being really sad Scarlett Different/difficult life event
Because of past experiences Maggie Different/difficult life event
Fear of being let down again and disappointments & heartache* Different/difficult life event
Lost* Izzy Uncertainty/life event
Unsure* Uncertainty/life event
Had a lot of pain since they were a kid* Yazmin Impact of life event
What | have learnt from life* Different/difficult life event
A mistake, you spend your whole life regretting Different/difficult life event Adverse Experiences
I have gone through a lot*-----people live in a dream land Emily Different/difficult life event “You have to have a
Been through a lot Different/difficult life event trauma”’
Spoilt brat Others do not understand
Never had to think of others Others do not understand
Naive Others do not understand
It’s not life trauma Different/difficult life event
Had to grow up straight away Impact of life event
Tough times*----Good childhood Different/difficult life event
Learning hard lessons Different/difficult life event
Not on the same wavelength------connect on a different level Alice Different/difficult life event
Been through the same as me* Same difficult life event
Daddy issues Impact of life event
A lot of issues Impact of life event
Scarred me for life! Damaged me Impact of life event
It is good that not everyone’s problems are as big as mine Different/difficult life event
Tend to always think about the bad side like—Quite optimistic Maggie Bad side/lack agency
Unlucky person*----Born with luck lzzy External/lack of agency

Things go their way
I am normally unlucky
Somehow things will go wrong*
Fate always goes the wrong way for me

External/others lucky
External/lack of agency
External/lack of agency
External/lack of agency

Lacking Agency; “You
can’t even trust life”
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Since my past is bad, | hope my future is ok*
Every trust ended up betrayed
You can’t even trust life and where that’s going to take you

Every single day you are praying*

Hoping something goes good*
Some people might feel like, I love my life
God gives you punishments,
God gives you tests
Some people are just not lucky*
Their life may be written as not happy, not meant to be happy

Yazmin

Hope
Trust/difficult life event
External/lack of agency

Hope

Hope

External/others lucky
External/lack of agency
External/lack of agency
External/lack of agency
External/lack of agency

Lacking Agency; “You
can’t even trust life”

Like been torn open*
Depressed*
Just really sad
Want to hurt yourself
It feels like a pinch to the heart*
Having no feelings
Feeling nothing, like numb

Scarlett

Brokenheart still*
It’s horrible, like a storm is pulling you down*
Happy
Full of joy
I don’t know what makes him happy**
Kind
Really Good

Tom

Constantly upset
I was about to burst
Tired
Stressful
Bad mood
Bored of being alive
Depressed
Constantly upset
Guilt and being bad
Other people might let it out a different way

People can come to you if they need help**Opposite to being distant

Feel good

Maggie

Lost*
Unsure*

lzzy

Negative/distress
Negative/distress Negative/distress
Negative/distress Negative/distress
Negative/distress Negative/distress

Positive/under-elaborated
Positive/under-elaborated
Positive/under-elaborated
Negative/distress Negative/distress
Negative/distress
Positive/under-elaborated
Positive/under-elaborated
Positive/under-elaborated
Positive/under-elaborated
Positive/under-elaborated
Negative/distress/hopeless
Negative/distress
Negative/distress/hopeless
Negative/distress Negative/distress
Negative/distress/uncertain
Negative/distress/uncertain
Negative/distress/uncertain
Negative/distress/uncertain
Negative/distress/hopeless
Positive/under-elaborated
Positive/under-elaborated
Positive/under-elaborated
Negative/distress
Negative/distress

Significant Difficulties;
“Like a storm is pulling
you down”
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Worried*
Scared of what reality might be*

I think there are other ways of being close to someone. I don’t know some of the

ways.
Happy; I don’t know how to explain happy like *

Sometimes | wish | was blind so | could not see all that pain
Had a lot of pain since they were a kid
Sadness
Crying eyes out
Regret
Naturally happy---- think happiness if not made for them*
I wish I wasn’t alive*---some people might feel | love life
It is better to not live at all then to live with the pain of life
I wish I wasn’t alive---some people might feel I love life

Happy

Yazmin

Sad
Depressed
A downer*
Get hurt

Emily

Emotionally Unstable
Crazy
Insane
Hate self
Depression
It makes me happy*

Alice

Negative/distress
Negative/distress
Positive/under-elaborated
Positive/under-elaborated
Positive/under-elaborated
Negative/distress
Negative/distress/hopeless
Negative/distress/hopeless
Negative/distress
Negative/distress
Negative/distress
Negative/distress
Positive/under-elaborated
Positive/under-elaborated
Negative/distress
Negative/distress
Negative/distress
Negative/distress
Negative/distress
Negative/distress
Negative/distress
Negative/distress
Negative/distress
Negative/distress
Positive/under-elaborated

Significant Difficulties;
“Like a storm is pulling
you down”
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Appendix 2-M: Table. Summary of Theme 3: The Protective Self
Overarching Theme 3: The Protective Self
Main Constructs identified as relating to each subtheme Initial Codes Subthemes
(*indicates if participants expressed a position within construct) Participant Used to group constructs into Grouped into overarching
Reported as: Emergent Construct------- Contrasting Construct subthemes theme
Shut yourself away* Scarlett Not visible/sharing self
Its stressful and its feels safer to stay inside Safer to hide self
Keep things in* Maggie Not visible/sharing feelings
For everyone else’s sake, try and be happy Protecting others/happy
You don’t want to talk about stuff Not visible/sharing feelings
Good front, this good front* Not visible/sharing feelings
Kind of hide it from everyone* Not visible/sharing feelings
You just wait until you are on your own and you can let it all out Not visible/sharing feelings
Have to pretend you are happy Not visible/happy
I am quite secretive*----Open Not visible/sharing feelings
Weight of your shoulders Sharing feelings
Like wearing a mask*----Able to share true self Izzy Not visible/sharing self
Just hiding it [self] Not visible/sharing self
Pretending”----Don’t have to pretend Not visible/sharing feelings .
Takes the stress off Share feelings Pretend Happiness;
People who know you inside and out Yazmin Not visible/sharing true self Wearing a mask
I will never talk about it Not visible/sharing feelings
I don’t think they understand so I don’t bother telling them Not visible/sharing feelings
Even if you are not strong you have to pretend that you are* Not visible/sharing feelings
Known you inside and out Not visible/sharing true self
Hiding in the shadows Emily Not visible/sharing true self
Put a brave face on to the world* Not visible/sharing true self
Careful who you speak to Not visible/risk of true self
Want to push feelings down*---letting them out Alice Not visible/sharing true self
Put this act on----completely myself Not visible/sharing true self
Entire drama performance* Not visible/sharing true self
Acting happy* Not visible/happy
I have lots of practice pretending to be happy* Not visible/happy
| am this empty shell, a robot* Not visible/sharing true self
Feel better Sharing true self
Being alone* Scarlett No one to rely on Initiate Independence;
Everyone forgets you No one to rely on “No one is going to help
You can rely on them to be there if you need them Maggie No one to rely on you; you have to do things
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Distant from people
Fear of being let down and disappointments & heartache
Avoid making attachment with people
For everyone else’s benefit

No one to rely on
No one to rely on/fear
No one to rely on/avoidance
No one to rely on/fear
No one to rely on/fear

No-one really out there to take care of you*---people care Izzy
Feeling alone*---Happy No one to rely on
You think they will leave you No one to rely on/left Initiate Independence;
Independence: is where you are doing stuff by yourself really Yazmin Self sufficient “No one is going to help
What | have learnt from life Self sufficient you; you have to do things
I just don’t expect anything from them Self sufficient for yourself”
No one is going to help you, you have to do things for yourself Self sufficient
Even if you are not strong you have to pretend that you are* Self-sufficient/pretend
The mum | wanted or need is weak herself Self sufficient
I am determined to succeed Alice Self sufficient
I will do anything to prove them wrong Self sufficient
Pushed myself too far No one to rely on
Isolated Self-sufficient/pretend
Had to grow up straight away Emily No one to rely on
Shut yourself away Scarlett Not visible/sharing self
It feels safer to stay inside Safer to hide self
I don’t know if you might believe me Tom Believe/rejected
I keep things in a lot Maggie Protecting others/self
You distance yourself because you are really hurt Protecting others/self Protecting
Secretive because of past experiences others/self Protecting others/self
Fear of being let down and disappointments & heartache Protecting others/self Protecting
Avoid making attachment with people others/self Protecting others/self Managing risk of rejection;
Takes the stress off Izzy Ideal self/true self “Careful who you speak to;
Don’t like the real you Rejected self it could back fire”
You might get picked on Rejected/risk
| have trusted a lot of people in my life but it turned out not good Yazmin Rejected/risk
I am kinda of learning not to [trust] Not to trust
Every trust ended up betrayed Trust/Betrayal
Betrayed*----Trust Alice Others unable to handle me
I haven’t trusted my family in a long time Trust/Betrayal
Confidentiality is not existent Trust/Betrayal
The fear of rejection Emily Rejected/risk/Used
Don’t have trust*----Trust Trust/Betrayal
Trust/Betrayal

Careful who you speak to
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Overarching Theme 4: The Enhanced self

Main Constructs identified as relating to each subtheme . Subthemes
S . - i e - Initial Codes :
(*indicates if participants expressed a position within construct) Participant Used to aroun constructs into subthemes Grouped into
Reported as: Emergent Construct------- Contrasting Construct group overarching theme
I don’t want people to have to hold them in ‘cause I know Maggie Empathy/experience driven

It was later that I realised it wasn’t my fault
I would tell them the experiences | had so that they did not do the same things | did
Forget about yours and help that person
Someone in pain | will just be there
I don’t want another person to feel like me
Like telling a person, someone is there for you

Yazmin

You understand and empathize
Mature*---Immature
The things that have happened make you a bigger and better person Emily
Recognise others upset
As you get older need to empathise

I am determined to succeed
Gone the opposite way
I will do anything to prove them wrong
Going to be myself, and how I was born to be
Pushed myself too far Alice
I am not completely worthless
Maybe there is a reason all of this happened
Psychology a-level
Empathise

New learning/not fault
Empathy/experience driven
Empathy/experience driven
Empathy/experience driven
Empathy/experience driven
Empathy/experience driven
Empathy/experience driven

Mature/experience driven
Post traumatic growth
Caring/empathy
Empathy
Post traumatic growth
PTG/Determined
PTG/Determined
PTG/Determined
PTG/Determined
PTG/Determined
Post traumatic growth
Post traumatic growth
Empathy

Post traumatic
growth;
“Maybe there is a
reason all of this
happened”

Helps people
I do try and make people happy
I just feel better about myself if | have helped somebody
Nice Maggie
Smiling or asking how they are
Caring
I want to be a nurse

Nobody needs you----Needed
Got a reason or a task
Notice own strengths Izzy
You are just kind of there
Never feel like I have a purpose

Caring
Caring/Happy
Happy self/Help
Caring
Caring
Caring
Caring role
Needed
Reason/Purpose
Strengths and reason
Reason/Purpose
Reason/Purpose Reason/Purpose

Seeking caring roles;
“Give me a purpose”
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Cat needed ME it gave me a purpose
They are never going to rely on you*-----Relied on
Without that person, you wouldn’t be able to live
They love and appreciate you
No one wants me here anyway
It feels like they are just supposed to love me
I would like someone to need me to give me a purpose

Help out----They would be quite selfish
Only cared about their own feelings
Didn’t think about anyone else
Blessings
Help those people who have difficulties get justice

Yazmin

Mature
Never that to think of others
Tend to help others
Help others before themselves
Understand life experience- Emily

Emily

People come to me with problems
Can connect
I make my other friends happy, it makes me happy
A counsellor one day
When | can help them

Alice

Reason/Purpose Reason/Purpose
Reason/Purpose/Love
Reason/Purpose/Love
Reason/Purpose/Love
Reason/Purpose/Love

Caring
Others not caring
Others not caring

Caring/Love
Caring role

Caring/experience
Caring
Caring
Caring

Caring/experience
Caring

Caring/Connecting

Happy self/Help
Caring role
Caring

Seeking caring roles;
“Give me a purpose”
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Appendix 2-0. Comparison of Initial Themes Across Alice’s Transcript

Main Researcher

Academic Supervisor

Theme Description

Supporting Quote

Theme
Descriptions

Supporting Quote

‘Different places different self’
Alice construed herself as being
different in different contexts.
This seemed to relate directly to
the relational and historical
experiences that she associated
with each social context. School
was a place of stress whereas
Scouts allowed her to escape
reality where she could be a
preferred ‘self” without
judgment.

A: Erm, well it is, school work is really
stressful and the bullying on top of that
and erm, it’s it’s a bit like I have a split
personality. | am one person at home,
one person at school and another person
at scouts and erm, it is so easy to be
myself at scouts but then at home | am
not quite there, I go and do my
homework, and don’t have time for a lot
of anything else and then school, I don’t
say much, and here I am talking like
mad now, which is what | do at scouts.

School vs Scouts

Being judged/not
being judged
(personality vs
appearance)

Line 11: Scouts is really good because, it is kind
of escaping reality. Over here (raises left with
hand) you have all the stress and school work or
people judging you and saying things, and then
over here (right hand) in camp all the girls, it’s
brilliant, you can talk to them and they will not go
and gossip about...and twist things, no one wears
makeup, I don’t like wearing makeup, makeup up
at all. You don’t get judged at all, you can wear
what you want, massive baggy hoodies and, and
you walk around like a complete mess and no one
really cares, they kinda look for your personality
more than your appearance

‘Others can’t be trusted’

Alice made links between her
past experiences and that she
struggles to trust others. This
was a theme that transcended
contexts and relationships. For
example it related to her
traumatic experience with her
father but also her experience of
teachers at school. Consequently
Alice believed that she could not
trust people with her experience

A: Erm....yeah it is really important. I
haven’t trusted my family in a long
time. Ever since my...my parents broke
up when | was in year 6, | was about 10
and it is kinda like, there is a lot of

lying.

A: Then it is like Chinese whispers, and
then its exaggerated and people over
hear, they have heard something while
outside the staff room or school office,
you kind of learn, I just don’t trust
teachers any more.

Trust vs betrayal
(‘confide’ at scouts
vs other — ‘fake
friends’ line 139)

Line 100: I always feel alone. | have friends who
say if you ever need me | am here to talk to but |
don’t feel like I can trust them, because I am a
little paranoid about what other people have said
and I don’t think they would understand because
they are not on the same wavelength. It is
different with people at scouts because | can talk
to them openly about it ‘cause, some of them
have not been through the same things as me, but
we connect on a different level so | feel safe
talking to them.
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‘Putting on a performance’

An extension of being different
people in different contexts.
Alice specifically spoke of
pretending to be happy and this
appeared to have a protective
function, especially in school
which was an environment she
associated with judgement.
Once again this contrasted to her
experience at Scouts where she
felt she would be safe from
judgement

A: Yeah | got an A* in drama maybe
because | have lots of practice
pretending to be happy

A: At school | am like in this shell, this
empty shell. But when | go to scouts |
am kinda like, I can kinda like be
myself and not really care what people
think of me, because they don’t judge
anyone

Protecting self
(against judgment
and ridicule)

152: 1t is like going to scouts, and you can say
anything that you want. If you are going through a
tough time, they can tell, like at school | put on
this act that I am completely happy and
completely fine, 1 will be bouncing all over the
place kind of convincing people...school has been
an entire drama performance at the end of the day,
acting happy and acting you are ok, even if you
are really not and you have all these thoughts in
your head.

‘1 will prove them wrong’

Alice spoke of perceiving her
trauma experience; in particular
her “daddy issues” could lead
her down a path she did not
wish to go. Alice reported a
strong drive to break this
stereotype and to instead be the
person she would like to be.

A: | tend to do a lot to prove myself to
other people erm, like a lot of people,
people put it that | prove myself because
I have “daddy issues”.

A:.. a girl in my class who dad
disowned her when she was 7 and she
has major daddy issues like similar to
me but she has gone the opposite way
about it, she is pregnant at 14 and |
definitely do not want to turn out like
her

Stronger Self

301: | used to view it as a weakness. Here has
helped a lot, thinking is it your fault? Like when
my dad used to pin things on me, erm, | used to
think it was all my fault and that 1 was weak.
Now | have half come to, erm, like getting better
within how | view myself.

310: I am half glad that some of what happened,
happened to me, because | now have a
completely new outlook on life, it is like at the
time it was horrible and the flashbacks are
horrible but it has made me a better person at the
end of the day. I don’t think I would be anywhere
near the person I am now if that didn’t happen.
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CRITICAL APPRAISAL 3-2

This critical appraisal provides a companion piece to the research to allow for a more
in-depth consideration of particular issues that were not fully reported in the research paper
due to practical constraints. This paper is written in the first person to allow for reflection on
decisions made while including participant accounts and consulting research where relevant.
Additionally, recommendations for future research and clinical practice will be made.

Within the critical appraisal | consider five key areas. Firstly, I acknowledge the
complexity of the research question by considering the assumptions | made, particularly
about exploring the relationship between self-construing and trauma. Secondly, | detail
considerations | made about defining trauma for the research including using the Trauma
Symptoms Checklist for Children — Alternate as a means of identifying a trauma presentation
(TSCC-A,; Briere, 1996). Thirdly, I reflect on the applied recruitment strategy and how this
may reflect some biases but also essential factors relating to encouraging participation.
Fourthly, 1 go on to discuss the strengths and limitations of using a personal construct
methodology, including the appropriateness of the pictorial self characterisation sketch.
Finally, I reflect on how | managed completing this emotive piece of research while not being
therapeutically involved with participants.

Acknowledging underlying assumptions

The research paper took a novel exploratory approach in considering how children
and young people think about themselves following a traumatic experience. One limitation of
this research, which was kept in mind throughout, was the assumption | made about being
able to capture and untangle the relationship between self-construing and the trauma
experience. Although, as the research paper notes, adult literature and child theory (e.g.,
Sewell, 1996; Herman, 1992) acknowledge that trauma experience has a fundamental impact
on a person’s wellbeing, including the way they think and feel about themselves, there are

also multiple factors that may inform this process. These include age, development, previous
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traumatic experiences, having consistent support networks, family and culture (McFarlane &
Yehuda, 1996). This complexity was illustrated explicitly at times in the study, for example
when Yazmin spoke about how her faith and culture were important for her, and therefore
informed how she thought and felt about herself following her trauma .

Furthermore, Kelly (1955) argued that construing is an ongoing, active process which
reflects new experiences (Kelly’s fundamental postulate). Therefore it is highly likely that a
child or young person’s ongoing experience following a traumatic event, such as therapeutic
input, will play a meaningful role in how they construe. Such experience could explain
constructs of post traumatic growth demonstrated in the research paper (e.g., Emily
construing “I am a bigger better person”).

In light of this dilemma, | decided that the title of the research needed to reflect that a
relationship between trauma experience and self-construing was assumed and was going to be
explored in the interview. However, while acknowledging other factors I did not want the
paper to infer that trauma experience alone would inform how a child construed. Hence the
title “Exploration of how children and young people self-construe following a traumatic
experience” was developed. Furthermore, I considered the ways I might best maximise the
likelihood that trauma was a meaningful contributor to how children and young people think
about themselves. Such deliberations, discussed within this critical appraisal, include how |
came to define trauma, the ways children and young people were identified as potential
participants with a trauma background (e.g., as accessing mental health settings, screening for
trauma using the TSCC-A), and the role that clinicians were asked to take within the
recruitment process.

Defining trauma
While reading the trauma research, | considered my own beliefs about defining

trauma which were informed by my lived experience and clinical practice. As a trainee
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clinical psychologist I often approach formulating another’s distress by being largely
informed by how the individual defines their own experience. Therefore, | was interested in
the debate in the literature around prioritising objective experience (e.g., which forms the
basis for diagnosis frameworks such as the DSM-5 definition of Post-Traumatic Stress
Disorder) or subjective experience (e.g., Allen, 1995).

Examining the literature helped me develop my thinking and inform my position
when defining trauma in my research. | decided to apply a definition that acknowledged both
objective and subjective elements (Sar & Ozturk, 2006). However, in line with Allen’s (1995,
p.14) position that “it is the subjective experience of the objective events that constitutes the
trauma”, how the child or young person made sense of this experience, remained at the heart
of how I understood trauma and the basis from which I asked clinicians to identify potential
participants. The following applied definition was considered in in keeping with the research
as it described trauma as a “unique experience of an event or enduring conditions in which
the individual’s ability to integrate his/her emotional experience is overwhelmed and the
individual experiences (either objectively or subjectively) a threat to his/her life, overall
integrity or that of a caregiver or family member” (Pearlman & Saakvitne, 1995, p.60).

Having identified a definition, | decided to recruit through child mental health
services, which | believed would allow me safe and monitored access to a population of
young people, some of whom may have experienced something traumatic. | recognised that
within such settings, diverse understandings of trauma would be held, even if the wider
service encouraged a medical perspective (e.g., symptom focused). Therefore to strengthen
the research beyond applying a definition of trauma, a standardised validated measure of
trauma symptomology (TSCC-A) was used as an inclusion criterion for identifying potential

participants. This is a familiar tool for most clinicians, furthermore it allowed for some
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consensus in identifying a group of young people who had experienced and were affected by
traumatic experiences.

While reflecting on the process of defining trauma, | am aware that | had not fully
anticipated how the term would be received by the children, young people and their families.
Through the interviews it became clear that the term ‘trauma’ was understood differently
(e.g., as applying only to extreme experiences of abuse). Furthermore that the children and
young people may conceptualise their ‘traumatic’ experiences differently and therefore would
not identify with the term trauma (e.g., | am bullied). However, some participants did apply
the term ‘trauma’ alongside other clinical terms, such as depression, within their interview.
This made me wonder about how contact with services and increased awareness of mental
health issues in society may encourage children and young people to adopt clinical terms in
relation to their own experiences. In a therapeutic setting this could result from a clinician’s
attempt to identify and normalise distress or them using this term as short hand for describing
something that is often complex.

In my reflective diary, I wondered about how using the term ‘trauma’ reflected my
intentions, as a researcher, to capture a complex web of experiences in a single term.
Moreover, as | completed this thesis, | have recognised using this language and making
assumptions about applying such terms sat uncomfortably with me. Therefore when reporting
the findings of the research I chose to use the term ‘difficult or adverse life events’ when
reflecting on experiences that were not labelled as being a ‘trauma’ by the young people,
even if feelings of threat were acknowledged. Completing this research has reminded me to
question and be sensitive to the language | apply in research and my clinical work, and
whenever possible privilege client language.

A further illustration of trauma being conceptualised differently from my chosen

definition was when parents challenged me about using this to term to reflect their child’s
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experience. One such parent stressed “my child has not experienced a trauma”. In response I
tried gently and sensitively to explain my position on what I meant by ‘trauma’, particularly
that it was not just about extreme cases of abuse but included any experience that caused a
child or young person significant distress (e.g., bullying). In all cases, parents appeared to
accept this and agree that their child’s experience would be captured within such a definition.
Interestingly, this response to the term is likely also to depict the emotiveness of the word,
and what this captures for each of us. For parents a ‘traumatic event’ may represent
something not only difficult to acknowledge, but something that reflects their parental
abilities (e.g., ability to protect their child) or their perceptions of how others may judge them
or their child. Future research would benefit from exploring parent’s understandings and
response to such terms used in relation to their child’s experience.

The use of the term ‘trauma’ may have alienated those being asked to be involved in
the project. This may reflect why less potential participants expressed interest in taking part.
Moreover, if ‘trauma’ was not a term used in therapeutic work, it may have created a barrier
for clinicians to offer an invitation for children and young people to take part. With this in
mind, future research would benefit from exploring how children, young people, families and
clinicians construe trauma experiences, especially the language they use, to allow for the
development of alternative terms to be used when referring to such experiences.

Reflections on recruiting participants

Vitally, the research was designed to reduce any potential risk of distressing
participants, given its emotive topic, novel nature and vulnerable population. A consequence
of this was that | applied vigorous exclusion criteria. Unfortunately, this meant important
groups of children and young people were not asked to take part, namely looked after
children. Further research would benefit from including such populations to enrich the

understanding of how children and young people think about themselves while holding in
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mind the influence of different and ongoing traumatic experiences. Furthermore, a cut off
score was identified for the TSCC-A Post Trauma Subscale as a safeguard against asking
children or young people who rated highly on associated trauma symptoms and therefore
could be considered more vulnerable to distress if taking part. This criterion did not end up
being applied as no participants scored above 80, so this appeared an irrelevant precaution,
especially as clinicians appropriately identified young people who were able to manage
taking part. Within my reflective diary | had wondered if my use of such strict criteria was in
pre-empting anxiety and resistance from services and the ethics committee, but also my own
uncertainty about how children and young people may engage in these types of discussions
about self outside of a therapeutic setting.

Drawing across a common theme from the meta-synthesis and research paper, trust
was also essential for the success of and containment within the research. Primarily,
clinicians had to trust in me, the researcher, that I would conduct the interview with the best
intentions and skill, with respect to the young person’s experience and the clinical work that
was underway. Interestingly, all clinicians who supported recruitment had met with me in
person, and often knew of me from a previous clinical placement. Additionally, trust and
confidence in the clinician was fundamentally important for encouraging participation. This
was demonstrated by all parents and young people referring to their clinician with respect and
positive regard. | have since wondered if recruitment would have been successful if clinicians
had not been so actively involved. Further research in this area, particularly if the researcher
is unknown to the service, would benefit from including clinicians in early stages of research
development and recruitment. Such transparency and personal investment could encourage a
safe and successful piece of research.

Having clinicians recruit on my behalf, did however create the potential for biased

recruitment, given clinicians held their own concerns and interests. This could offer one
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explanation for why the majority of participants were bright, articulate young people who
demonstrated resilience, and at times evidence of post-traumatic growth. |1 wondered if,
understandably, clinicians were more likely to ask young people they believed could more
effectively manage talking about their experiences or with whom they had a good
relationship. This limitation of recruitment, which to some extent was implicit in the
inclusion criteria (e.g., clinicians asked to use their clinical judgement), meant children and
young people who are not fully engaged in a positive therapeutic relationship may have been
less likely to be asked to take part. Additionally, | did not put in place a robust method of
asking clinicians to feedback their decisions around who was approached, and why people
declined to take part. Future research could benefit from collecting this detailed information
to reduce unhelpful biases affecting recruitment (e.g., girls are more inclined to talk about
their experiences; Goldshmidt & Weller, 2000) while reflecting necessary limitations (e.qg.,
stable environment).
Reflections on the methodology

As detailed in the research paper, | felt Personal Construct Psychology (PCP)
provided an appropriate framework to explore the research question. Having used PCP to
inform my clinical work with children and young people | felt confident that | could utilise
this methodology. While holding in mind that it was a research interview rather than a
therapeutic piece of work, | engaged in three mock interviews with trainee clinical
psychologists as participants. This helped me to practise and refine this methodology and
develop my own confidence while receiving constructive feedback.

A pictorial self characterisation sketch (PSCS) was chosen from other PCP informed
methods (e.g repertory grids and written self-characterisation sketches; Kelly, 1955) as an
adapted developmentally appropriate means of exploring self given the research aimed to

interview across children and young people between the ages of 8-16. This reflects proposals
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by Fantuzzo, McDermott, Holiday-Manz, Hamptom & Burdick (1996) and more recently,
Robinson’s (2012, p.47) that “both verbal and visual elicitation methods may be needed to
ensure a comprehensive account of a child’s view of self that will best meet the needs of the
child”. Applying such a creative method could allow the child or young person an
opportunity to voice their own experience in their own words without my imposing my
beliefs about how trauma affects construing of self, even if it was derived from theory.
Moreover, interviewing children about such an emotive and personal subject needed to have
an appropriate and containing structure (e.g., PSCS). Vitally, as trauma impacts a child or
young person’s cognitive abilities (Finkelhor & Browne, 1985), including verbal language
(Graham-Bermann, Howell, Miller, Kwek, & Lilly, 2010), the PSCS allowed children to
assess the interview even if they might struggle to verbalise their experience in rich
descriptive ways.

Throughout the research process, | kept reflective notes on how this method appeared
to be received and whether it supported young people in accessing the interview and
elaborating their constructs. In the main, | was surprised by how naturally the young people
engaged in doing a PSCS. Some young people took the instruction ‘think of yourself and
draw a picture’ very literally (e.g., lzzy and Emily drew a representation of self) while others
took the instruction less so (e.g., Tom drew a picture that he felt he could do well, Yazmin
drew an eye). Nevertheless, the appropriateness of the PSCS methodology within this study
was considered retrospectively as the majority of participants were adolescents. If this had
been by design then other methodology, such as a written self-characterisation sketch may
have been as, if not more, appropriate for this age group.

Furthermore, one young person (Maggie) chose not to complete a PSCS but was able
to engage verbally in the interview. This difficultly in engaging in the PSCS appeared to

reflect Maggie’s anxiety and also her preference in the way she wanted to take part in the



CRITICAL APPRAISAL 3-10

interview. | decided that it was important to make Maggie feel comfortable and so engaged
her in a brief discussion about any ideas that came to mind when thinking about herself. | had
hoped this would offer her time to settle into the interview, but even after a while Maggie
declined to complete a PSCS. Consequently the constructs Maggie shared may have been
different from those of other participants since, as Ravenette (1996) argued, drawing allows a
child or young person to access different experiences from those elicited from questions.
However as the same types of questioning (e.g., laddering and pyramiding) were used with
all participants, this may have allowed Maggie to tap into a similar network of constructs.
Interestingly, the interviews did show that, for the majority, the PSCS appeared a
useful and engaging way of eliciting constructs. Using a mixed methodology of verbal and
non-verbal components supported individuals differently in engaging in the interview. For
those young people who disclosed trauma experience (e.g., Alice, Yazmin, Emily), the PSCS
appeared to provide a safe means to discuss this vital but emotive material. As intended, the
PSCS supported the young people in expressing constructs at a lower level of awareness
(Ravenette, 1996). The extract from Yazmin’s transcript below illustrates this, and her

surprise at what the PSCS had facilitated.

Yazmin: ....Wow these are coming out really well, they have come out like, hope and
trust and I didn’t think....

Researcher: Are you surprised?

Yazmin: I am actually surprised....it’s weird I draw eyes all the time and flowers
but... So whenever I don’t feel good I go to draw. Then this eye comes out (points at
drawing) or a flower comes out. I don’t talk about it, so it is a bit unusual, all these

words that are coming out!
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Furthermore, as | often had to end the interview due to practical reasons (e.g., room
bookings, parents waiting), | wonder if offering a second interview would have allowed for
further reflection on the PSCS and therefore more exploration of how the young people
construed themselves and their experiences. It could also have provided an integral
mechanism for validating the constructs that were most meaningful for each young people
and therefore should be considered in further research.

Reflections on managing the emotive topic of the research

In developing this research I had hoped it would be “clinically meaningful in order to
reduce the gap that exists between clinical research and actual practice” (Avdi, 2005, p.494).
However this meant that it was important to acknowledge and manage the associated tension
between my role as a clinician and as a researcher (Yanos & Ziedonis, 2006). As the research
paper and ethics section detail, the interview had been designed in respect to clinical
guidance (e.g., National Institute of Health and Care Excellence, 2005), so that I, the
researcher, would not directly ask the children or young people about their trauma
experience. Nevertheless, during the interview the majority of young people naturally alluded
to, if not named their trauma experience, demonstrating | had wrongly presumed they could
talk about themselves without reflecting on the significant events that informed this.

In my reflective diary, | wondered how the children or young people experienced this
boundary | had placed around the research. | had hoped this felt protective and non-intrusive
given we had no established relationship, but instead this may have felt invalidating or
silencing. The later may be reflected by Scarlett who said while alluding to her trauma, “I
know I can’t talk about that”. In distinction, most young people shared trauma material in the
interview without expressing concern that this would not be ok. Future research could benefit
from thinking through the implications of such boundaries while offering clarity on these

decisions for participants. Furthermore, within clinical practice, and as reflected in the meta-



CRITICAL APPRAISAL 3-12

synthesis, it is essential to communicate that when a child is ready to disclosure a traumatic
experience this can be tolerated by the therapist.

All the young people expressed extremely negative and emotive constructs about
themselves during the interview, during which, 1 was struck by how differently I experienced
hearing this as a researcher. Managing such discussions within a stand-alone interview, felt at
odds with what | might do in a therapeutic context. Although, as within my clinician work, |
aimed to develop a collaborative understanding of how a child or young person construed, |
noted that within a therapeutic paradigm this would be an evolving process underpinned by a
growing therapeutic relationship. Furthermore, such shared understanding may lead to
interventions where beliefs about self, others and the world might be worked with (e.g.,
Trauma Focused Cognitive Behavioural Therapy; Ehlers, Clark, Hackman, McManus, &
Fennell, 2005). Instead, within the interview, | was conscious of validating what the young
people shared but in a manner that | hoped was not experienced as agreement or collusion.
Mainly, I tried to reflect content back sensitively, in a way that clearly noted | was using their
words (e.g., “You have told me about how you see yourself as being a piece of junk...that
sounds really difficult).

When setting up the research | had realised that | would be hearing distressing
material. Yet retrospectively, | recognised that | had not expected or prepared myself to have
been so moved by the content of what I heard. Even when transcribing interviews |
recognised the content was difficult to hear. Moreover, | noticed | felt great compassion for
the young people and anger at what had happened to them. This meant debriefing with my
supervisor was vital, to notice and understand such feelings and the role of transference
(Anderson & Baum, 1994) while also considering my understanding of the child or young
person’s construing process (social corollary; Kelly, 1955). Moreover | accessed peer

supervision to manage and reflect on general processes and tensions relating to the thesis.
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Both supervisory processes helped me to develop my skills and ensure that | was able to
conduct the research in a sensitive, safe and ethical way.

While transcribing | recognised my confidence in asking about negative constructs
grew as the interviews went on. Additionally, | appeared to reach a balance in elaborating
meaningful and often negative constructs while being conscious of not creating distress. |
noticed in earlier interviews | sometimes showed a bias toward asking young people to
elaborate more neutral constructs (e.g., confidence) rather than emotive negative ones (e.g.,
“It feels like being torn open”). I wondered if this reflected an unconscious process of seeking
positives or being motivated to introduce positives into the interview (e.g., Scheel, Davis, &
Henderson, 2013). An important implication of this is that clinicians and researchers who
may be drawn into similar dynamics, need to take time to notice these patterns of responding
and reflect on why this might be the case. In focusing on positive aspects of experience, it is
also possible that a child or young person is not given the opportunity to share distressing
material and that they may struggle to consider positives. Supervision again offers a crucial
opportunity to consider such dynamics, and how these may be necessary at times to establish
safety.

One final clinical implication, generated from the findings, is that young people
construed a ‘protective self” and therefore may have censored themselves or presented their
experience in a more positive light in the interview. This also related to the meta-synthesis
finding that adults also seek to avoid sharing trauma related experience. Therefore clinicians
need to be mindful of these protective processes and through normalising this could open up
discussions about underlying reasons or concerns, which can then be addressed through the

developing therapeutic relationship.
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Conclusion

Completing this piece of research has involved learning and developing as a
researcher and clinician. | have developed my knowledge around trauma and felt privileged
to listen to how children and young people think about themselves following such
experiences. This provided me with an opportunity to consider the issues that are raised when
trying to design and carry out a piece of emotive and sensitive research within an area of
complex human experience. Nevertheless, | hope this illustrates that even with challenges,
conducting such research is necessary and possible to develop a better understanding of how
children and young people who experience trauma go on to think and feel about themselves.
It has also allowed me the opportunity to acknowledge the challenges that face clinicians who
are trying to model a relationship and safe space from which trauma experience can be

shared, explored and processed.
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[think: about Teemseives], s undersiandably might rals= concems from: the chiki'young person, thelr tamilies and
dinkclan's sllke. Inam atempt o nedecs e mpact of this conosm, e researher will iy o menage Sis a8 varioes
points within e res=arch proc=ss. AddBonally the resssrcher will contous o ceary afosale et he reason for
recruling chiidren or younp peopls with & ruma hisiory s imporant o inform the shudy's Trcings.

Firsfly, e ressarcher will =xplicity stafe in all maiensl relesant o Se study and o all partles, T this ress=ancher 5 not
Rfer=sied In explidiy discussing or proemciing e childiyoung persan im dscussing thelr raematic expefences, nar s
the researnch & form of thempy. For sxample, The child or young person will not b= asked io maks sense of Seir
mumaiic =eperisnce, disclose detalls of what ocowred or discuss how they copes. Theoughowt the shedy (20, mesting
wit e cinicians o discuss e profect, recruliment and Inendes siages | the child fyoeng person, helr parents and
dinicians willl b= abl= bo ask the resesrcher for further Infomation and hase thelr quesbors ansewensd.

Eevondy, determining he exciusion and inchusion oriisris for e shady will beip B reduce concems st e indera=y
pocess oosld b oo upseliing for the young person. A childyoung person will only be recruBed F ey hase abtendsss
ot l=ast Hr=e appoinfments with a ciridan indicating engagement with e senvics and therefors an acive support
netesork. Exchrsion oriferia will me=an any chidiyoung person who & not Ina “sable” emdronment (= g. cansd for young
person, not attending mainstream school, acfive saf=guarding lssuss) will not be Included. Addtionally the chilidtypoung
person will be asked fo complete a Trauma Sympioms. Checklls! Gussionnaine before taking part s e indervies and
those scoring highly will not be Inchaded.

Thirdly, = role of e reseancher and the boundades of the Inlendew will b= made c=ar &t fe beginning of the
Imberyiew 50 hat the chidisoung person s clsar ek they are not going o be asked o @ik aboet the “scary” hing that
happened and that e inferelew [ dffsrent bothe types of conversations Sey Raye with Sweir cinician. To promote he
childsoung person fzeling In control of Beir engapement inthe nferdlew process they will be encouraged o ask o
harse & break or stop e Indersl=w ab any point B hey feel ey want oo The childypoung person will aiso be swars tat
ther parenis will b= avallsbde ouislde of the iRkerdsw mom.

Although the neason far recrulfng e childfyoung person is pob=nbalty emofve, s nof anboipebed thet inberdes wll
cause dsress o parficipants. Howsver whil R s possibl= St a childfyoung person might @Blk about el dificult
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experiences, it s not anfcpeisd Shat the Inberdes wil caus= disir=ss i parficpants. ' this was o ocour K will be
maraged in & sensiive way during e irendew proo=ss 0y acknoslsdging e childfsoung person's distress, and
bringging e Inferaiew b a cos=. The childyong person wil b= asked Bthey wish to contimee ar ey weand b
wiharaw feir parfidpaton. The childfyoung person &1l b= reminded of e pesearchsr's role and encoumped o
disoess any emotive matsrial ralsed with $eir cinkclas and or parent. With the chid’soung person™s pemelssion their
parent and or clinkcian will b= infonmed In gereral and nonspecHic ferms that They had gof ups=i during the InkEndew
process.

Mzo, pofentsl parficipants will b= mad= sware st sithough e ciniclan will dsseminabe irdormation packs, e
res=apcher Is b be contached via an sxpression of inkerest shest (E1E) fo Indicaie Im=nesd in (aking part and il b= the
only person conduciing the Inberdews. Alhough & ramed clinichan sl be ldeniified for Be purpossd of responding o
any safeguanzing lxsues In the chance this may ococur, itwil b= expiain=d In al versions: of the parficipant idormation
sheet (FI5} and sipnsd consent formes, St any Information genembed s e infervdies wl emain confdeniial uniess
rsk Is ldenified raised. This wil siso oulline e processes Bat wil fake place e reseancher |s pegquined o break
confidemtiaiy.

The Interdiewes. will Baks place across the clinicsl sies St the young person recedves Bhedr Input from (= Q. CAMEES and
child psychciogy senvioes). This oould ralss concems et aking o not taking part Inthis sudy will have Implicatiores

Tor the cane providesd o the young person. In onder o manage s dfhouty, the FES Wil ceady siyte hat partcipation 15
woluntary and Tt this wil Fevve mno Impect on cane recsived,. This will be retersbed on e paremisl corsent fonm and s

s b (Do e childFoung person and parent 3t he Interdew. AddBonally the participants will be mede s that
the researcher s ot an empioyes of S CAKMHS or child psychology senioes.

Al dafs and Infonmeadon coliecisd Srowphout this peoject wil e felly anorymised, will remain confidental and wil b=
apt safely and securely on passeacrd proleched compulsts & encrypied fles. Cnly e regearcher and acsdemic
superdsor will have aco=ss o the franscripls, no one within e dinical bases {CAMSS or child psychology] will R
acress. All pariicipants will b asked o chooss Bhelr own pessdonym o be used when sriting up the res=sech

The sampls pool, acress & skes ks poi=ndally quibes large and alShough It s hopsd Shat 12 particinanis will give Sweir
consent o ke part, i 5 possibls St the ohlldfyoung persons, thelr parents and ciniclans wil de=cide not o take part
Heverfsess a small sample would sHI offer valuable data that cosld segpgest how chiidren or young people s=if-
concepss are informed by difficut and faumaiic experenoes.

Additionally the res=archer has considered puidance an inkerdeswing chlkirsn and young people o support el
thinking around B athical lssuss that might be rals=d amd how thes= might be managed. This iInchedes considerdng;
‘= fopics Tor consliderafions in =Hhical res=arch with chidren as defined by Ald=rsom (1958, Alderson & Momow
[200:&}, the pracical guidanos on consuling and conduectng resesth and working in pariicipatiqe ways wih children
and young peopls remeriencng domesiic sbese= (Soobiish Govermment Soclal Research, 2005), A guide o sctisely
Irrenlving young peaple In ressarch (Kirty, 200£), Developing ethical guidslines for saf=guarding chiidren during
res=anch (Fursy &t al, 2010], M5S Guldsines for Reseanch with Chilldeen and Young Peopie (MRS, 2042}

#A2-2. Proportionate review of REC appllcafion The infisd prglsct Siter has idenitisd fhaf yoor siudy may be sutadies fr
oroporTionade revisw by @ REC sub-tommilize. Pisgse consul the cument puidance roles from NRES and indizale whether
¥ou wish o apply thruph Me proportionale Feview Sendce oF, faking dnio anoow Mooy snewer o A0-2, you conmider men
e =hCa Isues thae egoine Cowsideradion & @ ful REC mesfing.

. ¥es - proporfonsie pesiew (900 Mo - resdlew by fioll REC mesting
Fuwrther comments foofonall

Mofe- This gussiion onfy apo¥=s fo the REC anofcadion.

AT, Baisck the approprals medhodology decoripbion for thike recsanchy Fisgse Yok gif dhal apoy:

[T Cam seies come nobe reviay

[ Cam== control

[ Cohoet otsersafion

[ Controlled trial wihout randomisation
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[7] Crozs-sectonal study

[T Dalabase sralysis

[ Epidemiciogy

[ FeasibiFy pikot study

[ Laborsbory study

[ Miztznalysis

[+4 GuesSonnaire, Infersies or obserafon shudy
7] Randomised controlled irial

[T cther (pleame sk

A0, Whiat Is thes principal recaarch gussHonioijeotve? Fi=ps= pudt s i Bnguage compraten sl &0 @ fay person.

The main resssch chjscise s o expiore how chilkdr=n and young peonie: think about Semssives. (oonsnee) follosing
A Taumaic experience. The alm of il resesrch 5 o inform Seory and ciinlcal pracicos by highlighSing e Impact
raumaiic experiences has an S sy 8 ohilld or young person makes. sense of femeeives which wil hre
consequsnces for thelr =mofional wel —osing.

The stedy will iook at the relstionship betwesen sef-consining (thinking abowt seif} and rawmeas Indinscy by slioaing

the child’young person b discuss Bedr thoughis about Semssiaes through crealive means (=7 drawing L Ahough the
Tact that Sy have experienced a Fauma wil be sckrowiedged the nater= of the rauma will not be dscussed.

A1, weist are the csocndary resasroh quacHonsiobjectives I applioabls? Flaase nud B9 i lanpuage comprehensibie o
a lay person.

A2 Wit s B solemiio JucfMoaiion for the measoh? Please pul Mis 0 anguags comprshansitie [0 8 A3y DErSOT.

It ks undsr=iood that e relaborship bebween a child or young person’s sef-ooncept way ey Hink about hemseleses
Bufier & Green, 1998; Butier, 2004 ) and ther on-going wel-=ing are important b oonsider, et ressarch remains
Imied [Adarsh, Ells & Craven, 200Z). Seff-concents are considerned o = e comersions of bofy social and =motional
development” (Kagen, Moore, & Ersdekamp, 1335, p. 18; Shavsizon, Hubner and Stanton, 1976}, Heverhel=ss
ressarch to deie kas remained focussd on the effscks of age and developmenial l=sels and Swedr effects an how a child
ar young person might conslder femsshes (sef-ronstus; Evans, Erody & Moam, 2001]. Therefore res=arch has
n=gleched o consider S Impact aumatic =sents hase on this proo=ss.

A young person's saif-ooncept is impartant o =xpior= given the implicafions this cam have for el on-going mental
h=aith, general wel-being and abilly io form and mantain reiadonships (Evans, 1554 L=t provides evidenos
that posiive s=f-concepls promoées chilldresn In being ables o manage dSSosib=s and funchon s an sdulk Elmer,
2001, Showsrs, 1552 Young people and chikir=n wio access mental health services are Beely o have sxpefenosd &
frauma which could aiso impact on Bedr welHb=ing. For scsmple MICE (2005] guldance anpues chidren whomsss S
Criferia for & trauma pressntabion should hays access to thess s=ndoes.

Trazma can be d=fined a3 a unigue experience of an event or enduring conditons. In which the indvidual's abiRy o
IRfzgrafe hissher emotional experisnce Is ovenshebmed and the Indhidsal =sxperences (elher cbj=chvely or
sabjecibvedy] & freat o hisher e, osemall integrity or that of a carsglser or familly member (Saakvine =t al. 20000 In a
mast basic and fundam=nial way & raumsic sypedsnce wil impacis on achildtyoung person emobonal wel-being,
their semse of safety and e way Tey Sink about Temssives. Examples of auma could include events of bullying 1o
maore exvireme forms of abuse. Thereione vesdgaiing hoa the children'young people whio access amental heath
serices think about hemsees (seif-oonstue) [s Impartant gheen @is has cear amd Important implications for dinical
pracice, 5o hat imerventions ofersd can support e development of posiiee sef-conospls.

Personal Construct theory (PCT; =g Kelly, 1555} considers. saif-tonoept &5 being about how the person undersiands
themselves, ofvers and the word. This mod=] corsiders S way a person Sinks about Femsshes (sef-ronstnees)
B3 being complex Wil lays or dimenslons (Harter, 19335, Simiary, Robinson (201 Z) defined & sef-oonstruct 25 "a
means of whereby a child serbally makes discriminadons about the world and In relsfion o sell and cihers”. in reiaton
o FCT s would suggest that a person who =xperienced frauma sl deyvsiop ways of Tinking abost hemesives ol
n=gaiively Impsct on Bem feg. | am worfiess) which s refered o 2z nyvalldated senges of sef (Semupez & Winter,
2005]. Howeyer thers ars few models or res=anch that feve considered B Sis 1 ohildren or young peopls respond
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simiary bo rume

St social constucihvist models of faums (=0, Sewell, 1596} had historcally sugpested that ssulls who experience
mauma will think about Femseles In reladon Go e rasema ssperienos (=0 uma specic sefFconsiructs | and hase
s=paraie and disconnechsd thinking Inreiafion o oher parts of seff (non-fauma speciic sef-construcis). This mod=]
argue=s: further that e guality of The way we Bink aboet ours=bses. [oomsirue] sl DiTer betasen the o Gipes, where
frauma speciic seif-concepts (hinking atowt s=F) Wil [ack fchness ar depth.  Hossesier recemt res=arch has angeed
the opposie, that adults who kave suffered from aimuBpes raumas will Insfead Inf=mal=e ways of thinking about
themseles that are rich and will negaiie=ly iImpact them ina masch moes globasl way (Sermpezis & \Winber, 2009}, For
example the ways of hinkdng about themrselees (=g | am worthiess] will negatheely Rffusnoes the sdelts emoticrsl
welH=ng (=g low mosd) and reistionships {solate seif

This new maode] of sdelt raums Fes et o be considered in p=iaton o hos children and soung peopls sEperenoe
mauma, and the comresponding way ey hink about themselves self~ronstuingl. A modsl that represents the impact
of raums on a child or soung Eerson's sef-construing would be salustie in informing understanding and polsnaly
highlightng fe specHic expeiences amd nesds children and young people haee that difers meaningfully from aduls.
Thersfore, In response o his, his slody s imsesbed Insxploring how childen and young seopl= make sens= of
themrssia=z folowing a dSoel or traumatic experienos o start o ofer Gils perspecise.

A3, Fless summarics your design and metodology. & showd be clegr sxachy whal wi fappen fo M= reseanch
thowr many mes and in what onder. FPlispse complete fhis s=oiion v asgeage comprefensihls io fve Iy person.
Do mod simody eproauce o refer fo Me peoloond. Favther puishance /s avaiabds in e goidance noie=s.

This study Wil =mplay o qualitathe d=sign By conducing developmentally appropriabe semi-struduned IRberdsws.

To swpport recrulbment e reseancher w1 pian o shend diffesrent professional forums o promole e reseanch and
make dinicians asare of how they can inform familles, children and poung peopls about the res=arch. This may
RChade altending tesm mestngs, Trauma Special inlerest Group (EFHE) and & Post-rawms cinic.

Children o yoang people w1l = InEaly idenifled by ihsir cinician as Being sppeopeabe o ke part (=g, as culiined In
the ciinician information shest, Bhat the chilldsoung person Sppear i mest inchesion ofisrda). Folosing this the
diinician wil check & Trauma Sympioms Checklist (TS has: been onmpleted &5 roubne within e s=ndce. i this has
besm carmied ouf and the child or pounsg person s ender the oot of high score (gt of Induslon criteda), the cinlcan il
prowide the -soome on e Expression of Inberest Form (EES] form Defiore Including his Inthe information pack o e
Tamily. However f a TSC has not besn compleied Seen ablank copy will be InCheied in e infonmadion packs families
rec=ive when being nformed aboed the shedy.

This Inflorrreation pack will included o wersions of a Farficipant infonmelon Sheet [FES), one for the child or young
permon, the oiher for the parend], and an BES which asks e parent for a mumber on wihich ey are Bappy bo be
ontacted. The FIS will ariculaie that e shedy = about “hoa the child or young person thinks about themseles
Tollowing a scary experemoe”_ §willl be explct in e nfomation that e study Is nofd going o sk about e scary
expers=nce &t any polnt during e process of taking part. L2, "The inferdew |15 about kow you think about yourssT.
Although one of e ressons they faye been asked |s because something scary or womying may have happensd, | wil
neot D= asking you 40 el me about Sis'. The PIS will explcity stabe confidentally o that child fSfoung persan  and Selir
parent does not f== comoemed that e Information shared Incthe inberedes will b= discios=d {0 prod=ssionals. or family
memibiers uniess risk 5 idemiied.

Folowing the relum of e EEE and TEC the ohis=f Investigaior wil conisct e poteniial paficipants parent. s TS has
be=m completed fior e first ime and e chilldyoung person meets or soones abosse e out of high sooee e family il
b= comisched mnd Imformsd that the chidfyoung erson &0 ot be abls botake part in 2n approprste and sensibee wny.
Hoseser H e childiyoung person mests the iIndusion criberia for the shudy (nduding TSC- soore) the Tamily will b=
oontacied o discuss taking part. This phone contact will offer am cpportunEy for The parest and childfyoung person o
ok any gquestions or concems ey haee aboed the shudy. An Inkeradesy Here wlll then b= amanged wilh oorsent from
beoi e parent and chidiyoung person.

Fommal consent will be reoomed on sepsmie consent fomss before e Irlendewy Bk=s place.

Curing S E0minube Inferaey creathe means wil b= vsed o support the childiysoung person Ineyploning eir ssif-
conc=pt In a safe and ap= approprigle manner. Li=mstune seggests that with the rdght condiSons: and methodology (=.g.
Tamillar =nvironment, direct and simple queshores (MOGuins, 1554; Marsh =t sl 2002 Elon & Lefimer, 1985; Rasensts,
1336] soungsr children and young psople can be supported  Inarbdculsding mors abstact ways they hinking about
themseiyey (Camaon & Hart, 1288, Efer, 1589; Marsh, Craven & Debus; 1591} Therefore this sty sl esed
Evidencesd methods inchadfing drawings (seif-herscieisabon] o support soung chiidren s exploring iMcul, emokbe
and lowesr l=vel (2og. less oonscous) consiruchs or ways of Sinking about themselvesie g, Ravenste, 1556, 1937
The childyoung person wil Ten b asked io complete a picional sefchamacierfsation (drersing =.0. think about
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yoursel and drasr a pichure"]. Using this or=ave method of drawing might feel safer for a childfsoung person was a
‘way of considerng Femesives mther han solely In comrsersation (Marsh ef al, 2002; Ravenste, 15570

Additionally a semi-sfructured inferdew using PSP methods of questoning will be ws=d fo support e childiyoeng
person In =xploring the consfrochs behind Seir drasing (=g, "W isnis s X wisat would b= s opposie ™). Wit or how
‘the child dhooses o draw during this process s Im=ievant. fcoomding to Personal Construct Theory, anything that ks
pereeraied during hils drawing (=g. & chid dresr a monkey who they said wes ‘good’] will pepres=nt how the
child'young person hinks about themseies (=g, yes, | am [Ee the monkey, hersfiors | am ‘pond™], others and the
wiwld (e.p e world s & ‘good” place]).  In support of hls, Rcbirsan (2012} argued St mbred meShodokogy alows for
childr=n o meaningfully iske part in res=anch and Sis allows them o be an “eamert in their osn experience” (pud7). By
using FCP technigees of alicHing construcks [e.g. types of questioning, This will alow for 2 fisll endersisnd of how the
childyoung persan undersiands and sxpresses e way ey think abowf themselses (Bl & Bel, 2008). To complete
‘the Inlendew process chidiyvoung person will b= supporied Ina debriefing o s== how they found S Inlsnies The
chiidiyoung per=on wll hay= e opfon of engaging in a fun aciivity o ‘sams dosn’.

The Rierdews wil b audic rscomded o allow he ressarcher to be able o full 3%end o e child siyommg person's
nesds during the: intersi=a process. Al The dala from the Inkerdew will be fully anonymsised and recondings will be
encrypled and siored safelyon & pessword profscied compudsr. Only the ees=ancher will be responsible for
‘ranscribing the: Infersi=ses.

H recruliment ks problemabic or oorsent s dscined at any tme, recrufment wi conbres. REminders: io iske part o e
shudy will not b= sent dirscty o e famil=s becauss pecnaitmend |8 oocuming within a erapeuetic contact with their
dlinickzan; this could maks aking pari fes| more pressured. Inst=ad ciniclan's wil b= sent remindsrs fo snoourage:
‘thesm o consider who: they ane oopmently working with and who they feel might b= sullable o iake part. Also cinkclans
wil b= asked o use s dlsonetion with e familss. they hase aresdy approsched F they fesl It s aporopriste and not
detrimental for Them o remind familes of the shudy.

A14-1. in whioh acpeaois of the recearch proosss have you aothvely mvoived, or will vou lrecive, pablentc, cervios ucers,
amd'or thslr oarss, or members of the pubille?

[+ Dizsign of the res=arch

[ Management of the resesh
[ Undertaking the rez=arch

[ Areslysis of resulis

[ Dissemiration of Andings

[ More= of the above:

Give deiais of ivohveme, or ifnone pinese Uity the sboenoe of imvolvement.

The proposal fior this shudy was pressnied o a pesr-review pane] which indud=d geining hejpiisl fesdteck from other
shudents who are alzo completing Selr docioml faking, cowrse and res=arch stz a5 well 23 members of the
Lancaysher Uinkershy Public Involvement Matsork (LUPINL This dscussion aliowed Tor the design of the ress=arch 1o
= adapi=d i Increase the applcabiity and utiity of the es=arch. For esampl=. LUPIN members weme asksd i
comemeent on the information shests that would be provided o e child'young person and paren{s ) o inoeass thelr
acressibiity and s=nsivity In relation fo the language used. Discussions with ciniclans in CAMHE and chilld
psychalogy sendoes also aliowed for the nessanch o be dey=ioped In 3 sepsBve and infonmed way.

AAT-1. Pisacs Nt £ prinolpal Inchsclon critera (et e mock Important, mea 5000 charscbere).

The child*young person must be betssen the ages of B-15

The child muss hass sfended 3 clinical appointments. with e s=ndo=

An ideniSed clinidan must b= named on the =xpression of Ink=rest form

End the: parent and child’young person maest ghse s iInformed cons=n (signsd consent form)

The child*young person must have compliet=d & Traums Sympioms Chackist and soored beiow a ouf of point
The chilkdiyouny persan |5 ideniSled by a clisican s being approprisies o @ks part
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BAT-Z Pisacs Bct the prinolpal sxclucion orBeda [llel the mosk Imporiand, mae 5000 charasiers).

Childreniyceng people who do nof speak English will be excluded from the shudy as e methodology means el
participants need by hase a varied English socabelany o =ngages In procs=ss of sfaborafing on Ser thinking (consinucts]

anout Temssies.

Children undier e age of 2 will be exciuded o e study

Chidrenfyoung peopde sre not in a “sabie’ envircement {2.0. carsd for chidren, not sfsmasing mainsnsam school,
actve sxi=puardng sswes) will be excioded from the study

Chidrenfyoung peopie scorng highly an e Traumas Symploms Checkiist wil be exciuded froem e stody

The childyoung person I= identfizd by a cinlclan &5 not being sppropriate 1o take part.

A18. Ghe defalle of all non-oinisal iInfsrventionic) or prosscursc) that will ba recalved by parflelpants ac part of the
massaroh probosol. These inoiude Sesking conssn, Ni=niens, ron-oinical cERsnvanons and use of QUEsHonnETes.

Flexse compleis = columns for each In=nvenSoniprocedere a5 Tolows:
1. Tolal number of Irl=nssniorsiprocedures o be reoshesd by sach parficipant xs part of e reseanch profoool.
2. HEis Inlsnvenbon'procedures wosld D= roulinely given o partcipents x5 part of Teir cars outside e reseanch,

how mary of e il would b routine™

3. Average me ken per inkersenfionfprocedune miroies, howers or days)
4, Detalls of who will condect e Intsrvenbon'procedurs, and whene: R will ke place,

Ink=ns=non o procedure

Froviding participant
Infomiation packs i potental
paricipanks

Child'young person reading
the particinant Information

shest and expression of
e st fiormes

Cons=rit willl be sought fom

the chilldtyoung person and
paneni

S b o Inflersle wilh e
childiyoung person wiich will
b= audio recondsd

12 13

1

25
mins

10
mins

15
mins

45-E0
mins

Chidreniyoeng people and S parents @il be provkded wih
Irfiormeation pecis. about the shedy by thelr lead clinician whao |s
‘warking with Bem ik the sereice s=8Eng.

Chidrenfyoung people will b= ghven infomabton about = study io
read in Gedr own e

.2 Trauma Eympioma Checkilst Susstonnalre has not previously
besn completed the chlldtyoung person wil be asked o complete this
‘i the support of Beelr pament.

Par=nts wil b= ghven Rfomabion about e siudy fo read Inthelr cam
Heree

The parsni and childtysoeng person & opt Into e shudy by
complefing and rsfuming the expression of Imlerest shess {E55) and |
necessary the Trawma Sympioms Cheoklst Guestionnale o2
sftamped sddressed epysiope. On receipd of the form the res=ancher
wil hen contact paricpants. dirsciy.

The chl kiysoumg person and parent wil b= asked o separately ghee
‘their informed consesnt by compleding sepamabe oonsent fonmes.. Cnly
with both cons=nt will @ InkEndes ke place.

The Inferdew will be conducked In a locaiion famillar o the chiidiyoeng
person (= gL dinic mooms wsed by CAMHSchild psychology), Each
Inheraen will be audio recorded which will then laker be transcibed by
the res=archer

A3, How kang do you axpesct aach paroipant fo be In She shedy Indokal?

Hasing retumsd e expression of imlenest foms, paridpants w0 b offened an inkerdew B wiinin the next 3 menthe.
Howeser, althowegh unilleely, ey be possibie that partcipants remain inthe shudy for up o B monihs Defons an
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Ipierdi=w date can be sgresd on. Each pafidpant will be Rierdesed for up o S0 mimstes Iniotsl and |s sxpecied fo
anly e up o 2 hours comiact wil he res=srcher during e reseanch process (e.g. reoulment and parficpationL

A7 Whiat are the poteniial ricke amd Burdens for research pardoipants and how will you minimics theen?

Foral shugies, gesorbe any pofental adeeree sfecis, nain, discomfoT, disiress, frusion, Ioonvenience oF Chanpes
o eyl Oy describe Asks or bundens fal conld oornr &5 8 me sl of panioipation & fte ressarcl Say wihal sieps
oW be faken io mimise nisks and bovdens as v as possible,

Although the IRkerd=a process |5 not anficipabed o D= distre=ssing, on= potentsl sk of a childisoeng person talking
part s Thiat ey do find T Inlendew distreszing. In onder (o minelze the chances of Tis Feppening, the resssrcher
willl apply the eychesion oriferts 50 st children who mey be af highsr risk of bsooming distressed ane not asksd b
fisge part {e.g. soored oeer the threshold on e Traoma Sympicms Checkist Cussiionnaie=, are in 3 ‘unstabie*

epviimnment, sai=puarding Issu=s are acilve]

I & child ar yound person should eoomes dsiressesd during the intersies, e ressarch Wil respond inan appropriabes
and pepsiiee way. Firslly by offering e child the opporfunEy o siop or pauss the inkErdew, relum o Selr paent and
o wikhdrasy thelr cons=nt io take part. Through setbing up and esplaining S Iendea, e chilldyoung person il
already be swars of their abilty 1o fenminate the ink=ndes o hase s bk St any Gme

Secondly, as e Inferdles comes o an =nd, the chiid wil b= enooursped oo shars any smobse makerial wih thelr
par=rd or Clinican, and will be asked thelr permisslon for T reseancher o infonm Seir parent or cinkclasn Inogensral
and mon-spectic tmsms, that they had Bescome= epset dering the interdesw. A pardcipants wil be debriefed using
deveiopmenislly approprisis methods (= g. fun drasing] o allow Sem io reguiate any disiress befare the Interdew
comes B an end.

I amy risk Is identifed during the mberdsw process, ihe reseanch sl remind e child snd parest of what hsd besn
rmiade explick in T particpant Infomma@on sheet, a1 e beginning of the inkerdew and on e consent foms that e
res=archer will now have o break confideniizlEy and Inform the relevant pofessionals of what had been discosed.
The= come=nt of what will be shar=d will be evpiained S0 S child'young persan and ther parent.

A3 Wil Interdswe’ quesiionnaires or group dsoussions Inoluds Soplos that might be cancive, smbarmacsing or
upesSing, or lc ¥ pocsibla fthat oriminal or othar disoloeurss raquirng acion cowld ooour during the cbudy?

®ives )N

i Yer, plegee pive defals of procecurmes in place io deal wath dhees foopess

The= nature of e study, I reiation o considenng e infuence of feuma of the childiyoung person's self-oonsiruing
means that affhough the traums material will nof be disousssd or asksd about dirsclly during the Inkerdesy process,
the childfyoung Derson may become distressed or discioae deisils of the traumsiic experdence. ARough this 1= not
antcipated, the res=secher will supmort e chidfyoweng person In a sensbse way by acknowiedging ther distress
whil= bringing the Inlendew ioan end. The child wil b= ghven the opbion or =nminating ar having & break fom e
Imisrsien and retuming to fhsir parent B they wish.

Tire= child fyoeng person will be remindsd of the resescher™s ol and how Bl s diffsrent bo the person they rec=ie
care from. In lin= with this the chiid’yvoung person will be =ncouraged o share the smoilve matedal iz in the
Imervies with thelr perendiclinician.  Addiionaly, with e permission of e child'young persan, e parent and or
cinician will b= made ssasre that e child had become upset in ge=meral and nor-specfic terms 0 protect The chid's
oorfideniialty. As e InEndew ends, the reseancher will debref the chid and allow hem o complel= & Tun® warm
diown acthity (e, further drowing ) o -allow Tem o smotionally regeinis before l=aving the Imtendes.

Ik Iz possibls at the pardcdpant might discos= Information St regeines e essancher o ad, such as disdosing

matersl that means confiZentsity needs o be Dreached. s is e case, the narbcipant and marent will be
rermindesd of what had been =xplicE In e paricipant information shset, the consent foms and ot e begiening of Hhe

Im=ndew, that iderntdtying risk [ssues means e resemcher Fas o inform relevant parfes Jead dinicksn).

The= Intenview quesdons will also be zsked in 3 sensve way that slloss the childyoung person o shars sz much
Imfcrmiation as ey wish 0 during the Inkerdew process.

A4, What Io the pofential for benafit o racssroh parbiciparde?

Afthough the parficipants will not pecehse &y dirsct bemefis D EEing part In s reseach, ’wll prosdde the chidfyoung
person Wi an ooporiuniy D erplors e way they think about themsehes. Addtonaly e participants may samerisncs
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Imdlrect bepeflis from the esesarch, as e indings could Impect on e ways ciniclans work with childrenfyoung
person and consider edr sef-conoepis as pord of that.

AZd What are the potential ricke for the recsarchers themesivss? (Y any)

In crder b manage the risk of e parficipant becoming dlsr=ssed, and therefore the reseasrcher peeding support o
manage this, Inferd=as wil be conducked In clinical setbings. in e chanoe that e Irisndes contains disciosure of

mmiodve matenal the inferd=ssr Wil manage this personaly by acc=ssing sepport and an opporbenfty toorefiect from
‘thedr field supesndsor,

AITA. How will pobential parfiipants, resords or scamplss b [dentifed? Who wlil carry this ouf and what recouross will
e wead T o srampe, AMenfEfoaion may imvoive @ disease regisfer, compuisrised search of GiP reoords, oF rewisw o
megicad ooy, ndicale whetver ivs Wil e done By the girech eaithoans feam or by researThers aoing wader
ETangemerEs wih fve resoonsibie Care orpavssion|sl.

The dinician's working Imio he I skes which include & kMentifed CAMHS and child psychology servioes scross East
Lancashine (Lancashire Care Foundat@on Thest and East Lancashire Hospial Tnest sibes] wil be askesd bo ghve

nfomeabon packs about e study o @y childdyoung person (and parent) hey feel meets Incthe Indusion criters for e
siudy.

AZT-Z Wt Identifoation of potentsl perboipands Involvs reviswing o corsening the [dentiBable pareonal
Ieformaticn of pabierts, carvics ussrs or any olher parson®

_"Yes |®NMo

Fleaze pive defalls helow:

A28, Wil any parbolpands b recsruted by publicBy Brcugh posiers, lsafiste, sdveris or wabsliae?

L Yes 1% ND

A2, How and by whiom will potendial partioipanss fret be approcachesd 7

Cliniclans willl be asked o provide any chilldfyoung persan and parent wih e formabon pack about the shady ey
bedlese the pofentsl pardcpant mests e Incluskon oriisrs for e study. The nfonmeabon pack will inchede bao vershors
of e participant infonmadon shest (FIS), one sfapied for e child'young person, e olhsr adapbed for e panent
Aaditonally an expression of Rtenest form (EF] will be Induded which will alos parents, on Dehai of e childyoung
persaon, o indicate inberest Ininking part In e siudy and prodiding elr confact delalis. Further o @is & Trouma
Bympiom Checklist GuesSonnalr= may be Induded § this has mot been previously completed wikh the lead diniciam,
‘this will also be retumed o Be res=archer along with e EIF. A pre-paid snyveiope will be provided fior e EIF and
possible Trawms Qusstionnaire o b= refemed tothe researcher, The ressarcher, an recsipt of e EIF wil Ten direchy

contac e parent, and Indirecty the childiyoung person o amange an inlendes and answer and geestions about the
research.

A33-1. Wl you obtaln Informed conssnt from or on baball of recsarch parbcipande?
I Yy ' i

i you wil be obfakning consent fom sdel pevdicioants, pinese phee details o who will fake corsend andg’ how © wil b
i, Wil defals of any S=ps o orovide Informaion @ wiilien inbiraiion sheet, wWoeos, or inderachve materail
Armangements for sdoits onable i consesd for themsaives should e gesorbed sensmis) in Pavt B Secion 8, and for
chitaren i FaT B Seclinn 7.

I you plan fo seek infarmed consen! fom vulssrabie grouns, =iy how jyou wll ensuee dhad consent s volusary and
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'y informsd
Congent must bz given by both chisSyoung persan and thelr parend before 3 ohlkd will be InkEriewed.,

Gaming consant from the ohildtoung person: The childfyoweng person will be given an adapied pericipant infonmesson
shest {PES) b Irdiorm Seem of e pesearch, i alms and sl will be insolvedl. This will =expisin that o indicates inienest
In‘iaking part, their parent wil Fevee b retom the =xpression of inberest fiorm (E1F] on thelr Behal, 5o et the oonisct
detalls provided are Tl of Thelr parenk. Af e point of irlendes, Be chilld will De gleen an opportunity o ask sy
iguestons before giving thelr infionmissd consent by resding and signing thelr osn sepambe corsent form.

Gaining coreent om e parent of the childyvoeng person: The parsnd will hase thelr osn PE i sxplain e study, i
aims and wirist will be inaoieed They Wil 2lso be ssked o oomplete and refum the EIF on behsT of Sedr child, snd
suppaort thelr child in compledng and refoming the Trauma Symploms Sheckdist Seestionnake ¥ necsssary. The EIF
willl ask for thekr contact detsils o amange an inlendew, parbiculasy gheem they will be =skad to ramals in e buliding
winll= the imberddesy |8 being conduched. At e Hme of inberdesy the poersnt will be ssioed ey foess any nal guestons
and will ghee thelr iInfomed corsent Dy reading and then sipning thelr osen separale consend fomm.

If you are not oldaining Consew, pliease sxphain why not

Flegze sncions & oopy of e infoymadion shesijs) and oonsent fommds).

A30-Z Wil you resord Informed sonmesnt (of advics from conculisss) In writing?

i Yes LMD

B34, Hore kang wlil you allow potential partiolpamts 1o decids whathar or nof fo {aks pari?

Folioeving e informatbicn packs being disseminated, potential parbcipants wil be ssksd o conslder apbing Imo e
shady within & mon

A3 What srrangemeric have besn mads for parsons who might mof sdsquatsly undaretand verbal sxplanabions or
written Indormation given in Englich, or who haws cpeolsl Gommun lation nesde 7.0, fFansisdon use of indsprelers)

Although T benefis and mplications of @is res=arch are not Imisd bo English speasking childreniyoung people, due
o T Amescales and funding of this res=arch proj=ct, and e Peychology of Personal Construct Theory und=pinning
the res=arch queshon, It is not possibies o Incude chikdrsndyoung people wiho do not able b adequately snderstsnd or
werbally communicabe in English.

A5, What chape would you taks B a parilclpant, who hae glven Informed concend, koess capsoltly 1o conesnd during fhe
whudy? Tk one coffon oniy.

" The parbicipant and al kenbifiable data or Hesus collecisd would be wilhidrman fom S study. Deis or Hese which
Iz mot id=nifiabie ko S regeanch bEam may be retained.

. The participant would be wihdrasn from th= study. denifisbie dats or Bssee already collscied Wil corsent would
b retainsd and used in e shudy. Mo foriher data or Tssue would be coliscied or any Ofer ressanch procsdunes camied
out on or inrelafion o e participant

. The participant would confinus io be inchoded In the shady.

% Mot applicable — Indormed cons=nt will not be soupght fom sy pardcipants: in &is ess=anch.

. Mot applicabl= — it Is nod praciicable for the res=anch f=sm o monhior cCapadty and contirueed capacty will be
assumed_

Furmesr getsis:
As & ahing cinical psychologist wi 1= completing her docioraie qualfcation, |l apply the skils and mowiedge |
Feyvee acquired o alow me 10 Fsse=ss & childiysoung person’s ablEy o felly consent o ke part inthis ressarch, Shoukd

iz ablity b oorsent changs roegh the prooess of the res=anch, e Irsndew will b= Epminated and the parbicipant's
Information will be remosed fom e shudy.
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A28, Wil you b underiaking any of fhe folicwing aotiviSes at any ciags (Inoluding In the Identfoation of poteerbal
particlpantss? Tick a5 aporoonale]

[ Acress fo medical reconds Dy those outside e direct healthcars tzam

[ Blectranic Fansfer by magetc or optical mssla, =mall or compuisr nefeors
[ | Eherinag of persanal daln sl ofer organisaiions

[ Export of personal dais cutsids fe= EEA

[ Umm of pereonal agdresses, posicodes, tawes, =malls or i=l=phone numbers
[+ Pubilcation of giract quotafons from respondents

[ Publication of dats et might alloe ld=nificabion of Indviduals

[ Uisax off audiatdisual reconding deslces

[+ Eforape of parsonal daba an any of e folowing:

[+ Marual fies Includng X—ays

[T MHS computers:

["] Home ar cther personal Compubers
[T Universky compuisrns

[7] Petvale company computes

[+ Lapitop computers

Farfier cefals:

Paper coples of cons=nt fames will be retainsd and stor=d In & locked cabinst st Lancaster unkbersty. Paper coples of
the expression of Inder=st fom wil b= siored safely in 2 lock=d cabinet, Tolowing recrulrent they will be
shreddedidestroyesd.

Do o e qualiiiee mahure of this shedy, IF the shudy 1= o be pubdished, direct guobes wlll be used o Busirake hemes.
Al quokes willl b Tully anonymissd 50 @it parffcipant are mot recognissbie. The inberdes will be sudio recoeded amd
kaker ransoribed. Recordings will Ben be =mzed on the dgkal reoorder dieeciy, ransoripks will b= aviomafically
anomymised, snongpisd and passenrd probecisd, en saved on & passwond profecied compuisr.

438, How wdll you sncure the confiderbalty of pesonal dalaPRiease provdde a g=n=m’ stalsment af the pollcy and
proredures for ensuning monfideniatly, &g anogemisation or pevdonpmisaiog o dal

M e completion of T Imenview, The child'young serson &l = asked o choose thelr osn pesudionymi [ ey wish,
preudonyms will b= uzesd In reiaSion 1o 5l tanscrpls and amy guoles ussd In ater publications. of T Andings. ARy
O namss maEntioned i e cours: of the Rterylew will G2 anonymized and replaced with furthsr pessiony™ms a5
the Int=rddew s ransorbed. A1 quotes used o seppo findings will b= checles to assune that ssery meEssure has b2en
iaken = that the chidisoung persan 1S ot ldentTiasbie tom e Irfemation.

B0, Wha will have scoses bo partioipants” parsonal data durlng the sfudy? Finee aoo=ss /s by Indiigua's auiside e
dinect cane feam, pinase i) s sy whedver consent wil e soognl

The dinician will mak: InFal contact wih the chilidhsoung persan by prosiding informabon packs o e childyoung
peerson and thelr parem{sh, The dinician wil hase the same acoess kevels o e potentsl parfidpants iInformation as
ey would ot any offer Ime within thelr cinical i The chlef Investigaior wll B provided by contack detalls hrough
the expression of Ingerest foem {EIF]) which alows: parents of the childyoung person o provide detslls they ans
comforable sharng. Mo one else Wil have acoess o e EIF and hese detalls. Cnly e anonymis=ed ranscripts will
b= shared with fhe academic supesrasor o allow for checks hat the protoool s being foliowed.

Diate” 14033013 16 124 3014455710835



ETHICS SECTION 4-18

MHE REC Fonm Redenence RAS Verslon 35
13040

A43. How long will personal dats bs ciored or scoscead affar the cfudy hae sndad?

0 Legs than 3 months
. 3 — & monhs

L B —1Z monkhs

" 12 manths — 3 years
| Onieg 3 years

443 Wil recaarch pariolpanis resslve any pavmesnie, relmburesmant of sspencas or any obher banafis or moendhves
Tor taking part i fhic recesroh?

*=Yes | Mo

i ¥i=s, piease give detsls. For moneiany paymen's, fncicafe how much and on whal hasis Mis has been oelsmined.
It i possible for e parents of pariicipants bo claim up o E10 n eimburssments for avesl costs o and from the
Inferal=a For this o be processed e panent must provide salid receipts fo support Sedr clialm.

A4T. Wil Individual resaarchears resye any pasconal payment over and above noemal salary, or any obber benedfe or
Imcendhia, for faking part in thic recsaroh?

_eYes #No

443, Do tha Chist Invecs igator or ary obher invesHgarioriccdab orafor kaves any dirsod pemconal Irveciysmenr (8.3
fnanalal, chare holding, perconal ralzbonchip oo Inthe organicalicns cponcoring of funding the recearoh fhat may
jghve rica {0 8 poesible confliod of Insect?

L AYes  (#rNo

A43-1. W you inform the pariolparis " Gensral FracdEloners [andicr any ofher heatth or care professional recponsible
Tor thar care) fhat they are tsking part In tha sfudy ?

[ EYes (s

i ¥izs, peane enoios @ Copy OF e inforrmaiion shesiTelier for the GPhealh pressional wilh @ version number and cafe.

ALD Wil the recaarch be regleiomnd on a public dalabace?
_"Yes (#M0
Flease give oeiaids, or fesBi) I nod repimieTing the meseamh

The reszarch may be submited for publication In a peer review joumal. | This was D take placs, 2n absract would be
oo baisde o e ol weks e
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Fegiciation of rezesrch Sudies T encoovaped whensver Do,

¥ow may be able fo regisfer wouwe stod) Sougl bowr NHE onpanizafion or @ regisier run by & medios! resesh

or puisly yoor prndocn! Sougl an oonen socess pubisher ¥ o ane awane of 3 swiable regisier or odber meffiod of
pabilcation, plaase e gefabs. i rol, you may indcae Mal no sulabie epicier axins Fissse snsure Mal pou have

eered repisine eferanoe numbss) v goeston AT

AE]. How do vou Infend fo report and disseminats the recwulbe of the study 7 Tick as acoroorane:

[ Per revlewed sclenific jJoumals

[t It report

[ Conference pres=niabon

[7] Publicafion an wetshes

[7] Crther pasklication

[+ Subsmizsian $o regulstory avthorbes

[7] Acc=ss ko rww daka and fight 1o publish Feely by all ivesHgasons i sludy o by Independent SSeering Commifies
ionl behal of all Invesiigators

[ Wiz plares to report or diss=minale the esuts

[ Cifear {pl=ase spaciy)

AE3. Wil vou inform parbolpants of the reculc?
*=Yex | _sNo

Flease give dedails of bow voo Wil isbnm parmicipants or fustilfy oo colng 2o
Fariicipants will be ask=d If they wish o reosive & summary of e indings, only with Sedr consent wll i irfamation

b= zEnt

Ak, Hoa hae the eclamifs qualtty of the recsarch besn acceccad 7Tck a5 soomooviale:

[T 1indeperdent sxi=mal redew

[7] Aeyview within & compary

[ AEyimw within a mulb-cenine reseach group

[ Ryl witin the Chief Investgator's InsHiufion or host orgarisabon
[+ Rmyimw winin the mesearch =am

[+ Review by sducalional superdsor

7] Ceher

<SUEHY and gescnine the mEvew SDCOEs and oefoome, §FMe rewew has been weserisien bot nol seen by the

resegrCiver, ghve detmis of the bool wilich fas ondemaken Me ewenc
The res=arch and I profocol have been eviesed af several occasions. Intaly by & panel of peers, ciniclan and

res=arch s5alf, and members of the Lancasher Unisersky Pubiic irrsohement Mebsork [LLUPIN]. Secondly, the ressanch
underaent & second review with LUPTM members and Leaming Togeer Group. Lassy, S reseanch Fas also besn

considered by members of Te child psycholkogy team.

IFor e sTudles sxrepl nos-goacfonal shvdend researoh, pisase enciose 4 copy of any avaiabie soleniiic crifqoe repons,
together wilh any refaind comesnondente.

For nonrdocioml shudeni resealy, pisgce sncioss @ oopy of e psmmssmend rom o sducafonal supsriton insildion.

AR, What le fhe campls gloa Tor the recearch? How many parficipandssampesidaia records oo yow olev fo stway in fofa?
[Fthere s mone ffan ons gowe, pliesse pve funther details below,
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Toial LK ssample she 1z

Taotsl ImMemationsl ssmpls skre (Indudisg L

Toial In European Economic Area:

Furtfver cefals:

A1), How wag fhe scampls sizs deslded upon? & a formal sempis size caitoiation was wsed, indicate how s was done,
g sesTiciend information fo el and reoproduce dhe calcuaiion.

The sampls was declkded on due o s faciors. Firsfly, dee o the qualis@ve res=arch design & small sampls ske
was considered in disosssions with the chief rvestigaiors. academic and fleld supesnvisors and peers. 12 parficdpants
was Telt o be =nough by allow for allow for an iIn-depth analysis of e dala, and for meaningiel themes o dessiop.

Eevondy, due o the Ime constraints of this educationsl project, and e tmelimied nators of e ressaech, Hsss
= fo b= an achievable poal for recrufment.

AZ2 Flase dacoriba tha methods of analysic ichaficHoa) or obher appropriabs mathode, 8.9, for qualBathve recsanch) by
whioh the dais wil ba svalusied io mesd the ctudy oojeotives.

Al daks that ks oolleci=d dering the InkErdew wil be anslysed using a themaiic analysis. This all b= Infomed by the
puidanoes offered by Braen and Clarke (20061 This will Include a prooess. of B=coming Tamillar wih the dats Seough
‘ranscrbing the inkerdew verbatim, reading and re-reading e data and nobdng doen infsl thoughis an e rarscript
Then siowly oodes will b= intoduced and Inkad to the s data, @il pooess will highllpht aspschs of Irlenest fom
each ranscripl. Codes wil e be collstesd aomes Tansoipts o dentify poleniial femes. Evidencs o support he
mmierping themes wil be gather=d, Tese will am io define aspecis of the inberdes el represent somedhing of
perradied Importance o e research gueshon. A process of chiscking and reviesing themes. simin indidual
‘ranscripls amd acmss al ranscripts Wil iake place. This wil be folowe=d by a coniinued process of naming and
renaming themss o cre=ate & cl=ar, comprehershioe and epressnatee names for =sch. Sub Bemes wil be oreabed o

demonstaie e dversity and complegty within hemes. Themes dessioped will Ben be checked by both mes=anch snd
Tisid supendsors o ensur= Tal they represenied e dala collecied.

A3, Dinar key imvesgatoretooBaboraioms. Fi=gse Wwoluoe al grant co-apovoanhs, poeoon! 00-authors and ather ey
members of the Chief imvestipeiors feam, inciuding non-gocioral sfudssd EseambeTs.

ThHie Forenamefinials Sermame

Fost
GuaincaSons

Emploger
Work Sddress

Fost Code
Telephone
Fax

Yiokle

el

4241 dponeor |
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Lead 3psneor

EASE [ MBS ar HSO car= orgatisatian Commercisl sishes:  Non-
Commercial

) Arademic

. Fhammaczubcal indusiry

. Medicsl d=sioe Indusiny

. Local Suihority

. Ortmezr social care prosider {Inchading volurmtsny sechor or
privale organisation)

Mame of crganisation Lancaster Unlversiy

Gleen nme
Family rame

Adidr=ss B Flowr, Bowiand Maln, Lancaster University
Toramscity Lancasier

Fost code L& T

Cinaarviry LIMITED KGN

Teleshore N

Fax

Eman .
I the sponeor baesd cofcldes the LEC?

A Tes I®iNo

Linger fhve Research Governanos Framework for Heaith snd Social Care, 8 sponsor ousite me LK mus! appois @
iepa’ represenimve Esmbiived 0 i URC Piease comsut Me pudante noies.

AfE. Hao axismal honding for tha recaarch bean ceourad?

[ Fumsding secured Trom ane or more funders
[ Exfarmed funding applicadion fo one or mons funders In progress
[+4 Mo applicafion for extermal funding wil b= made

¥What type of esearch project s iz

. Etandalone project

. Project Tt = part of a programme grant

. Project that is mant of a Cenfee grant

. Project st Is part of & felloaeships personsl awend’’ resesech raining asvand
) Oiher

Cher — plesse sfahe
peart of docioral resesh

AT, Hag thic or a cimilar appldlostlon bean previowcly mjschsd by 8 Recsaroh Efhlos Commtbes in e UK or anokher

Diate” 14572013 20 1243014455871 835
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iy T
_"Yes ®=No

Fi=ases provide & cooy of the wfisowabie oolvion feMenfs) Yoo shows sapiain 0 Fouwr answer io guesiion &4 52 how me
MERSONS for dhe pnfavowabie oolwon have besn sdoeszed it this anoicadion.

A2, Give detalle of the Iaad MEEE RED contact for this recaanah:

Title Foremamediniizlis Bumame

Crparils artiom

Post Code

Wiork Email
Telephones

Fae
kiobil=

Detals can be obigined fom dhe MHES RAD Foum websie: ST, it i o ok

AE3-1. How lang do you axpect the sbudy to lset In tha LECF

Flanmed start dates SO0EDTDA 3
Flanred end dale: S000ECDAS
Total durstion:

Years: 1 Bonths: O Days: O

ATA-Z Where will the recearch faios plaoe? (Tick as apprmooniai=
%4 England

[71 Soosand

[ Wal=s

[ Morfeon retand

[7] Cfercountre=s In Eurcpean Economic Area

Total UK sies In shudy

Dioes Hhils rial Invecdys sountriss outclde the ELF?
o Yes el

AT2 Wiat koot organicaiione [NHE or othar) In She UK will be recponsibles for the recaanch chse? Fleass indicale the
o of oepanisaiion By Soking the boo and ive aponoeimale numbers of plannss esearch sitess

[+ WS organizstons in England 1

[7] M5 organisafions In Walss

[7] W45 organiz=sbons In Scotisnd

[ H=SC anganizabons In Morthem Irsiand

Dabe” 1470572013 21 124 301044557 MB3S
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[7]@F practices In England

[T GF practic=s In ¥Wal=s

[T EF praciic=s: in Scofand

[T GF praciioss. In Morfhenn iesland

[7] Sodal car= organisations

[ Phase 1 trial units

7] Frisan estsnishmenis

7] Probation sress

[7] imssependent hospials

[7] Educaficnal &ststillshments

[ Imdepende=nt res=arch uniis

[7] ey (e dietnlis]

Total UK shes In study: 1

AT What srrangesmenic will ba mads for Incuramca andior Indemnity to meat tha potential lsgal lablty of e
eponeonEs] Tor ham bo pardoipanis aricing from the management of the recsaroiy? Fi=sse Aok boxfe=s] &5 apoicabie.

Hoe Where @ WA orpanission hes agreed o 800 @ SpOASEr OF O0-5pon oy, ndemnty i prowded throuph MHT soiemes.
Indicae iF this sopiles [Mere 5 nonssd oo provice docomeniary evigencel. Sorab othsr Sponsors, Deass desonipe the
amangements and provice swdenos,

[ e Indemmnity scheme wil apoly (MHS sponsors onlyl

[+ Crmeer Insuranoe or Indemnity aranpements will spply (g defalls below]

Lancaster Unbversiy legal labilty cover will apply o s plece of res=arch

Fl=gz= =ncivse @ cogy of ref=want ooormerss.

ATEZ What srangemenic will be mads for Incurancs and' or Indsmnity to mest the pobertial l=gal Nabdtty of the
sponeonis] or smployenis) for harm to partiolpants aricing from the design of the ressarch? Fisess ok doufes) as
anotcahie

Hole Where reseanchiers Wil subsiadive MRS empioyment Conlrachs hove designed dhe reseach, indemnily (5 provided
hrough NHE schemes. indicale ¥ fils apolies [ivene s no nesd i prowice docamenian sddencel For obber srodocod
MENOTE (5.0 COMpETY SMVOVSST, UNAVENETY MSmiers), pisase Jescrine the srangemesy and prowde Swisnce.

[T HHS Indemniy scheme wil azply (profocol suthors with K4S confracts only)
[+ Offeer Irsuranoe or Inde=meity armanpeTerts will apely (phes defalls beiow

Lancaster Unhversiy lzgal labilty cover will apply 1o @is plece of res=arch

Flegse =nchvce @ D00y of refsvant JoCumests.

ATE3 What srrangsmeanic will ba mads for Incuranss and! or Indemnity o mest the potertial legal Nabaty of
Irvestigaborssolaboraiors arleing trom harm o partidpants In e gonagst of tha recsaroh?

Hple Where the pariicipands are NHS patisnds, indemnly s prowded Sougl Mie NHE sohemes or Siroogh ormfesoicaal
incemnily. indical= ¥ M aogiies o dhe wiols shudy [Hhene s no neeg o prosioe documenians svidencel Wiene ron-NHE

Dake” 1405732013 22 12430144 SEETH B35
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sites ane o be civded i e resesTh, Including advate pracioes, pleass cesoribe the sranpemes whinh Wi be mads af
fhese sifes and provdes svidenos

[+ HHS Infemn By schems or professional iIndemnity will 2pply (parbciments recrulied at MHS shes only)
[ Research mcludes non-HHS sikes (give detslls of Insurance! indemnty srangements for these sBes below]

Plegse =nckvse & cog)y of reisvant goCumeaEs

1. Fisacs cpaalfy fhe potential age rangs of ahildren undsr 12 who will b= iInoluded and give reacons for carrying out the
racasrnh In thic sgs growp.

The sfudy aims by recrul children o young people betwssn the ag=s of B-15 years of age %o kaks part In Tis reseanch.
The res=arch Is Inferesied in kow thess chilldrenfyoung people Ihink sbout themselves folowing & Tewmmaiic sssnt. |
theretare | mipoisng St this research Incudes children and young people who scoess sendces such as CAMHE or
child psychoiogy. The melnod of infsniesing pardcpants & be sensibve, d=velopmentally appropriste smd
considerate of the reeds of e chilldyoung person.

2 Indlnats whether amy ohlldren under 12 will be rasmBesd ac oortrols and give furthar dedalle.

There are no oontrods in fhis shidy; Senefone po childesn wnder 16 will be recrulted for this pumose.

5.2 Plsac e decoribe the srrangements Tor caaking Informed soncent from a person with parental responcibdlty andior
Trom chikdran abils fo ghve coneent for themestees.

For all pobertsl particirents, conssnt will b= asked from both e child iyoung person and s parent; both will be
n=sded for a childyoung person o taks part. To gain informed consent, both e childfyoung person and pansnt wil
recelyve senarais and adspied participant Imfemstion shests o inform Sem of e study, that it abms fo ook at, and

what it ieveciees. Only the pareni will b= 2sked io complele e sxpression of inlenesd fom (E1F), 25 Sis will vsoke
providing contact detalls for the ressarcher o get In fowch. Cnly wihen an EIF s referned, will T parent and dhild®soung
person be contacied. This phone contact will aliow for any guesdons o be srswened about the ressarch. Additionally,
the childfyoung person and parent will baye separt= cons=nt fams o compleis Defore e inbersiew will tak= plans
This wil alsc offer an opporienity for the chiidiyoeng person and perent o ask sy questons ey Fase sbout the shudy.

& H you imtend to provide childrsn under 18 witth information sbout B recsarch and cesk thelr comsant or agreamet,
pleace ocutlins how thic prooses will vary aocording o thelr age and lased of undercianding.

The participant Information sheet, corsent fom, and Inf=ndew process will all be adapied o meet The developmental
n=sis of e childfsoung person aking part. For exsmpls e langeage used In Bis wriien fom sl be stralgh@orssmd,
use simpl= langusges and be dear and oconclse. Dider young people may also look at the parent informaticn shest §
their parent fieels this i more aoproprste o thelr =l of deselopment.

Copi=s of witlen Informadion shesis) for oeends and chiiden, consenbassent oy and any ofer explansdony maderwal
showd be eaciosed wily ive aooicadion.

Diabe” 14/052013 23 1243014458871 B35
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RAS Verslon 3.5

Flozea enter detalls of the host crganisations (Local Sathorky, WHE or other) in the UK that will be recpomsible Tor fhe
resoarch elioe. For NHE sies, the host organisation /s the Trust or Heaith Soard. Whene Mis research sii= (s @ pimary canes
sl &0 GF poractios, piesce inserd the hosf orpaniesion (POT o Hegith Scand) in dhe insifufion row and insen the reseanch
iz =g, GF pracice) In e Depariment fow

Fesearch sk

Instiuiion name
Department name
Elrest address
Tioamscity

Fost Code

Irsstitution name
Di=nariment name
Elre=t address
Toamecits

Fost Code

IrsHiuiicn name
Di=nariment nams

Slrest sddress
Tiomecity
Fost Code

Irvestigaton’ Tollaboraton
Contart

THie

Flrst reame i
Infkal=

Bumame

THie

First reamei
Infkal=

Bumame

Thie

First reamey
Infizis
Bumame

Diabe” 140552013

124 30174458871 B35
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13420

1.

Z

10

11.

[Crl. Deolaration by Chie? imeesHgabor

The information in Sis foms 15 acourabes 1o e bestof my Enowlzdge &t belief and | ke full esponsibily far 1

| umderiake= 0 ablde by the shical principles undesiying e Dedarabon of Helsinkl and good pacic=
guidelines on the proper condect of res=arch.

= reg=aech is approved | underiake o adhens o e study proiocol, e s of the full application a5
approeed and any condlbions setout by revies Dodl=s In giving approsal

| umderiak= o notty review bodies of subrsianiial smendments o e profocol or the teemes of e approsed
applicabion, and by s==k a fesourable opinlon fom &= maln REC before Implementing Se amendment

| umderizke 0 submi annual progr=ss renorts sefiing out the progress. of T research, &8 reguired by revlew
[oidlies.

| i asane of my responsibiity to be up o dale snd comply with e requirements. of e s and relevant
puide=ines reiating o s=ourdty and confidentaify of patient or other personal data) Including the reed o regisier
WNen necessary with the sppropeabe Dots Frofeciion GMcer. | understand that | am not pemited o discos
identifable daka io thind perfles unless the disciosurs has e corsent of e dala subject or, In the cas= of
padent dats in England and WWalss, the dsciosune |5 covened by the b=mes of an spproval ender Secton 251 of
= HHE At 2005,

| unZersiand el research recoresidats may e subjiect o Inspecion by review bodiss for audk purposs=s i
required.

| umitersinnd et any personal data in ©is application Wil B held by review bodies snd Selr opamational

managers and at this wil be managed scoording bo the princdples estabiished In the Dets Frobeciion AR
1992

| umidizrsiand tnat e indormation contained inthis applicabion, amy supporting cocumentabion and all
comespondence with revies bodizs or their operational maragers relating o the application:

a Wl be heldd by the REC (whers appllcable] untl at =ast 3 peary aftsr e end of Ge shedy; and by HHS
RAD ofces (whemn the esssrh reguines HHS management pemmission | In acoordanos with the MHE
Code of Fractice on Reconds Management.

= May bedsdosed o e operaborel managers of review Dodles, ar the apmoliniing auorky for the REC
(whizre spplicatie], in ord=rio check that e appicabion kas Dsen proc=ssed oomecily or o inveshgah=

any ommmiaing
= May be s=en by audiors appointed o unidertaks socrediation of REDS: (whers applicabie )

u WA b subfect bo B prosisions of e Freedom of Information Acks and may e dsciosed in resporse
o requests made under e Aoty =erept whens stshinry sesmpdons apoly.
« May besent by emal o REC members.

| umdersiand el iInformadion reisting io this ressanrch, incheding e conisct de=ialls on this aopplicabon, may be
hi=ld an national research irdmmation sysisms, and i s willl b= managed sccording o the principles
=siablizhed In the Dals Profeclion &ct 1935

Where the res=anch s reviesed by a REC within the UK Health Deparfments: Research Bhilcs Service, |
understand That e summary of this shedy will b= publishsd on the websie of the Nafonsl Ressarch Ethics
Eprdice [MRES], lopether with e confact polnt for snquirdes. named below. Publication will ke place no esder
Thean 3 manths after Issue of the =thics commiti=e"s Tnal apinion or e withdreal of the aonilcation.

Gzl podnk fior publlcation Mo sppiicabls for RED Forms)
NRES wowd B i inciade o confac pols’ with dhe pubiched sommary off Me sfod)y for fhose wshing i oesi firther
ormadion. e wow'sl b graietad §F yow would indcade one of ive confac polsts ejfiom:

A0 Chilef ImvesS gator
| Eporeor

Date” 1450562013 203 124301445357 M1835
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. Budy co-ordinatar
. Ehedem
.t Ciher — plesse ghye detalls
. Hone

Acoses to applloation for tralning purpesas (Fiof apoicabis for RAD Forms)
Opfiomal — pi=ase Bok @ apomoorisds:

711 would b= confent for memters of oiher AECS i0 have acoess fo S infonmasion Inthe spplication in confidencs
for treining purpeses. All persaonal idemsiers and referencss 10 sponsors, fumders: and resesrh uelts would be

T

e
Frint Kame: Ay O'Ea

Tisfa: 14/05/2013 e mmery

Diabes 14M 372013 26 124 30144 S28THEES
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O, De=alarabion by the cponeor's represantatia

¥ there 5 oo BTGNS Spongen, NT declansion should be signed on befalf of fhe Do SpOnsors Oy @ represenfatie
of the imad sponsor ramed &1 4841,

| confirm Tt
1. This res=arch proposal has besn dscussed with e Shief Investgstior and apresmsnt In prindpl= o sponsor
e regeanch ks in place.

Z.  An aporopriate process of sclenific critiowe has demonsiroisd hal his research proposal ks sorthwhiie and of
high sdentfic qualty.

3. Any mec=ssary Inds=mnity or insurance arangements, as desoribed In guestion A7S, will b2 In place befone
iz ressarch stars. Insumnce or indemnity polcies will be renewed for ihe durafion of e shudy shee

FECEISATY.

4. Amangements will be In place befors the shady starks for the resesch =am o sco=ss esources and support
b0 defiyer the research as proposed.

S Amangements o allocale resporsibiiEes for e management, monforing and reporiing of the res=arch will
be In place before the res=srch staris

E. The= dub=s of sponsors s&1out In the Reseanch Goverrance Framesork for Heath and Social Cans will be
enderfaken Inonelation o this ressarch

7. Wihere e research Is revissed by & FEC within e U Healh Ceparimesnis Reseanch Ethics Sendce, |
enderstand el e summary of Sils study willl b= publishsd on the sebste of e Maionsl Res=arch Efics
Sendo= (NREE] logether with e conbact polnt for snguiries named in iz applicsfon. Publication wil take
place no sadler than 2 months afer ssee of the =milcs comemiti=="s final opinlon or e afhdrasal of the

application.
Hm: -
Frint Name: O
Fost: Pro-ic=-Chancefion for Ressarch
Orgenis=fian: Lancasisr Linkasrsity
[Cimbe [odimmyyl

Date” 1457113 FF) 124301044 8S5T1B35
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CeL. Dealarabion for ebudent projects by sosdemio cupsrdson|c)

1.1 hawe r=a:d and spproeed ol e res=arch proposal and Sis applcafon. | am satisTied that e sol=niic content
of the res=asrch b5 safistaciony fior an educaional qualification at Sis lewed,

Z_ | underiake to full e resporsiblibes: of the supsndsor for this sudy =5 3=t out In the Research Goverrance
Framesork for Health and Socal Cars,

3 | take= pesponsibl By for ensuring that his study s comducied In sccordance wiih the =hical princples underiying the

Desciaraiion of Helsinkl and good praciice guid=in=s on the proper conduct of research, In oosjuncion wi cinkcal
supendsors as approprisie.

4. | k= responsbifty for ensering that e applicant |s up o dale and complles. with e reguiements. of the las and
relevant guldslires. relsfing o seoerty and confide=ndally of pati=nt and ofer personal daba, In conjunciion with
inical supsrisors &5 appropriate.

Anademis cuparvisor 1

Signature:

Feitane (D

Fost: Reseamh Fellow, Research Twior Lancaséer University
Crganizafion: Lancaster Linksersity, DClinFsyct

Ciaife- [ ps

Date” 1470572013 28 124301445557 B35
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NHS Site- Specific Information (SSI) Application Form (Trust 1)

HHE 23

IRAS Werslon 3.5

Thie Infegrated dateset requirsd for your project will be cresbed from ihe ansssrs you ghve i the follosing questions. The
sysiem will pererai= only thos= quesions and secions which [(a) apply o your shudy type and b)) ar= required by e bodies
resriesing sour shudy. Pleass spsure you answer 5l e guestions before procesding & your applcasons.

Flsacs ander 8 chori S for fhic prodet (maximum 70 charschers)
Explcraiion of hiow children ssif-constnes follewing a tauma

1. I your profaot recsarch?

2 Yes LMo

2 Psinnt one sabagory from tha Dot beiow:

. Elinical trial of an irvestigational medicnal product
. Elinical Iinve=stigaiion or ofer shudy of a mesical device

.+ Combined trial of an Investigabonsl medicieal product and an ievesiigational medloal desioe=

. Crmeer Clinicad ksl 1o shudy & novel Inbersention oF randomissd cinical isal o compses irlensandons in cinkcal practios
. Basic sdeno: study Irvolving procedunes with human perbcipants

.+ Shudy adminiskering questonnaresidniendews for guant@afive analysis, or using mbed quaniabee iqualRsfve
meihodology

&) Study Invalving oualtatye methods only

.+ Shudy limibed 1o working with human Sssue samples (or ofer human blological samples)] and data (specific project
only)

. Sludy Imifed o working with data (specic profect only)
.+ Fesearch tssus bank

. Aesearch daiabase

I wour waork doas not it any of thees oatsgonse, ceisst e opilon below:

. e shady

Za. Pisacs ancwer tha following queshon|c):

) Do the shudy Imsolve the use of any onising edation?

e [# N0
0] Wil you be taking new human ssee sampies {or ofer homan blolopical samoles}?” _‘Yes [®No
i) WD you b= using =xisfing human s sampies {or ofer homan Bologicsl samples)? | Yes  (® ko

E_ In whish oounbriss of the U wil the recaanh ciise be Inostsd?T7ck o mar apoy)

[+ England
[ Scofiand
[ wales

Ea. In whichi oourtry of fhe LK will the lead NHE RAD offos ba localsd:

1243014 5636 216397/ 10 0855 1T 2983
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% Englana
_ Sootiand

T Vimles

_ Norhem Irsiand

_ This study does not Involve e NHS

4 Whinh raview bodles ars you speiying to7

[ MHEHSE Research and Development affices

["1=ocial Care Res=sch Ethics Commites

[+ R=szarch Emics Commiiize

[ IMafSonal Irdmmaton Govermance Soard for Heath and Sodal Cars (HIGBE}
[ IMadonal Cifender Maragement Sendoe (NORE) (Prisors & Frobabtion)

For BHSAHSD R0 oifices, e O mast crashe: See-Snacifie Information Fooms e asach e, I SoaTihos o R
shudy-wide forms, and dransfer them o the FTs or faoal colabarain,

B Wil &y resarch cline I this chudy be M2 organicatione 7

Lk A

Ba. Are all the recsarch cocte and Infractruotures coste for thic efudy prosided by an MIHR Elomedizal Facaanch Cemire,
HHR Elcrmedlnal Resaarch UnE, HIHF Collaboration Tor Leadership In Haafth Asssarch and Cars (CLAHRC] ar HIHR

Recaarch Centrs for Patent Batety & Services Gualtty in sl chedy clec?

L "Yes sl

¥ s, NFHID permission for Four Sudy miT be processed Ao’y Me NMIHR Coordinafed Sysiem for gaining NHE Permiszion
(MIHR CEFY.

B Do wou 'wich o make an appliation for tha sfudy fo be conclderad Tor MIHR Clnloal Rscsarch Metwork (CRM) suppsort
ared Inciusion I She HIHR Cinloal Rscaarch Matwork (CRM) Porifollo 7 Plases cee Information button for further dedallc.

L "Yes sl

W yms, NHE permision for your siudy will be procesond dhvowg’ Me NIHR Coosdinafed Sysiem for gaining NHE Permisnion
(HIHR CEFY and o mus comgdefe a NIHR Cinical Researh Metwork (RN Porffolo Appiicalion Aorm immediafely after

comgiefing s proyect e and before compd=iing and submiming oiber sooiicanions.

B Do vou plan to Includs any partiolparis who are childres?

Lk A

T_Oo you plan at any ciages of the project to undertaks Inbrusive recaarch Involving adulbs Iscking capsofly io ooneend
Tor thamestme?

L "Yes sl

Annwer ¥es F you sdan io recroif fing saricinaw's aged 10 o over wiho Aok capanty, or fo netais fvem by Me siedy falosdng
o5z o cagani)y. Mnfroshes mesearch means any meseamh WM the Meing egoidsg ooesent in . Ths inciudes use of
ig=mdiffab’e Asus SamMoleT O persoom inommation, evceol whens sppication s belng mads io me NiGE Efvos and
Confidenially Commites fo fof asio= the common e deny of confcenwey i England and Wak=s, Piease consal the
guitence modes for fwrther Inbrmadion on i egal Fameworks for reesanch deenddng aauls Bcking canaciy in dhe LW

£ Do you plan to Inoluds any parSslpants who ane prisonars or young offendens in the cestody of HM Prison Serviea or
'who ars oMenders supervicad by tha probaflon earviea In England or Walss?

2 12430136302 REST 10085527 2963



ETHICS SECTION 4-32

MHZ 33 IRAS Verslon 35

& Ie the shudy or amy part of § belng underisken & an sducafionsl projesst?

= Yes LMo

Flease describe briefy e Imvolsement of the shdenbs)

Shudent Is = principal iInve=stgator {rain=:= cinical psychalogist) e
profect Is part of the dociorake s cinical

pychoiogy.

B ke the project belng undertaken In part fulBlimeant of & FHD or obtesr doodorabe s

= Yes LMo

1. Wil this ressarch be Snanolaly cupporisd by She Unied Staiss Departmend of Health and Human Servioss or any of
Fe diviclons, agenolss of programs 7

_AYes Eelo

11. Wil identifable paflent dats bs aposcssd oulslda the oare issm wEhout prior soncend af any clags of the projeot
[nchsding idesnbfoation of polential parbolpanier?

L AYes Mo

3 12430194 36362 (BAEET 10085027 2983
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k& e sHe Bosfing thic recessrod & HHE cHs or a non-HEEE ciin? MHE sf=s incluce Health ang Socis! Cane organisafions b

Mocthem Frelang. The sii=s Rosfing fhe rassarch ane the sties by whlch or Shrouph wisicl resesrclh procacores s conducfed
Far NHS sfes this inchvdes sies whers NHS st are parficipants.

#NHS sHe
. Hon-NHS site

This quesiion mos! be complefed befire procesding. The &fer il cosiomise Me form, cisabing guesiions which ane ol
r'evant fo Hhis appitcabion.

One SPe-SpeciBc information Fonm shooid be compiefed S eac resssery sfe and soimies fothe refevast RED office
with dhe gdocamenis (n dhe checkiisl. See guidances nofes.

The gafa i Mis boy 5 popusated fhom Far A

THe of reseanch:
Expiorafion of how childmen and young people s=f-oonsines following a Taumaiic expesrisnce

Ehorlfte: Explorabon of how children s=f-consirus folosing a raoma

THe Foremameiniisls Surmame
Chiler irremsHpator:
Miss Amy O'=Za

Mame of NHS Research Bhics Commities io which amplicabion for sthical revies s being mades

Froject refiere=mice rrumber from abose REC: 138W0420

1-1. Gilvw tha nams of the MB£E onganication responsible Tor this ressarch siba

1-3. I wiileh oounfry |c the mesaroh cBs localed

% England

. Whinl=s

. Sootand

. Norifem rsiand

1-4. g thay recaanch clts & OF practies or other Frimary Cars Organlesilon?

L_"Yes  1E Mo

2 Who I fhe Principal Investigabor or Looal Collaborator for thic ressanch ot thic cfsT

4 124 30156 362GMEET 1085527 2963
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Select T appropriaie 362 @) Frncipal investgator
. Liocal Collaboraior

Tih= ForenameiinEals Semame
MlEs Ay OrSa

Pioest Trmalnes Clinlcal Peycholog st

BSc Homs Paychology
Sralfemtions o ey compieting DCINFSyeh

organatin

Work Address CAE Fumess College

Lancasi=r Linhersity
Lancasier
PostCode L&A 44T
won Emat ([
Work Telephome
v
Fo

A} Aporovimately Rosy much Bme sl Bls person slocate io conducting Shis essanch T Please prondis Four resmoTse
in fenms oF Who'e Time Souvsenis [IWTEL
0z

b} Coes his persan Bold a oerent substantse empioyment conract, Honomary Clinilcal wivex [ MO
Confract or Honorary Research Contract with e MESS organisa@on or accephed by the HHE
argerl sationT

A oopy of @ Cpyreat SV for e Princisal Investipaior [maaimam 2 pages of &4) must be sotmited with Shis fam.

& Pl=ace ghve delalke of all loeations, deparimenis, groups or units at which or through whilch resesarch proosdures will
b concucded at Shis sle and dessorEs e activEy Shat will fake placa.

Fizgce io @il ioceionoisnedments =ic where reosgnch procecures wil be comoroied) within: e NHE onganisation,
g=srribing dve Involvemeny in @ e worss. Ffens aoo=ss 0 speciiic Sciifes well be reguieed dvese chow'd alco be sied for
=acft localon.

HNams iive malin incafondemanment il Give defals o any ressanoy proosdoes 1o b clrisd ool off St for exampis in
paticioants’ homes.

Liooation Aot hettyiTaci Hisss

RAeorulereend (= 0. dsseminaing nicemafion packs o
chilldrenfsoung p=ople and parentsjby e cinician will iske place In
this s=fings_ AddBonally all Intendess will b= conducted In rooms

In m“: usad by e team ah=n sEeing
chi niyoung p E.

E Flracs ghve datalle of all athar rembers of the reesarch teamn at Shis she.

E Dot She Prinoipal Invesiigator or amy ofher mambar of the e recaarch t2am have any direst parecnal Inyolvernend
(8.3, imancial, chars-holding, personal relabonchip 262 In the orpankation cponsorng o funding the recesrch Shai may
ghve rics o a possibls sonflied of Inienact?

A Yes N

3 124301456362 /R/ES7 19085527 2963
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Sart dat=
End date:
Durabion (sonths:

AMLmsRIE
AMMT2014
1l

T_What o the propocesd kel ctard and smd dats for te recearoh of thic cie7

E-1. Give detalle of all non-clinloal Intzrvendlonic) or procadurscj that will be receéved by partiolpants s part of the
mm:ummmmm infenvews non-ciinical obsenadions amd res of guesiionnaines. )

Codomens -4 iave Seen compisted’ with formation fom A1 as beioac
1. Tofal member o ierventonoiomeedues io b= recsived by sach pardcipant as pad of the ssoearch prodoond,

Z. iFih's infensendion wourkd fave been mwinely pven io parfoioants &5 oo oF el cane, how many o me okl
woonld have besn mulineT

E Average i fakew per inferveniion (minukfes, Aows or dys)
4. Deialc of who Wil condul Me procedue, and where £ wil e place

Pizase compi=ie Colmn & mily defals off e aames o Indiwoue's or navmes oF ST prowss e sl conoiu i

Infermation shest and
e ssion of Imsnest
fomes

For the childywoeng
PErsan 1o Compkete &
Trauma Eympioms
Checklist Cusstonnaine

Farent reading the

paricipant mSormaton
shesd s smre ss ko of

Imizrest Tom

Tre= parent wil be ask=d

o opt Imio the shudy an
E=hsl of dhe dhlid

Cons=nt will b= sought

fromm the chiidiyoung
person and parent

e b o Irilerelea with

the chilld'young persan
which will be audio

mins

mins

10
ming

15
ming

ming

ororegure at AT S

Intersenfion orprocedure 1 2 3 4 5

Froviding paridpang 1 -1 Childrenfyoung p=ople and Tweir parents wil b= Clirilcisres whio

Information packs o mins proldesd with Infoemafon packs atout the shudy by Wik Ini Idenifi=d

pobtertisl parfddpants fizdr lesd clinlclan wihio |5 working Wil them Inthe CAKMHES and Chid
sEndce sEting. Peychology

Sendces
Chilkdyoung merson 1 25 Childrentyoung peopde wil = plven Indormation aboet
reading T parficpam mins e shudy o resd In Sedr own e

H & Trauma Eympioms CTheckist Qu=sHonnsire has
riot presiously een oompleted the chiidipsoeng
perzon wil be asked o complete this wit e
SUpDort of helr parsnt.

Farents will be ghe=n Information aboed the shedy o
read Inthelr ovan Bme.

The parent and chiidiyoeng person will opt inbo: the
shudy by completing and retuming e expression of
Imie=rest shest (E55) and H nec=ssary the Trauma

Symiploms Chedklist Quesiionnalne bna smped
sfdressed ereebope. COn receipd of the fom e

reseancher will Ben confact perficipants dinecily.

The chiidiyoung person and parent wil b= asked in

separaisly giwe Telr iIrfomed oonsent by compleiing
separale cons=nk fomes. Only with Dol corsent wil

= inferi=w fake place.

Th= Inf=nidew will b= conduck=d Im 3 kocation familksr
o e child'young persan {£.0. Cinlc rooms used by
CARMHE R peschiclogry), Each Ink=rviems will be

adlo recondesd which will Tem laker be Tansoribed by
= reseancher

l-.'i'__'ll'llmmﬁﬂhmiﬂlﬁhﬂmm]-hﬂwh“m-leh

L] 12430 563626397 Ta08. 55027 2983
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prodooed
L_"Yes ®eNo
iF'¥iexs, pheame mofe any refevant ohanges o the inormaiion in Me above tabie.

Are thers oy Chanpes ofher than Shors moded & te abe?

10. How many recaarch parbiipanicicampias ke £ sxpaoisd will bs resrussd'obtained from thic cEe?

A fofal of 12 paricpants are hoped io be repruled across = Idenifled four East Lancashiee Child and Aoolescent
Bervices Inthe one clinlcal she=. Addifonal recnaftment within Lancashiee Care NHE Fosndation Trust may also be
sought o reach masimum recneitrmsnt for Bhis sudy.

11. Qive datalle of how pobanbial partiolpants &l ba loertmed ically and who wal bs making tha At approsch fo them
to take part In the sludy.

Pofential partdcpants will be ideniSled and first approachsd by a cdinldan working in the s=reice. The dinician®s. wil e
anply e Inclusionfezciusion cribera for the shidy (an Information sheet wil be prosided o support hisio determine
who ey should indonm about The shudy. & part of this process dinician®s willl also have to o check e childyoung
person has complet=d & Trauma Sympioms Checklst Sessiionnake s part of thelr care. If so Fey wll see F e
Chil kg persan hss soored in lins with the inclusion orierds and proside ihe Ssoore on e spression of inferest
Torm which s mchuded In e Infomation pack. Chensise G ciniclan will be asked o provides & Blank guesdonnains

‘when ey prordde the Childsoung person and peren with e study information pack.

12 Who will be recponsibls for cbdaining Informed consent ot thic cBs7 What saperics and training do thess pereone
haree In abtaining conssnt for recssnh pUPOGss T

Mame Expertisefmining

The= chief The chied Ireesiigaior wil b= obizining informed cons=nd at the beginning of &= Inlendew. Parficipants:,

Insesfigalnr  and thelr panents will be abile o oask questions. ahoul e study and kase em ansser=d a8 vanious
podnts during recrufement and before Rformed corsent ks faken. For sxample the infonmaiion sheets
will prowdide contact detalls for e chief Invesiigator. Sdditionally when the parent |5 confacied o amange
an Imervies ared then kaber at the Inkendew e for gue sSons: wil = offered,

1E-1. Is thars an Indapandent contaot poind whers potandlal parfleipands oan csak gensral sdvics about taking part in
ragaaroh?

The participant imformabion shest will proside detslls of individusls who they can coniact outskse of the sendos. For
evample supsnising acsdemic supsnisors will b= provided so thet pofental parficipants can ralss: concerms ar ask
questons about the resssmh

1E-2. Is thares 3 contaot polnd whers poisnial partkipants oan cessk harther detalls aboart thic epessfe recaarch projeots

Pofential particirants will be able: o contad the ohieT Investigator at any point during recnatment to seek furlher detalls
anhoisf the ressanch project. i fhers an= any concems aked, e chief vestigation will remind e pol=ndal paficpant of
the contact detalis of s senior scademic superdsors who can respond o thes=s concems B necessany.

418 Ars there amy changes that ehould be meds to the generio confent of the Information shest io refeot ce-cpaoiio
lesues In e oonduot of the efudy? & substantis’ amendment may nesd do be giscusoesd Wil the Shief InvesEgaior andg
Submitesd fo e man REC.

The resaanch protooal will nof difier In any woy.

Flegse orovids B 000y 0N heaced naper of e panicinast information sveef and consent foom thaet wl be used ocaly
Uiz fnaicafed aboee, his must be the same genenc wersion sebmitied infaporoven by the main REC for fve Sudly whis
inciuding redevant ooa! intamaion sboof Mz il invesigafor and confac poists for parmiciness [pee guidsros nodes).

7 12430156362 BEaTU08 S5 2T 2983
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17.What looasl arrangeamants havs Dean made Tor partiolpamts. who migh? not adequatsly undsmctana verixsl
eaplanatione or writhan informafion given In Englich, or who haee epsclal communisation neaste? /=2 rans/ation, use of
femrefers =fc )

D= o e theon=tical snderpinnings of the res=srch, and &= Inlerdew process. Polental participenbs need o be able

o speak English fusnly. Therelfon theme s no need for anangsments to supnort nor-sngilsh speaking or specil
ommunicaion needs.

18 What looasl arrangemants wil ba mads fo Inform tha 0P or cfher health oans profecsionals responeinis for the oan
of the parfisipants7

Thee Infonmadion gained throughout e study will be keept confidential and Serefone responsible professionals willl mot
b= Informed. The cnly =oepton o Sis b2ing T a =feguanding or risk [ssue i enthed. 1 this b5 the e, the name
dinician provided by e panenton e expe=ssion of inkenest shest will be msde asane of e conoem by e ohiet
Irvestiaator.

18 What arangaments jo.g. fsciiise, stafing, peyohoscolal support, smargenoy proosdures) will b in plaess ot e
gite, whars appropriate, fo minimies tha reks to parboipants 2nd cfsfT and desl wEh the soncsquenoss. of any harem?

H any safeguanding or risk Issues ane idenifled Se named cliniclan for e childfsoung person will be contached by the
chiet Inve=shgator o shane the concan The chidfiyoung psrson and parems) &l S e made sasre of i concem
ared will be encouraped o speak o Fe cinkclan

5. What are the armrangements for the supsrvision of the conduot of thes recsarch o thic cfe? Fleaze oive dhe name= and
confac defals of any superdsnr nof areaol dsfed & me sopdcation.

The chief willl b= offered superdsion and support from both thelr scademic supendsor and Seir eld
superdsar, i works for Bhe frust).

21_What exiernal funding will ba provided for the recearch at thiks sHe?
. Pumded] by commencial sporsar

. Cseer funding

& Mo =xtemal furaing

How el B corshs of e resesch be covened 7
The res=arch | part of a dociorsl thesds for a DOInPsyech programme.

23 Authorieations requirsd pror io RED approval

The locsl regesmh beam ame responsibl= for contaciing e local MHE RAD offic= about the res=anch project. Whers the
res=arch project ls proposssd fo be coordnal=d centrally and therefore Sere 1= no looal reseanch f=am, s the
resmonsibifty of the central res=arch team o Instigais his contsct wit local RED.

HHE RAD offices can offer advice and support on Bhe s=iup of & reseamt project af their organisation, including
éormabion on local amangements: for support serdoes reliesant o the project. Thes= support sereices may Inchude dinical
superdsors, Ine manspers, senic= maragers, support deparfiment mansgers, phamacy, data protecion officers or
finance maragers de=pending on e nature of the es=arch.

Cotaining the n=cessary sepport sendoe suthorsations is not a pre-requilshe o submission of an appllcafion for NHS
res=srch penmilssion, but all appropriale avihorisabons must b= In place before KHS: research permission will be granted.
Processes for oblaining suthorsstions will be subject o local amrangements, Dut T minimum expecistion is that the local
RED o= has been mniacied fo nobfy It of Te proposed research profect and o disosss the project's needs prior o
submission of the apollcafion for HHS ressarch pemission wia A5,

Faliure to engape with local NHS RED oifices prior o submission may l=ad o unrec=ssany delays In e process: of this
apoiication for MHS ressamh permissions.

i} 124 3011456362 G597 1908 5527 2953
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Chescd arabion:

%4 I ponfirm fhat the eieqant HH3 crganicaiion FAD offics hac bean conkaoted to dicouss the nasde of the project
and lodal arangements Tor supoor carvioss. | undsrsiand that fallurs to sngage with the ool HHE RED ofca balors
submission of this applloaticn may rasult In unrasscsary dalsys In obialning HHE racsaroh pemlcekan for fhis

Flaaee glve fhe name and contaot detals for the HHE RED ofMos chaff membar you have disousced fhis applioatian
with:

Please noke dhal for some sites e MHE FRD ofice condact may mof be pivwesicaly baeosd of e s, For coniecT dedals meifier
fi dhe guidances for iWs quesiion.

‘Work E-mall
Work Telsphone

THie Forenam=/infals Semame

1.

Z

100

11.

1%

13

Cealaration by Prinoipal Investigabor or Losal Colaborsior

The infarmation in s fomrs B aocurale o e best of my Enowledpe and | take full responsibiity for i

| underfake f0 abide by the =fical principles undempinning the World Medical Associaiion's Decdambon of Helsink]
and redevant good prachice guldelines in the conduct of resssech.

I i rez=srch i apoensed by the main FEC and MHE onganisaton, | underiste 10 adhene o e stody proincol, e
f=rmes of the spplication of ®hich he main REC has given a favourable opinion and the condtions requested by e
NHE onganisation, and o inform e KHS anganisabion within local Gmelines of any subs=guent amendments o

e profoool.

I = res=arch |5 apoeroved, | undieriake o ablde by e principies of the Reseanch Gosemancs Framesork for
Heafth and Sodal Cars.

| & asrare of my responsibiity b be g o date snd comply with S reguiremenes. of e s and relevant
guideines relating o the conduck of reseani.

| umdertaks o dlscioss any conflicts of inberest @t may arfs= during the cours= of this resesch, and ke

responsibifty for srsuing el sl siafT evokaed Inthe resssech are ssvanre of helr raspors iDilfes o discioss
conficks of Interesd

| umidersiand and agree that shudy fles, documsnts, resssrch reconds and dats meay be sublect o Inspeciion by e
MHE crganisafion, the sponsor o an indfependent body for monioring, audit and Inspecton purposes.

| fake responsibiify for ensaring st st involved in e res=sech at this she fold sppropriale contracts Tor the
durstion of e research, are iamiliar with the Resesh Gosemanos Framswork, the NHE crganisation’s Caty
[Profection Paollcy and all other rdevant polides and guikdieines, and ane appropristely ained and exsperienoed.

| umderiske o complste any progress and'or fnal reports 28 requested by e KHS ceganisation and understand
i continuation of permilssion b comfect ressarch widin the HHE orpganisaiion ks depsndent on ssbsfaciony
compiefion of such reports

| umiderake o0 maintain & profect Sl for Sis research in acoordance with e NHS organisastion’s pollcy.

| fake resporskdlity for ensuring st all serous adverse events are handied wikin = MHS organlsation's policy
for reporting and harcling of adverss saenis.

| umdersiand @ Information redabing b this res=srch, Indluding the contact detalls on Sis application, will b= Redd
oy the RAD oflce= and may be h=id on nafional research information sysiems, and Sal Bl sl be maneged
according o She principles. esfablishisd In e Dol Prolechon Aot 13598,

| unZiersiand st e Informiation conlainsd In this application, amy supporting documentatian and all
comEspandsnce with the RED office andiar the REC sysiem reloting tothe appdicotion will bz subject o e

9 12430156302 hige T/ T a 085527 2985
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povisions of the Fresdom of Imomation Acks s may b disciosed in resporses 1o requeshs mede under the Aot
erapt where stiviory evemplions apply.

Frint Mams: My DS
14/05/2013

1l 1243015636 2/ E8T 1 08S5 2T 2983
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The Infagrated datmset required $or your project will be created from ihe answers you give i the Sollowing quesbons. The
syiem wil gererai=s only thos= quesSons and secfions which (2) apply b your study type and (b) ar= required by e bodies
ressbening your study. Pleass apsure you answer 5l Tis questions befors procesding & your applicaSons.

Flaacs snier 3 ehori ftis for fhic projeot (raximum 70 charsckers)
Explcration of how children saf-constnee following & trauma

1. Is your projeot ressanch?

e | No

2 Esinol one category from the Bst below:

(' Clinical frial of an Investigational mesicinal product
) Clinlcal Investigation or ofter study of a mesical device

[ Combimer trial of an Investigationsl medicial product and an invesSgaiional mecical desios

_ Ootter ciinical frial io study @ noved intepssndion or randomis=d cinical fal to compane intensengons in cinical practice
[ Basic scenps study Involsing procedunes wih human parkcipants

! Bhudy administering questionnakesiini=ndews for guantBafve analysis, or using mbeed quaniibte igualfiafive
mefhodology

&) Srudy Invalving qualiathe methods. only

. Btudy lmited o working with human Sssue samples (or ofer human blological samples] and daia (speciic projec
only)

! Bludy ImBed fo weorking with data (speciic profect only)

' F=gearch Hssus hank

' R=search database

i your work doac not it any of thecs oafsgonisc, calsck S opflon below:

" O shedy

Za. Plsacs arewer tha following queshan|c):

&l Do=s th= shudy Involve the use of any lonlsing dation? _iYes  #Ho
51 Wil you be taking new human fssese samples {or offer human biological samples)? _'¥es |¥SMo
) WIN you D= using =xisSng human issee samples {or ofer human biological samples)? | 'fes Mo

3 Inwhish countries of fhe LS will the resaaroh cHes be Inoated Mok ad! fat ansd

[+ England
[ 1Scofiand
[ wvales

23 In whilzh country of the UK, will e lead NHE RAD offiee be locatsd:

1 124301 5541416/ 44 1HETIZIIT 2958
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& England

. Scoliand

o Walss

. Northem ir=iand

. Thils study does mot Ireohe e NHS

4 Which revieew bodiss ars you sppiying to?

[+ MHEHSE Research and Development offices

["15ockal Care Res=sTh Ethics Cammites

%5 Resmarch Efics Commitize

[ Mafional Infemafion Goveranc: Boand for Healh and Sodal Cars (NIGB}
[ IMadonal Cifend=r Maragement Sendoe (MORS) [Prisons & Probation)

For NMS/HSC RED oiffoas, fhwe OT must creshe Site-Specific Information Forms for asch sife, in safoites fo ihe
sfud-wids forms, amd franster tham o ghe FTs o fooasl coMaborainm.

B Wil amy recsarch chss Inthis cludy be NHE organiextione?

i Yes Mo

Ba. Are gl Ehe recsarch cochs and infras fruchurs cocie for thic ciudy prosidad by sn SIHR Elomedizal Facaanh Cemre,
HHR Elsmedinsl Resaareh Uk, HIHFR Collaiboration for Laadership In Heafth Aecsarch and Cars (CLAHRE) or HIHR
Rassarah Comirs for Pasant Balety & Service Sualty In sl chely cRes?

L "Yes ®No

I s, NHD pevmmsiom (o Four Sy wAT he procesoed dyougly Me NIHR Coomdivared Syt for gainng NHE Permission
(MEHR T2

Bo. Do you wich fo make an appl leabion for the sfudy fo bs ooneldersd Tor MIHR Clnloal Recsarch Metwork (CRM) suppsort
ared Incdusion in fhe HIHR Clinlosl Ascsarch Mabwork (CRM) Porifollo 7 Plascs ces Information button for furthesr dedalls.

L_"Yes [#:Mo

W s, NHE permission for Four shudy will be proc=ssed shrowg Me NIHR Conmiiaied Sysiem for gaising NHE Permission
(HIHF CEF) and' o mush complefe 8 MIHR Chnical Research Mefwork (SRMN] PorifoNo Appidcation Form immediaiely after

Compisting s project Miier and hefome Compising and SERMATIG otter Bopiicaions.

& Do wou plan bo Inoduds any partiolpands who are ohilldres?

== Yes | _cHMo

T. Do you plan 3t any ciage of the project to undertaks inbnmlvs recaarch Involving adulfc Iscking capaolty fo coneend
for thamestmee?

L "Yes ®No

Anmwer Yes I Fou pian bo pecrol! Tving panicinants aped 70 oF over who Aok CIpAT, oF o retain them i me siedy folowing
ioss of capaniy. mireshe m=search means any esearnh Wi the Ting eqoiting oonsent i e, TS inciudes use of
ig=niiffable fizsus samples or persons’ inormedion, encen! whens sopiicalion Is belng mads o Me MGE Eives and
Confidendinlly Commites o sef anoe the common e didy of confioents®y in England and Hakss. Fiease congt the
guidanos modes for further informadios on fe degal fameworks for eesarch devobdng aouls Acking capacity b dhe L

£ Do wou plan t0 Insluds any parSclpanic who ans prisomsm or young offendens In the casctody of HM Pricon Servies or
who ars otfndars supervisad by tha probation esrvica In England or Walss 7
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_eYes Mo

B_Ig She sbudy or amy part of H balng undesaken s an edusafional projest?

Lk A, ]

Flease describe briefy e Insolvement of the studenbis

Eludent s = principal Inv=stgator {irain== cinical psychaologist) e
project s part of the docomie im cinicsl

psychology.

Ba | e projecd belng undertaken n part fulBlment of a PRD or olfer docdorabe?

aYEs LMD

1. W this ressarch be Snanolaly supporied by She Unfed Salss Daparimend of Health and Human Servioss or any of
Bs dvickons, agenolss of programs?

LAYeEs S

11. Wil ideriiable paflend data b apoecced oulside the care isam wEhout prior concant & any chage of the projecd
[Inohsding Identfoation of potential parbolpandsr?

LAYeEs S
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le thes cHe hoefing thic recearch & HHE cie or 3 non-HHE cibe? NHE ses include Health and Socis’ Cane arganisafions o

Fiorthem freland. The siies hostieg e reseanch ane the sties by whilch o throuph wivioh ressavclhy procscores s conducfed
For NHE ke, fhis inclodes stes whers NHE sia¥ ane parmicipan's.

2 NHE she
. Hon-MHS sk

refevanl fothis anpidoation.

Do SRe-Specifc Information Fonm shooid he complefed S =ach res=aecl e and sohmited fothe relevast RED oifice
with dhe docavmenis in dhe checkilsh, Sev guidances mofes.

The cafa i Mis hox [s popaiaisd fhom Fat A

THe of reseanch:
Explioraiion of how children and young peopls s=f-consine following a Taumaiic experi=nce

Ehort §He: Explorabion of how children s=f-consirus follosing a trasma

THe Foremameiinibals Sumame

‘Chicf lmvestigator: Mis Ay o'sa

Name of NHS Research Ehics Committes {0 which aoplication for sthical review s Deing mades

Froject reflerence mumber from abose REC: 1IWNTEZ0

1-1. Gilvw tha nams of $he MEEE onganication responsible Tor Shis recsarch sz

13, In wihilch ooundry |6 the racsaroh cEs looated 7

&) England|

L \Wales

. Soodand

. Norierm irsiand

1-4. Ie the recaarch clis & GF practiss or olher Primary Cars Organicaflon?

_AYes #No

2 Whao s fhe Prinoipal Invesstigabor or Looal Collaborator for this ressanh at thic cBs?
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Select e appropiste 32 @ Prncipal Invsstigator
_’Liocal Collahormine

Tih= ForenamefinEals Surnmame
Idlss Amy o'Sa

Paosk Tralme= Clinical Psychodogist

BEC Hans Peychokogy
Currently complefing DCInPsych

crganisaton

Work Address C34 Fumess Colleps

Quaifications

Lancasisr Linkersity
PosiCode
e [ G
Work Tiedephome
Mazae [
Fox

) Apprormately Row much Sme will Sis persan allocate io conducking Sils reseanch? Please prowiie Fou fesmnsnss
in ferms of Pehole T Eouivaisnts: (W TEL
02

b} Does Hhis person hold a oerrent subsianttee empioyment confract, Honorary Cinkcal wiYeg MO
Confract or Honorary Researh Contact with e KHS organissfon or acoepled by the NHS
organl saiion

A ooger of w Cpyrend SV for e Poncisal Inveslipaior jmacmum 2 pages of Ad] must be spbmifed with d's e

2 Plsacs giva detalle of all lscalione, dapartmenis, groups or unlte a5t whioh or through weilch resaarch proosdurss will
b comducded ak this cHe and desorioes the activEy that will {aks plecs.

Fizace Po Sl loceions/osoesrimenis sic mhare reosmh procssunes wil be concroiesd sithin the NHE organisation,
gesriting i involvemen in @ few wond's. Binens aooess 0o spaciic Saciifes will be reguibed dvese showd also be dsfed fior

=ach locabion.
Name tve maky incafondcepanment B Give oefals ofany researcy procsdones o be cemisd ool off s, for ezampis in
particioans' homes.

Loaation BgtvEvTaolitec

1 Recndimesnt {e.0. diss=minaiing nformation packs bo childreniyoung
people and parsnis by e cinkclan will ks place In s setings.
Addiionaly all Im=niews will be conduck=d In rooms In or

that e wsed by the tesm when e
childrems"young peopes

E Flrace ghve datallc of all othar memissrs of the recsarcd Seam at fhic cibs.

B Doas the Principal InvesEgabar or amy ofher mambar of the ofs recaarch Bsam hawe any direct pareonal Involvemsnd
oy, Tnanclal, shars-holding, perconal relabonchip =6 Inte organkation cpons oring o funding the recssros Shat may
ghve riss io & possible conflicf of rdenect?

_eYes 1#No
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T_‘What le fhe propocesd kosal ctart and and dafts for the recearoh of thic a7

Siart dal= AMTER013
End diake: AMTT2014
Durabion (kionths]: A

£-1. Give detalls of all non-slinioal Infervendlonis) or prosedursie] that will be recsived by particlpants == part of the
rassarch probosol. (These include ssesidng Consend, infenvews, non-cinical obsenvadions and Uues of quesionnaies. )

Columns -4 have been complisies with formation fom 410 as beioac
1. Tofal sowmber of ierventionsiomeedues fo be eosfived By sach pardoipant as pa of the msparch rodoonl

I, I this inf=nsenidon would fave been mwtinely piven o parficisants os pant of ek care, how many of Me iodai
wookd hawe been outine T

3 Average Mime laken perinienvenion (minufes, hows or deys)
4, Defals of who Wil Congun Me procedus, sndl ke £ el ke alacs

Pizase complets Colamn & iy defals of e asmes off indWoua's or nevmes o SEET proues wend wil oovaluc the
oeregure BN S

Intersenlion of procedure 1 2 3 4 =1
Froviding particpang 1 5 Childreniyoung people and e pansnis wll be Clricians who
Informafion packs io mirs  prosided wih iInformafion packs aboef the sfudy by work In ideniified
potentisl parfdpants ffheir lead climician who Is working wih Bem in e Child Psschology
sErvioE satting. Barsioes
Chlldsoung person 1 25 Childrenfyoung people wil b= piven Infermation about
pe=ading The parficpant mirs e shudy D resd In e oen e
Information shest and
expression of Imemesd
fiormess.
For the chilldyoung 1 20 H'a Trauma Sympicms. Checklst GussSonnaine Ras
persan o complete 3 mires  mot previosshy besn completed e child'young person
Trauma Spmpiormes wlll b= asked to complete this with e supporf of thelr
Checkiist CussHonnalne et
Fament reading the 1 25 [Parents will be gheen information about She shady 0
pardcipant mformabon mirs  read inthelr osn Gme.
shest and =apression of
Ini=ress fom
The parent wil be ssksd 1 i The pear=nt and chlidoung person will opt into the
o oopt Imio the shudy an mirs shidy by completing and returning e sxpe=ssion of
behal of bhe child Interest sheet (E12) and H necessary e Traoma
Eympioms Checklist Casstonmalre In & stamped
addr=gsad prvelons. O recelpd of the form Bhe
res=archer wil Tem contact pariicipants dinecly.
Cons=ri will b= sought 1 15 The childiyoeng persan and panent wil b= asked o
from the childfyoung mins  separakely ghe her informed consent by oomplieting
person and parent sepambe conssnt fonmes. Only with Do consent w1l
e Infersi=w Eake= place.
O b oone Imleralew with 1 420 The ink=rdey wil b= conduct=d in & ocation familiar i
the childfoung persan mirs = Childfyoung persom (= gL olinic rooms: ussd by
witich will be audio CAMHEChE psychology), Each inferdesy will be sudis
pecondedd recondesd which will Ben aler be rsoibed by the
ressmTher

B-2.Wll any acpecds of ihe recearoh &t fhis slts ba sondushsd In & deferent way bo that desorioed In Part & ortha
ool

& 124301564 1410044 1/19 T 323 2T 2958



ETHICS SECTION 4-46

MHZ 331 IRASZ Version 3.5

L AYes  EERD
iF''¥ies, please nofe any refevant changes fo e inbrmation in me above dabie.

Are thers sy Changes obher han thoos noded o fe fable?

1. How masny resaarch partolpanicicsmpiss. e & sxpaoied will be rronuSsdobtained from this sRe?

A fofal of 12 parddpants are hoped o b racnali=d across the teo identfed cinical sies within Lancashine Cars NHES
Foundstion Truest. Sddibonal reorultment within East Lancashire Hospial Trust may also be sought io reach maximum
recrultment for this study.

11. 3ye datalle of how pobsniial participanis wil be Ideriifed losally and who will ba making tha At approsch o them
to take part In the sfudy.

Fol=ntsl particpanis wil b deri®ed and first spprosched by a cinician working Inthe s=reice. The dinician’s all b=
aoply e Inclusionfsxcusion critera for the shudy (an Informaiion sheet will be prosidsd bo support Sisfo def=rmine
‘who ey should infonm about The study. As part of ihis process dinician™s Wil slso have o check e child'young
perzom has complet=d & Trauma Symploms Checkist Seestionnake s part of thelr care. If 5o ey il see B e
childyound person has sconed in ine with the inchesion orfisrts sand srite e soore on e sgpression of inferest fom
wihin e Information pack. Sthenwize: the dicican will b= asked fo proside & blank guesionmaire when Sy provide
the childiyoung person and parsnt with e shudy information pack.

412 Who will be responelbls for chéaining Informed consent at thic cBs? What sxperics and training do thess pereone
hawe In abrtaining conesnt for recsaoh purpoces?

Mame Expertsefraining

The= chiet The chi=f Invesiigaior wil be cbtaining Informed conss=nd at the bsginning of the Int=ndew. Paficipants,

Investigator  and thelr parents: will be able to ask questions about e study and hayve Tem answer=d af varous
pendnts dering recrultment and betore informed corsent 5 mken. For example the infonmaSion shests
walll proslide contack detalls for Bhe chief investigalor. Addftbonally wihen the parsnt ls confaciesd o amange
& Infemview and then kber at the inkEndew Gme for quesions wil b= offered,

16-1. Iz thars an Independant conkaot podnd whens pobanilal parilipanic oan ceak gensral sdvios sbout taking part In
resaarch®

The participant informabion shest will provide deisils of indlsiduals who they can contact outside of the sendce. [For

Example supenising acsdermic supsnvisars will b provides so that pofental parficipants can ralse concerms ar ask
questons about the res=sch

16-2. Ie thars & contsot point whars poisntal participants oan eesk further detalle abowt thie spsclfc recsarch projeots

Pofential participants will be able o contact the chisT Investgalor at any point during recneitment o ssek furiher detalls
ahoal the res=arch project. i ens ar= any concems alsed, e chilef ivesigstor will remind e pot=niial paficpant of
the contact detalis of Bsir senior scademic superdsors who can respond io thess concems: B necessany.

18, Ara thers any ohanges fthal ehould be mads to the generio confent of the Infcemation chast io refisot ce-cpsolic
lesust In the conduot of the cludy? A subsfaniisd amendmen! may nesd lo be disoussed Wi the Shiel Investigaior and
submites io Me man FEC.

The res=arch probocol will mof difier In any way.

Flese prowids @ Copy 00 headed paper of e panicipas informadion siveel and consenf foom thed wl e used boaly
Uniess indicaled above, ihis mucth be the came genent wersion sebmitied iofapomyved by the main REC for i sugly mdhie
inciuding rei=vant loca Iniormaion sboul Me site, invesiigaior and confac’ poinls for pamiciness (e guidence podes).
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7. What looal armrangemants: havs bean made Tor partiolpants who might not adequatsty understand veriasl
sxplanatione or written information ghven in Englich, or who have spselal communleation nesde? /=2 franwation, use of
infemrafers afc)

D= o fhe theonetical enderpinnings of the res=srch, and e Inlendew process. Folenbal parbcipents nesd o be able

‘o speak English fu=nty. Tharefone there 5 no nsss for anmangements o support non-English spesking ar spedal
Communicadon needs.

128_What looal arrangemants will ba made fo Inform tha P or ciher heatth oars profecolonsic recponcinls for the oan
af the participanis7

The infionmafion gained throughout B study will be kept confidential and Serefore resporsible professionals will not
b= informed. The only =ecepbon i his being T a safeguanding or risk [ssue ks denbdfied. this ks the case, the name
Cinician prosided by e parent an e expression of inkerest shest will be made asane of T concem by e chiel
rramstigator.

18_What arrangaments [s.g. tscliise, ctafing, peyohocscalal sppord, smargenoy proosdures) will ba In place ot He
gite, wihers approprats, o minimies the rieks to partiolpants and eisfT and deasl wih the concsquenoss. of any harrm?

Wz safeguarding or sk Esues are idenifled S namesd clinkclan for $he childfyoung person will be contacted by the
chief Investgator io shane the concem. The chidiyoung person and pareni]s | wil also be made yesre of iz concem
ared il be Encowraged o speak o e clinkclan.

0. What ars the arrangements for the suparvision of fhe conduot of the recearch af thic sie? Fleass gve fe name and
confan gelavs of any superdsor nof aneacl isfed iy Me sonicalion.

The chilef willl Be= pffered superidsion and support from both thelr scademic superdsor and Shelr feid
sapeEndsar, (i works fior She rustl.

#1_What sdernal Tunding Wil ba provided for the ressarcs at Bk sHe?
[ Funcded by commercisl sporsar

| Ciier fnding

& pg mtemal farclng

Horw el Bz covsls of She resesch be oovered T
The resssrch |5 part of @ dociorl thesls for a DCAnPaych programme.

3. Authorieabicns required prior o RED approval

The local research f=am are responsible for contacing e local NHE RAD office about the res=arch project. Whers the:
ressarch project s proposed o be coondingi=d centrally and therefore e s no local reseanch feam, s the
responsibiity of the cepiral res=srch team io Insgais fhis comsct with local RED.

HHE RAD offices can offer adwvios and support on e sei-up of & research project af thelr arganisaton, including
rformation on local amangements for support serdces reieyvant i the project. Thess support sersices may Inchade dinicsl
superdsors, Ine manspers, senio= managers, seppon deparment mansgers, phameacy, dala protecion officers or
TRance managers depending on e nature of the esearch,

Cotaining the necessary sepport senice suthorisaiions I not a pre-reguishe o submission of an applcafon Tor KHS
res=srch penmizsion, but all appropriale authorisatons must = In place before NHS research permission will be granted.
Processes for oblaining suhorssiions will be subject io local amangesments, but e minimum expeciafion is that the local
RED ofce has been oniached o nod@fy [t of e propossd reseanch project and o disoess the projects needs prior o
submizsion of the appllcaSon for NHS res=arch permizsion via IRAS,

Faliure to =ngage with local HNHS RED ofices prior io submission may lead fo unnecessany defays. in e process of this
apnication for MHE ress=arch permissions.
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with:

Dzl arakion:
[ | ponfirm fhat the relevant HHE2 organication RED offics hac besn contaoted to dicouss the nesde of the projeot

Fisaes glve the name and comtact detalic for the HHE RED offios ctalf membar you Fave discuseed thic apploation

Flease nof= dhaf far some sit=s e MHE FED ofice condact may nof be physically based af Me si=, Ao cnndect detals e
fo Ehee puriciavre for BWS guesiion.

Work E-mall
Work Telsphone

Thie Forename'inEals Swomame

1

Z

=N

11.

1z

13

Dealarabion by Frinoipal Investigator or Local Colaborator

The information in His fom s accurale o e best of my knowledpe and | ke full responsibiity for /.

| undertake 0 abide Dy the oical principies undempinning the: Worid Medical Assoclation’s Decambon of Helsinkl
and rdevant good prachice guidelines inthe conduct of res=aroh.

if e res=arch s appeosed by the main FEC and NHE onganisation, | underiake fo adhere fo e stedy proloool, e
flerms of the application of which The maln REC has given a favourable opinkon and the condtions: requesied by e
MNHE crpanisation, and o infonm S NHS onganisation within ocal Gmelnes of any subssguent amendments o
= protoool.

If e research s appeoved, | undieriake o ablde by e principles of the Reseanch Gosemance Framesok for
Heaith and Sodal Cars.

| i gasane af my responsibiity b be up o dale and oomply with e reguiremenis of e s and relesant
iguideines rdating o the conduct of resesmhe

| umiiertaks o dlscioss sy confiicts of inkerest thst may afse during the courss of this resesrch, and ke

responsibiity for srsuring Tl all siafT kvoleed Inthe res=arch ane asvare of Belr respors bilEes o discios=
corficks. of Interest

| umszersiand and agres that shudy Sles, documsnts, resesrh recons and debs mey e subject o Insgection by Se
NHE crpanization, the sponsor oF an iefependent body for monforing., audh and Inspeciion purposes.

| take responsibliity Tor enswing st i Involved In the res=sech at this sfes hold sppropriale omtracis far the
Juraiian of e research, are inmiliar with e Resesch Gosemancs Famewort, the NHE orpanissfion’s Cata
Profection Pollcy and all cther redevant polides and guidelines, and are: approprisiely rained and sxperienosd

| undieriske io complete any progress and'or Tnal reporis as requested by e NHS organisaiion and underskand
st confinuation of permilssion by coniduct ressarch witin the HHE orpanisa@ion ks depesndent on sabsfacion
complefion of such reports.

| undiertaks 0 malntain & profect fl= for s research in accomdance with e KHS eganissiion’s pollcy.

| ik responsbilly for ersuring Tt sl sefous adiverse events e handled w8sin Tz NHE onganisaton's policy

| umadierstand Tt Infomation reiating to this res=arch, Including the contact detalls on Gl application, wil e keid
oy the RED oce and may be h=id on naficnal research informabon systems, and Fal tils will be mansged
scconding 1o e principles esfablished In e Dab Protecion Aot 9558,

| umadierstand St e indormation contalness In this appllcabon, any supporting dooumentabon and all

com=spandsnce with the RAD office andior the REC sysism neiating to the spplication wil b= sublect o e

9 124301 /45641 254411197323 2T 2958
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povisions of the Fresdom of Information S&cis and may be disciosed In resporse o requests masde under the Scls
=prept where sixluiory evemplions apply.

Sigrahure of Principal rreesfigaior
orlocal Collsborstor: ™ ===0 [N

Frint Hame: My O'5a
Dembe: 14/05/2013
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Research Protocol

Title: Exploration of how children and young people self-construe following a traumatic experience

Name of applicant/researcher: Amy D’Sa

Position: Trainee Clinical Psychologist at Lancaster University
E-mail: a.dsa@lancaster.ac.uk

Telephone: 07870895230

Address: Division of Health Research, C16 Furness College,

Lancaster University, Lancaster, Lancashire, LA1 4YF, UK
Project supervisor(s), if different from applicant:
Name: Dr Pete Greasley (Teaching Fellow/ Thesis Supervisor)

Dr Pete Greasley, C12 Furness College, Lancaster University, DClinPsy programme
E-mail: greaslep@exchange.lancs.ac.uk

Name: Dr Joanne Robinson (Field Supervisor)

Dr Joanne Robinson, Senior Clinical Psychologist, Child Psychology and ELCAS (East Lancashire
Child and Adolescent Service), Lancashire Care Foundation Trust and East Lancashire Hospital Trust
Foundation Trust

E-mail: Joanne.Robinson@elht.nhs.uk

Introduction

The way a child thinks about themselves (self-construes) has a wide reaching impact on their mental
health throughout their life, and their ability to form and maintain relationships (Evans, 1994).
Therefore the way a child thinks about themselves is considered important in informing a their social
and emotional growth (Kagen, Moore, & Bredekamp, 1995; Shavelson, Hubner and Stanton,
1976).The more positive a child or young person’s self-concept is (e.g., | am a ‘good’ person), the
better able they are to manage difficult circumstances that might arise (Elmer, 2001, Showers, 1992).
Research on self-concept and overall well-being remains minimal (Marsh, Ellis & Craven, 2002) and
focused on the developmental differences that influences how a child’s or young person thinks about
themselves (Evans, Brody & Noam, 2001).

Given the important role self-concept plays in a child’s development, it is imperative to consider how
this might be influenced, particularly for children and young people who have experienced some
adverse or traumatic experience, and therefore are likely to access mental health services in line with
national guidance (NICE, 2005). One definition of trauma states the individual will have had a ' unique
experience of an event or enduring conditions in which the individual’s ability to integrate his/her
emotional experience is overwhelmed and the individual experiences (either objectively or
subjectively) a threat to his/her life, overall integrity or that of a caregiver or family member (Saakvitne
et al. 2000).

Traumatic experience, whether bullying or more extreme forms of abuse, have a meaningful impact
on a child or young person. Finkelhor & Browne (198, p.531) argued trauma impacts a child’s
“cognitive and emotional orientation to the world, and create trauma by distorting children's self-
concept, world view, and affective capacities." Therefore, research is needed to consider the specific
and important ways a traumatic event might impact on how a child or young person thinks about
themselves (e.g., develop their self-concepts). This could provide vital information which could inform
clinical practice, such as interventions supporting children and young people developing more positive
self-concepts.

Adult models that attempt to conceptualise the impact of trauma (e.g. Sewell, 1996) argue that trauma
leads adults to have disconnected ways of thinking about themselves which are considered to be
negative and invalidating (Sermpezi & Winter, 2009). Where thoughts about self-relating to traumatic
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experience (e.g. trauma specific self-constructs) are kept separate to other parts of self (non-trauma
specific self-constructs). Additionally the quality of trauma related self-constructs (ways of thinking
about oneself) are seen to be less rich and lack quality. In contrast to this argument, recent and
opposing research suggests adults respond to trauma by thinking about themselves in ways that are
directly and more globally influenced by the traumatic experience. This in turn is seen to negatively
impact on the individuals emotional wellbeing and how they interaction with others and the world. For
example the ways of thinking about themselves (e.g. | am worthless) will negatively influence the
adult’s emotional well-being (e.g. low mood) and relationships (e.g. isolate self).

Although research considering adult trauma models is evolving, a comparison of adult and child
trauma responses have yet to me made, also more importantly, child specific trauma models are
underdeveloped. By researching how a child or young person thinks about themselves following a
trauma, this could help to articulate the impact trauma has which would be valuable in informing
understanding and potentially highlighting the specific experiences and needs children and young
people have that may differ meaningfully from adults. Therefore, in response to this, this study is
interested in exploring how children and young people make sense of themselves (self-construe)
following a difficult or traumatic experience.

This research will be informed by Personal Construct Theory (PCT) which suggests that the way a
person thinks about themselves (self-construes) is complex and multi-dimensional (Harter, 1999).
Similarly, Robinson (2012) defined a self-construct as “a means of whereby a child verbally makes
discriminations about the world and in relation to self and others”. PCT methodology will also be used
during the interview as it has been developed specifically to identify an individual’'s self-constructs.
PCT methodology has been seen to be especially useful when working with children (Hayhow,
Lansdown, Maddick & Ravenette, 1988), partly because it considers the process of self-construing as
ever changing, which fits with child development (Bell & Bell, 2008) and because its methods are
creative and therefore appropriate and accessible for children.

Method:

Participants
Potential participants will be identified by applying the following inclusion and exclusion criteria. This

will be done initially by clinicians who are working in the service (as requested in a covering letter to
clinician’s, see Appendix 1. ) in accordance with the guidance set out in their clinician information
sheets (CIS, see Appendix 2.).

Inclusion criteria
e The child/young person must be between the ages of 8-16
e The child must have attended 3 clinical appointments with the service which suggest
engagement with the service and support networks
¢ An identified clinician must be named on the consent form; this relates to ways of responding
to safeguarding or risk issues in the chance these were to be raised.
e Both the parent and child/young person must give their informed consent (signed consent
forms)
e The child/young person must have completed a Trauma Symptoms Checklist and scored
below a cut-off point of
e The child/young person is identified by a clinician as being appropriate to take part.
Exclusion Criteria
e Children/young people who do not speak English will be excluded from the study
e Children/young people are not in a ‘stable’ environment (e.g. cared for children, not attending
mainstream school, active safeguarding issues) will be excluded from the study
e Children/young people scoring highly on the Trauma Symptoms Checklist will be excluded
from the study
e The child/young person is identified by a clinician as not being appropriate to take part.

Design

This study will employ a qualitative design by conducting developmentally appropriate semi-structured
interviews with children and young people aged 8-16 years of age. Using a qualitative methodology
will allow for a rich exploration of how a child or young person thinks about themselves, allowing their
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language to inform the studies themes and giving them a voice to inform understanding about the
impact traumatic experiences has on them.

Materials

A Trauma Symptom Checklist for Children — Alternate (TSCC-A, Briere, 1996) is a validated self-
report measure that measures trauma-related symptoms and can be administered to children
between 8-16 years of age. A TSCC-A (see Appendix 7.) will be used as inclusion criteria as a way of
determining if the child/young person has experienced a traumatic event and as a way of managing
concern that a child/young person might get distressed during taking part. Only children/young people
who score under an identified cut of point will be provided with the information pack.

An example Interview Schedule (see Appendix 10.) has been developed to outline of how the
interview will be conducted and to show the types of questions and prompts that will be used to
explore the child/young person’s self-concepts through elaborating on their picture (which within
Personal Construct Theory is called a self-characterisation). This may be adapted at a later date.

Procedure

To support recruitment the researcher will plan to attend different professional forums to promote the
research and raise clinician awareness of how they can inform appropriate children, young people
and their parent(s) about the research. This may include attending team meetings, Trauma SPIG and
a Post-trauma clinic.

Recruiting Participants:

The clinician working with the child/ young person will be asked to initially identify those they feel are
appropriate to take part (e.g. appear to meet inclusion criteria). As part of this process (See diagram,
Appendix 15) the clinicians will be asked to check if a Trauma Symptoms Checklist (TSCC-A) has
been completed as routine within the service. If the TSCC-A has been carried out and the child/young
person is under the cut off high score (part of inclusion criteria), the clinician will provide a copy of
information pack to the child/young person and parent(s) which informs them to complete the
Expression of Interest Form (EIS) if they wish to take part. However if a TSCC-A has not been
completed then a blank copy will be included in the information pack about the study.

The information pack provided to the child/young person and parent(s) will include:
e Covering letter to parent (see Appendix 3.)
e Participant information sheets (PIS two versions)
o0 A child/young person information sheet (see appendix 4):
0 A parent information sheet (see appendix 5.)
o Expression of Interest Form (EIS, see Appendix 6.), for the parent to provide details so they
can be contacted to take part.
e Trauma Symptoms Checklist (TSCC-A, see Appendix 7.) either blank if not completed or the
clinician will have written the t-score on the EIF before giving the pack to the family.

Both versions of the PIS will articulate clearly that the study is interested in ‘how the child or young
person thinks about themselves following a scary experience’. However it will be explicit that the
interviewer is not going to ask about the scary experience at any point during the process of the
child/young person taking part.

Once the chief investigator has received a completed EIS and TSCC-A score (e.g. completed form or
t-score on the EIS) that meet with the study’s inclusion and exclusion criteria, they will contact the
potential participant’s parent. In the case that a TSC has been completed for the first time and the
child/young person scores is above the cut off high score the family will be contacted and informed
that the child/young person will not be able to take part in an appropriate and sensitive way. If the
child/young person is being asked to take part, this phone contact will offer an opportunity for the
parent and child/young person to ask any questions or concerns they have about the study. An
interview time will then be arranged with consent from both the parent and child/young person.

Formal consent will be recorded on separate consent forms before the interview takes place
(Child/young person consent form and Parental consent form). Confidentiality will be explicitly stated
in the PIS’s so that the child/young person and parent are not concerned that information shared in
the interview will be disclosed to professionals or family members unless risk is identified.
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During the 45-60 minute interview the child/young person will be asked to creatively engage in a
process of exploring the way they think about themselves (self-construe) in a safe and age
appropriate manner. For example, Robinson (2012) argued for mixed methods to meet the needs of
child/young person taking part in research. Also by using PCT informed questioning, this will allow for
the child/young person to be supported in gaining a full understanding of how they think about
themselves (express their self-constructs, Bell & Bell, 2008).

The child/young person will then be asked to complete a drawing as a form of a pictorial self-
characterisation (drawing e.g. ‘think about yourself and draw a picture’, see example Interview
Schedule). Ravenette (2003), an educational psychologist, developed this method of appropriately
eliciting self-concepts with children. According to the PCT approach what or how the child chooses to
draw is irrelevant, it provides a context for understanding and exploring the child’s world including
themselves through discussion that follows (Bell & Bell, 2008). For example, the theory underpinning
this approach would argue that the way a child thinks about themselves (e.g. | am a ‘good’ person),
will reflect how they see others (e.g. others are ‘good’), and the world (e.g. the world is a ‘good’
place).

The semi-structured interview following the drawing will allow the researcher to support the child in
safely exploring what the child symbolically produces. To illustrate this, Bell and Bell (2008) described
their analysis of Tim’s drawing which included a giraffe and koala. Their PCT informed questions
included; what would be good about being a giraffe? How are the koala and the giraffe different? Do
you think you are more like a giraffe or a koala? Through this exploration they were able to explore
how Tim thought about himself, his world and others. Using this creative method of drawing might feel
safer for a child/young person as a process they are familiar with (e.g. school) and might also feel
more comfortable than solely using conversation (Marsh et al, 2002; Ravenette, 1997). To complete
the interview process the child/young person will be supported debriefed to make sure that they are
ok to end the interview and are not distressed. A fun exercise may be used with younger children to
facilitate the debriefing process.

The interviews will be audio recorded to allow the researcher to be able to full attend to the
child’s/young person’s needs and the material generated during the interview process. All the data
from the interviews, including the drawing, will be fully anonymised; also recordings will be encrypted
and stored safely on a password protected computer. Only the researcher will be responsible for
transcribing the interviews.

If recruitment is problematic or consent is declined at any time, recruitment will continue. Reminders
to take part in the study will not be sent directly to the families as recruitment is occurring within a
therapeutic contact with a clinician and this could make taking part feel more pressured. Instead
clinician’s will be sent reminders to encourage them to consider who they feel might be suitable to
take part. Also asking them to use their discretion with the families they have already approached if it
is felt to be appropriate and not detrimental for them to remind families of the study.

Proposed analysis

The data will undergo a Thematic Analysis which will allow for a flexible approach to analysis that will
provide rich accounts of the child/young person’s experience. It will allow for patterns of themes to be
identified, analysed and reported. This will be informed by guidance offered by Braun and Clarke
(2006). This will include a process of becoming familiar with the data through transcribing the
interview verbatim, reading and re-reading the data and noting down initial thoughts on the transcript.
Then slowly codes will be introduced and linked to the raw data, this process will highlight aspects of
interest from each transcript. Codes will then be collated across transcripts to identify potential
themes. Evidence to support the emerging themes will be gathered, these will aim to define aspects
of the interview that represent something of perceived importance to the research question. A process
of checking and reviewing themes within individual transcripts and across all transcripts will take
place. This will be followed by a continued process of naming and renaming themes to create a clear,
comprehensive and representative name for each. Sub themes will be created to demonstrate the
diversity and complexity within themes. Themes developed will then be checked by both research and
field supervisors to ensure that they represented the data collected.
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Practical issues:

Data will be stored electronically on a password protected computer and adhere to Data Protection
Act and Caldicotts Principles. It has been checked with the local Research and Development team
that this will also meet their requirements. All information provided is confidential and will be held by
the interviewer/main researcher. The audio record of the interview will be destroyed after being
transcribed by the interviewer. All data will be automatically anonymised and saved securely on a
password protected computer.

The chief investigator will have to book rooms in the relevant clinician sites as and when interviews
can be arranged.

Ethical concerns

Due to the nature of the study, and that it is recruiting children and young people who have
experienced some type of traumatic event (e.g. bullying), this might concern the children/young
people who are being asked to take part, as well as their parent(s) or clinicians. Therefore several
measures have been taken to address these concerns while being transparent about why the
child/young person has been asked to take part.

Firstly, in all interactions with individuals who are being asked to contribute to this study, including all
information provided, it will be explicit that the interviewer is not going to explicitly discuss or promote
the child/young person discussing their traumatic experiences, nor is the research a form or
alternative to a therapeutic intervention. For example, the child or young person will not be asked to
make sense of or disclose details of their traumatic experience or identify how they subsequently
cope. Although this will be stated at various points in setting up the project, recruitment and the
interview process, potential participants and their parent(s) will also be encouraged and offered time
to ask and have answered any questions before giving or continuing to give their consent.

Through applying the inclusion and exclusion criteria for this study, it is hoped that this will reduce the
possibility of children/young people finding the process to upsetting. For example by only recruiting
children/young people who have attended three appointments suggests that engagement has been
established with the clinician in the service, and that the child/young person has a support network
available to them. Similarly, by excluding children/young people who are cared for, not attending
mainstream school, or have active safeguarding issues raised, it is hoped that children/young people
who are in less ‘stable’ environments and therefore are potentially more vulnerable to distress are not
asked to take part. Lastly, by having the child or young person complete a Trauma Symptoms
Checklist Questionnaire before taking part in the interview, those scoring highly will not be included.
Therefore those who may still be more affected by the trauma (e.g. score highly), or where the trauma
maybe less processed, will not be asked to take part.

Importantly, the boundaries of the interview will be articulated at the beginning of the interview to
allow children/young people to be reminded firstly, that they will not be asked to talk about the ‘scary’
thing that happened, and secondly, that the interview is different to the types of conversations they
have with their clinician. To promote the child or young person feeling able to actively engage or
disengage during the process, they will be encouraged to ask to have a break or stop the interview at
any point if they feel they want to. The child or young person will also be aware that their parents will
be available outside of the interview room.

Although the reason for recruiting the child or young person is potentially emotive, it is not anticipated
that interview will cause distress to participants. In the case that a child/young person does become
distressed or that they talk about their difficult emotions, the interviewer will manage this in a sensitive
way. Firstly, this will be done by acknowledging the child/young person’s distress while bringing the
interview to a close. The child/young person will then be asked if they wish to continue or if they want
to withdraw their participation. The emotive material raised by the child/ young person will lead the
interviewer to emphasis their researcher’s role while encouraged the child/young person to discuss
their distress with their clinician and or parent. With the child or young person’s permission their
parent and or clinician will be informed in general and nonspecific terms that they had got upset
during the interview process so that this may be followed up.
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The Participant Information Sheets (PIS) provided by in the information pack will make potential
participants aware that only the researcher/chief investigator will be involved in the interview and the
following research process. Additionally, the Expression of Interest Form (EIF) will ask for the EIF to
be returned to the investigator before arranging an interview can take place. Although a named
clinician will be identified for the purposed of responding to any safeguarding issues in the chance this
may occur, confidentiality will be explained in all versions of the participant information and signed
consent forms. Confidentiality will be explained to apply to all information generated in the interview
unless risk is identified. The information sheets will also outline the processes that will take place if the
researcher is required to break confidentiality.

As recruitment will involve a clinician providing information packs to the family, and given interviews
will take place in the clinical sites that the child/young person receives their input from (e.g. CAMHS
and child psychology services) this may lead families to be concerned about the impact participation
may or may not have on the care they receive. In order to manage this difficulty, the PIS will clearly
state that participation is voluntary and that this will have no impact on care received. This will be
reiterated on the consent form and in person at the interview. Additionally the participants will be
made aware that the researcher is not an employee of the CAMHS or child psychology services.

All data and information collected throughout this project will be fully anonymised, remain confidential
and be kept safely and securely on password protected computers as encrypted files. No one from
the clinical sites will have access to any of this information, for example only the researcher and
academic supervisor will have access to the transcripts. All children/young people who take part will
be encouraged to choose their own pseudonym to be used when writing up the research.

The potential sample pool is across 2 clinical sites and 6 teams. Trauma presentations are being
specifically considered in a current Trauma Audit of referrals across services. Anecdotally, one team
has approximately 10 referrals a week, where 4 of the 10 are expected to involve a trauma
experience. Although it is hoped that 12 participants will give their consent to take part, it is possible
that the young persons, their parents and clinicians will decide not to take part. Nevertheless it is felt
that a smaller participant pool would still offer valuable data and insight that could suggest how
children or young people self-concepts are informed by difficult and traumatic experiences.

Additionally the researcher has been informed by guidance that considers interviewing children and
young people. This allowed the researcher to thinking around the ethical issues that might be raised
and how these might be managed. This included considering; ten topics for considerations in ethical
research with children as defined by Alderson (1995), Alderson & Morrow (2004), the practical
guidance on consulting and conducting research and working in participative ways with children and
young people experiencing domestic abuse (Scottish Government Social Research, 2009), A guide to
actively involving young people in research (Kirby, 2004), Developing ethical guidelines for
safeguarding children during research (Furey et al, 2010), MRS Guidelines for Research with Children
and Young People (MRS, 2012).

Timescale:
Following ethical approval the following proposed timescales will be followed:
April-June 2013:
[ Finalise and gain ethical approval and R& D approval/Amendments if necessary
June-October 2013:
\ Data collection/pilot study if necessary
\ Develop strategy for coding data
October-December 2013:
[ Transcription and analysis.
March 2014:
[ Hand in complete draft of research paper by end of March
April 2014:
\ Making revisions
\ Submit thesis for soft binding by end of April
May 2014: Final submission.
June 2014: Viva
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Appendix 4-A: Covering letter to clinician’s Version 1.0 13.04.13
DIVISION OF HEALTH RESEARCH
Address:
Date:

Dear Colleague/Mental Health Professional,

My name is Amy D’Sa and | am a Trainee Clinical Psychologist who is studying for my Doctorate in
Clinical Psychology at Lancaster University. As part of this | am undertaking a research project
looking at how children and young people self-construe (think about themselves) following a
traumatic experience. The purpose of the study is to provide insight and understanding into the
effects of a traumatic experience on children and young people (8-16 years old) and how this might
influence their concept of self. This is particularly important as how a child thinks about themselves
informs the way they express their emotions and develop relationships.

| would therefore like to inform you about the project and ask for your support in identifying
children/young people who may be appropriate to take part. | have attached an information sheet and
checklist to explain what | am hoping you will be able to do to support me in recruiting for this study.

If you have any questions about this study please feel free to contact me on the above number,
details are on the information sheet provided.

Thank you for your time,
Yours sincerely,

Amy D’Sa
Trainee Clinical Psychologist
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Appendix 4-B: Clinician Information Sheet Version 1.0 13.04.13
Clinician’s Information Sheet / \
Study Title: ‘Exploration of how children and young people self-construe

following a traumatic experience’
DIVISION OF HEALTH RESEARCH
Doctorate In Clinical Psychology

My name is Amy D’Sa and | am a Trainee Clinical Psychologist who is conducting this research as
part of the Doctoral Clinical Psychology course at Lancaster University, Lancaster, United Kingdom.

What is the study about?

The purpose of the study is to provide an insight and understanding into the effects of a traumatic
experience on children and young people (8-16ys) and how this might influence their concept of self.
Research looking at adult responses to trauma suggested this has a negative impact on how adults
think about themselves and their emotional wellbeing. Unfortunately, little research has been
conducted to understand how children and young people are affected.

Children and young people are developing all the time, and one important aspect of this is their ‘self-
concept’ or the way they think (construe) about themselves. The way a child/young person thinks
about themselves is important as it informs the way they interact, manage their emotions and form
relationships. Therefore this study is extremely interested on exploring how children/young people see
themselves following these experiences.

Why have | been approached?

| am aiming to recruit children/young people who have experienced some form of trauma (e.g. bullying
to more complex abuse) to take part in this study. However | want to make sure that this is done in a
thoughtful way, where more vulnerable children/young people are not included. Therefore it feels
extremely important to asking you, as the clinician involved, to consider who may be more appropriate
to take part.

The study aims to recruit children/young people who have experienced a life event that has impact on
emotional wellbeing, and meet the following criteria:
e Are between the ages of 8-16
e Have attended 3 or more clinical appointments within the service
e Have identified a named clinician on their consent form
e Where both the parent and child/young person have given their informed consent (signed
consent form)
o Where the child/young person has completed a Trauma Symptom Checklist and scored
below a maximum cut of point (this is available within your services resources).
e You, as a clinician feel the child/young person is appropriate to take part
Please exclude children/young people who meet the following criteria:
e Are notin a stable environment (e.g. are a cared for child/young person, are not attending
mainstream school, there are active safeguarding issues).
¢ Do not speak English fluently

What am | being asked to do?

All you are being asked to do is identify appropriate participants by applying the above criteria and
then providing them with information packs (please see attached flowchart). Importantly, this includes
checking if the child/young person has completed a Trauma Symptom Checklist for Children and
scoring it;

a. |If the measure has been completed and the PTS T-score is the lower that the cut of
score of 80, please provide the family with the information pack having already written
on the t-score on the expression of interest form.

If you have any questions about administering or scoring the TSCC-A please contact
me or ask Dr Joanne Robinson, Clinical Psychologist in the Blackburn with Darwen
ELCAS team who is the trauma lead for the service.
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b. If the measure has not been completed, please provide a new copy of the TSCC-A
with the information pack.

c. BUT, if the measure has been completed and the PTS T-score matches the same or
higher than the cutoff point of 80, please do not provide the child and family with the
information pack as the child will not be able to take part.

How will the child and family indicate they want to take part?

The information pack you will give to the child/young person and parent will provide them with
information sheets about the study. If the child/young person and parent are happy to take part they
will be instructed to complete the expression of interest form. This will provide contact details which
will allow for them to be contacted toarrange a suitable interview.

Why will the parent(s) be asked to identify a clinician on the expression of interest form?
This information will be collected but only used for two reasons:

1. Inthe case that any safeguarding issues are raised during the interview process. |
will then contact that clinician to inform them of the concern. Otherwise all
information generated during the research will remain confidential.

2. If the child/young person had to complete a Trauma Symptoms Checklist
Questionnaire. They will be returned to me with the expression of interest form.
Once scored | will return this original and only copy of the questionnaire to the
named clinician to be placed in the child/young person’s clinical notes.

What will the child/young person be asked to do in the interview?

The child will then be asked to take part in a one to one interview with myself, which could take up to
45-60 minutes and will take place in the building where the child/young person receives support from
your service. Their parent(s) will be asked to stay in the building during this time.

On the day of the interview both the child/young person and their parent will be given an opportunity
to ask any questions before completing a consent form.

Following this the child/young person’s interview will include:

o The child/young person being reminded that the interview is about ‘how you think about
yourself. Although one of the reasons you have been asked is because something scary or
worrying may have happened | will not be asking you to tell me about this’.

o The child/young person being asked to draw a picture in response to the prompt: ‘“Think
about yourself and draw a picture’

a The child/young person will then be supported in discussing their picture

o As the interview comes to an end the child/young person will be debriefed and may take
part in a fun activity.

What will happen to the results of this study?

The results will be fully anonymised and summarised to form part of a Thesis which may be submitted
for publication in an academic or professional journal. The child/young person and parent will be
asked if they would like a summary sheet of findings. If so details will be taken so that this information
can be sent directly. At no point during feeding back of findings will the child/young person be
identifiable as having taken part.

What happens if the child/young person becomes distressed while taking part? Are there any
risks in taking part?

As the interview is looking at how the child/young person thinks about themselves, it is not anticipated
to be distressing. However it is possible that they could become upset during the process. If this is the
case, | will manage this sensitive way using my skills from my training and the interview will be
stopped. This will allow the child/young person to return to their parent if necessary and or decide if
they wish to continue. | will be asking the child/young person for permission about sharing information
about what upset during the process and encourage them to talk to you, or their parent about this.
However the content of the interview will be remain confidential.

The exception to confidentiality is if the child/young person tells me anything that makes me think that
they are or someone else is at significant risk of harm, | will then be obligated to break confidentiality
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and speak to named clinician identified on the expression of interest form. Wherever possible, | will
tell the child/young person and parent about any concerns before taking this information to the named
clinician. This will be discussed with the child/young person and parent in person before the interview
but will be explicit on the participant information sheets and consent forms.

Are there any benefits of a child taking part?

Although | hope taking part will be interesting for the child/young person, there will be no direct
benefits to them taking part. It is hoped that this study will help to inform theory and practice by
exploring how children think about themselves following a trauma experience.

Who has reviewed the study?

The study has been reviewed and approved by the North West REC Committee. Additionally the
Lancashire Care NHS Foundation Trust and East Lancashire Hospital Trust’'s Research and
Development teams have given their approval.

Where can | obtain further information about the study if | need it?
If you have any questions about the study, please contact the main researcher:

Main Researcher: Amy D’Sa, Trainee Clinical Psychologist.
Email: a.dsa@lancaster.ac.uk
Phone: 07908613777

Or you may wish to contact my supervisors:

What do | do if | have any concerns about the research?
If you would like to voice any concerns or complaints about this study, you may contact:

Dr Craig Murray, Acting Research Director for Clinical Psychology Doctorate Programme at Lancaster
University

Tel: (01524) 593378

Email: murrayc@exchange.lancs.ac.uk

If you wish to speak to someone outside of the Clinical Psychology Doctorate Programme, you may
also contact:

Professor Paul Bates Tel: (01524) 593718

Associate Dean for Research, Faculty of Health and Medicine, Lancaster University

Email: p.bates@lancaster.ac.uk

Thank you very much for your time.
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Appendix 4-C: Covering letter to parent and child/young person Version 1.0 13.04.13

i\

DIVISION OF HEALTH RESEARCH
Doctorate In Clinical Psychology

Address:

Date:

Dear Parent/Guardian,

My name is Amy D’Sa and | am a Trainee Clinical Psychologist who is studying for my Doctorate in
Clinical Psychology at Lancaster University. As part of this | am undertaking a research project
looking at how children and young people think about themselves following a traumatic experience.
Your child’s clinician has provided you with this information pack because | would like to invite your
son/daughter to take part in my study. Within this information pack are two information sheets, one for
yourself, the other for your son/daughter to read. | would very much appreciate if you could read
through this letter and the other information in this pack and discuss this with your son/daughter
before deciding if your son/daughter would like to take part.

| have also enclosed an ‘expression of interest form’ and a stamped addressed envelope. Please
return this form to me if you are happy to be contacted about your child taking part.

If you have any questions about this study please feel free to contact me using the details provided on
the information sheet.

Thank you for your time,
Yours sincerely,

Amy D’Sa
Trainee Clinical Psychologist
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Appendix 4-C: Child/young person information sheet Version 1.0 13.04.13
(To be shown/read to younger children and given to the young person by the
parent) / \

Child/Young Person Information Sheet

Study title
How children and young people think about themselves after something scary or worrying has
happened.

You are being asked to take part in this research project. Please read or listen to this information
which tells you what the study is about.

It is important that you understand what you will be asked to do. If there is anything that doesn’t make
sense or you would like to know more about, you can contact me as | am happy to tell you about this.
You have time to decide if you would like to take part.

What is the study about?

The purpose of the study is to look at how children/young people think about
themselves after something scary or worrying happens. Through you taking
part and me listening we hope to understand this better.

Why have | been chosen?

We would like to talk to children/young people, like you, who have been
through something worrying or scary. Even though this is important reason for
asking you to take part, you will not be asked to talk about this scary or
worrying thing if you decide to take part.

Do | have to take part? R—
No. You do not have to take part if you don’t wish to. It is up to you to choose and this is S?,_.’,j t. %
something to discuss with your parent(s). Even if you give your consent, you can stop @O Qe
taking part at any time, you don’t have to say why.

What will happen to me if | take part?

You might be asked to complete a questionnaire called the ‘Trauma Symptoms Checklist
Questionnaire’. This is to help me know a little about the scary or worrying thing that happened before
we meet.

Amy D’Sa will then arrange to meet with you in person. This will be in a
familiar place, where you go to get support from the CAMHS/Child
Psychology service. When you meet Amy she will not be asking you to tell
her anything about the scary or worrying thing that happened.

Whoever brings you to this meeting will stay in the waiting area while you meet Amy.

So what will | have to do?

On the day you can ask Amy any questions before taking part and
will be asked to write your name on a different sheet called a consent
form.

Following this you will be asked to draw a picture. This picture can
be of anything and can be drawn in any way. Amy will then spend
some time with you talking about your picture. Then you will be asked
to do a fun activity before the end.

Amy will audio record what you say to help her remember what you tell her.

Anything you say about yourself or your picture is private and won'’t be told to anyone else,
unless you become upset. If you do become upset Amy will ask you if you want to go and be



http://www.google.co.uk/url?sa=i&source=images&cd=&cad=rja&docid=8-sNdUFMTt3wDM&tbnid=d19B9-2KKjnwGM:&ved=0CAgQjRwwAA&url=http://affordablehousinginstitute.org/blogs/us/2010/07/if-you%E2%80%99re-worried-about-a-microfinance-bubble-part-3-wait-til-we-through-with-it.html&ei=4kk7Ue_2Bo_Y7Aazh4HIBQ&psig=AFQjCNEu7A0nzpwEqXla7msyvZKxGyh1mQ&ust=1362926434171894
http://www.google.co.uk/url?sa=i&rct=j&q=word+no&source=images&cd=&docid=MhgNdZoL5iNCRM&tbnid=8mD4dfVDhSd7cM:&ved=0CAUQjRw&url=http://www.ninabadzin.com/2011/09/27/why-a-no-friend-is-the-best-friend/the-word-no-made-from-jigsaw-puzzle-pieces/&ei=1Es7UaHnFunA0QWl4IHQBw&psig=AFQjCNHoqn69EuN9-DBP8Ly6XNy12PA7Jg&ust=1362926768463315
http://www.google.co.uk/url?sa=i&rct=j&q=audio+recorder&source=images&cd=&docid=f840fIN85ngvtM&tbnid=oXPc0ZuYiG9vVM:&ved=0CAUQjRw&url=http://www.freshdv.com/2008/09/olympus-ls10-digital-audio-recorder.html&ei=MVM7UcfhH6Kr0QW4rIGwBQ&psig=AFQjCNHQL4yzXHyCvVEPdEilS79c8Usm4Q&ust=1362928809562158

ETHICS SECTION 4-64

with your mum or dad and will make sure you are OK before going home. Amy will also ask you to let
your mum/dad or someone at CAMHS/Child psychology know that you got upset. Amy will tell you if
she needs to share any other information before she does.

How do | get to take part?

If you decide you would like to take part and have discussed this with your mum/dad, your mum/dad
will be asked to follow the instructions on the ‘Expression of Interest Form’. This provides me with
details so | can get in touch to arrange a time to meet you. This form also will ask your mum and dad
to tell me your age, and a little about the scary or worrying thing that happened. This is up to you if
you want to help fill this in.

Will I help anyone if | take part?
Taking part will not help you although we hope that it will help adults understand how you think about
yourself a bit better. This could help kids like you in the future.

Will my taking part be kept private? ’

Yes. Anything you tell Amy will be keep private. Your answers might be written ;// xf@
up for publication so | will ask you to tell me a name you want me to use instead =

of your own. All the information will be kept safe.

Who has looked at this project?

The study has been looked at | was told it was OK for me to do this research by the North West REC
Committee. Additionally the Lancashire Care NHS Foundation Trust and East Lancashire Hospital
Trust’'s Research and Development teams have given their approval.

If you have any questions about the study, please contact Amy D’Sa:

Email: a.dsa@lancaster.ac.uk Phone: 07908613777

Thank you very much for taking the time to read this.
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Appendix 4-E: Parent Information Sheet Version 1.0 13.04.13

Parent Information Sheet

Study Title: ‘Exploration of how children and young people think about themselves following a
traumatic experience’

My name is Amy D’Sa and | am a Trainee Clinical Psychologist who is conducting this research as
part of the Doctoral Clinical Psychology course at Lancaster University, Lancaster, United Kingdom.

Your child is being invited to take part in this study. The information below will explain what will be
involved and how you can get in touch with me if you have any questions.

What is the study about?
The purpose of the study is to provide an insight and understanding into the effects of a traumatic
experience on children and young people (8-16ys) and how this might influence their concept of self.

Children are developing all the time, and one important aspect of this is their ‘self-concept’ or the way
they think about themselves. The way a child thinks about themselves is important as it informs the
way they interact, manage their emotions and form relationships. Therefore this study is extremely
interested on exploring how children see themselves following these experiences.

Why have my child and | been approached?

Your child’s clinician has given this information pack to you on my behalf. This is because your child
has experienced something scary or difficult and this may relate to the support they are receiving from
the service. However, although this is a reason for your child being identified to take part in this study
| am only interested in how your child thinks about themselves following this experience. Therefore
your child will not be asked to discuss what ‘scary’ thing happened during any part of taking part in
this research.

Does my child have to take part?

No. Your child is in no way obligated to take part in this study. Your child’s decision to participate or
not will have no impact on the care they receive or continue to receive within the service. Although
your child’s clinician provided you with the information about the study, they will not be involved in any
further aspect of this study. Additionally, | am not employed by the service, and therefore will have no
direct contact with your child in a clinical capacity.

What would taking part involve?

Before your child is invited to take part in the interview, they might be asked to complete a
questionnaire. This is called the ‘Trauma Symptoms Checklist Questionnaire’. As the interview is not
going to involve talking to your child about the scary or difficult experience, this will provide the study
with some background information. The questionnaire will be returned to your child’s clinician to be
kept safely and securely in their notes after the interview.

Your child will be asked to take part in a one to one interview with myself, which could take up to 45-
60 minutes and will take place in the building where your child receives support from the service. You
will be asked to stay in the building during this time. On the day of the interview you and your child will
be given an opportunity to ask any questions before taking part and will be asked to both complete a
consent form.

In the interview | will simply be asking your child to “think about yourself and draw a picture”. It can be
a picture of anything and, once they have completed it, we will talk about the picture they have drawn.
At the end of the interview there will be asked about how they found the interview and will be asked to
engage in a fun activity.

What do | need to do if my child wants to take part?

If you and your child both decide to take part, you will be asked to follow the instructions on the
‘Expression of Interest Form’ within this pack. This provides me with contact details so | can get in
touch to arrange an interview at a convenient time for you and your child. As soon as | receive this



ETHICS SECTION 4-66

information, | will be in touch. If your child is asked to complete the Trauma Symptoms Checklist
Questionnaire, this is also to be returned with the Expression of Interest Form.

Lastly, you will be asked to name a clinician who is known to your child on the form. The information is
essential for two reasons, firstly it is needed if your child completes the Trauma Symptoms Checklist
Questionnaire this can be sent to your child’s clinician to store safely. The second reason is stated
below in the ‘Limits to confidentiality’ section in blue.

If my child and | want to take part, do | need to send the form back by a certain date?
If your child would like to take part, please return the form as soon as possible, or within the next
month. This will allow me to get in contact with you, and answer any questions as quickly as possible.

What will happen to the information collected if my child takes part?

All information is confidential. The interview will be audio recorded so that | can give my full attention
to your child during the interview. This recording will be destroyed after it has been transcribed. All
information provided during the study will be made anonymous and saved securely on an encrypted
computer that only the researcher has access to. Any personalized information you provide will also
be saved securely and destroyed when the project is submitted for academic marking. Only my
Academic Supervisor and | will have access to the data, no clinical staff who worked in the service will
have access to any of this information.

What will happen to the results of this study?

The results will be summarised and form part of a Thesis which may be submitted for publication in an
academic or professional journal. | will ask you and your child if you would like a summary sheet of
findings. If so | will take details of how you wish me to directly send you this information after the
interview. All direct quotes used from your child’s interview will be anonymous, and they will be
encouraged to give me a name they wish me to use instead of their own. At no point you during the
study or the feeding back of findings will your child be identified as having taken part.

Are there any risks in my child taking part?

As the interview is looking at how your child thinks about themselves, it is not anticipated to be
distressing. However it is possible that your child could become upset during the process. If this is the
case, | will manage this sensitively and the interview will be stopped. This will allow your child to
return to you if necessary and or decide if they wish to continue. | will be asking your child for
permission about how much they want me to share about them getting upset during the process and
encourage them to talk to you, or their clinician in the service about this.

Are there any benefits to taking part?

Although | hope taking part will be interesting for you and your child, there will be no direct benefits to
your child taking part. It is hoped that this study will help to inform professionals by learning more
about how children think about themselves after a traumatic or distressing experience.

What do | do if | don’t want my child’s information or interview to be used?

You need to email or phone me, the main researcher (Amy D’Sa) using the details below within two
week of your child’s interview. All you need to do is state your name and that you want your data not
to be used. A confirmation phone call will be made to let you know the action has been taken.

Who has reviewed the study?

The study has been reviewed and approved by the North West REC Committee. Additionally the
Lancashire Care NHS Foundation Trust and East Lancashire Hospital Trust’'s Research and
Development teams have given their approval

Where can | obtain further information about the study if | need it?
If you have any questions about the study, please contact the main researcher:

Main Researcher: Amy D’Sa, Trainee Clinical Psychologist.
Email: a.dsa@lancaster.ac.uk
Phone: 07908613777

Or you may wish to contact my supervisors:


mailto:a.dsa@lancaster.ac.uk

ETHICS SECTION 4-67

What do | do if | have any concerns about the research?
If you would like to voice any concerns or complaints about this study, you may contact:

Dr Craig Murray, Acting Research Director for Clinical Psychology Doctorate Programme at Lancaster
University

Tel: (01524) 593378

Email: murrayc@exchange.lancs.ac.uk

If you wish to speak to someone outside of the Clinical Psychology Doctorate Programme, you may
also contact:

Professor Paul Bates Tel: (01524) 593718

Associate Dean for Research, Faculty of Health and Medicine, Lancaster University

Email: p.bates@lancaster.ac.uk

Thank you very much for your time.


mailto:murrayc@exchange.lancs.ac.uk
mailto:p.bates@lancaster.ac.uk

ETHICS SECTION 4-68

Appendix 4-F: Expression of interest form Version 1.0 13.04.13

Expression of Interest Form
Study Title: ‘Exploration of how children and young people think about ) \
themselves following a traumatic experience’

DIVISION OF HEALTH RESEARCH

Please reading and agree to the following before completing the rest of this form "~ e
#+ | have read and understood the ‘Parent Information Sheet’.
+ | have discussed this project with my son/daughter and supported them in reading the

‘Child/Young Person Information Sheet’
+ | would like to express my own and my son/daughter’s interest in taking part in this study.
+ | am aware that taking part is separate to and not therapy/additional support for my

son/daughter.

Please complete the following:

Name of parent who wishes to be
contacted on behalf of their child:

N.B: please only provide contact details that you are happy to share.
Contact phone number:

Please complete the following details:

Your son/daughter’s name

Your son/daughter’s current age

Clinician (from CAMHS, Child
Psychology) who gave you the
information pack for this Name:
study/or is providing care for

your son/daughter. [*essential]

Please either enclose a

completed Trauma Symptoms

Checklist Questionnaire or t-score:
make sure the named clinician

has provide the TSCC-A T-

score in the box

[*essential]

Returning the form
Please note that this form needs to be returned as soon as possible in the pre-paid envelope.

What to include in the envelope:
1. This form
2. Also if your son/daughter has been asked to complete the Trauma Symptoms Checklist
Questionnaire please include this in the envelope. | will score this and then send it onto the
clinician you name above who will put it safely in your son/daughters notes.

On receipt of this form | will contact you to arrange a suitable time for the interview.
Information provided by this form or email will be kept safe and confidential.

Thank you for your time.
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Appendix 4-G: Trauma Symptom Checklist for Children — Alternate 13.04.13
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Appendix 4-H: Consent form for child/young person Version 1.0 13.04.13

h\

DIVISION OF HEALTH RES!
Doctorate In Clinical Psyc

Child and Young Person Consent/Assent Form

You are being asking if you would like to take part in a research project called: How children and
young people think about themselves after something scary or worrying has happened.

Researchers name: Amy D’'Sa
Please read the following questions and circle ‘yes’ if you agree..

1. Have you read (or had read to you) information about this project?

YES/NO
2. Have you had anyone else explained the project to you?

YES/NO
3. Do you understand what the project is about?

YES/NO
4. Have you asked any questions you want?

YES/NO
5. Have you had your questions answered in a way that makes sense?

YES/NO
6. Do you understand that it is OK if you want to stop taking part at any time?

YES/NO
7. Are you happy to take part?

YES/NO

If any of your answers are “no”, or you do not want to take part that is ok.

If you do want to take part, please write your name and the date below.

Name:

Date:

Your parent must write their name here if there are happy for you to take part.

Parent name (Printed):
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Appendix 4-1: Consent form for parent Version2.0 17.06.13
Parent Consent Form

You are being asked to give your consent for you son/daughter to take part in a research ) \
project called: ‘Exploration of how children and young people think about
themselves following a traumatic experience’

DIVISION OF HEALTH RES|
Doctorate In Clinical Psychology

Before giving consent for your son/daughter to participating in the study we ask that you read the
following and mark each box below with your initials if you agree. If you have any questions or
gueries before signing the consent form please speak to the main researcher, Amy D’Sa.

Please
initial

| confirm that my son/daughter and | have read the relevant
Information Sheets and fully understand what my child will be asked
to do within this study.

I confirm that my son/daughter and | have had the opportunity to ask
any questions and to have them answered to my satisfaction.

| understand that my son/daughters interview will be audio recorded
and then made into an anonymised transcript

| understand that audio recordings will be kept until the interview had
been transcribed and saved securely.

I understand that my son/daughter is not obliged to take part in this
study and can withdraw their willingness to participate before and
during the interview. | also understand that my son/daughter and |
can withdraw consent for my interview data to be used during, or up
to 2 weeks after this interview.

| consent to anonymised information and quotations from my
son/daughters interview being used in any reports, including
publications.

| understand that any information my son/daughter gives will be
anonymous unless it is thought that there is a risk of harm to them or
others. In which case the main researcher will need to share this
information with the named clinician | have identified on the
expression of interest form.

| consent to Lancaster University securely keeping written
transcriptions of the interview for 5 years after the study has finished.
| am aware that my child’s care will not be affected by them taking
part/not taking part in this study.

| am aware that taking part is separate to and not therapy/additional
support for my son/daughter.

I consenttomychild ................. taking part in the above
study

| understand that data from the study may be looked at by regulatory
authorities and by persons from the Trust where it is relevant to my
taking part in this research. | give permission for these individuals to
have access to this data
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Appendix 4-J: Example interview schedule Version 1.0 13.04.13

Draft Interview Schedule

This example interview schedule has been informed by Personal Construct Theory and research
papers by Bell & Bell (2008) and Ravenette (1977) which provide examples of adapting self-
characterisation to child drawings.

Introduction to Interview:

Before we get started | wanted to tell you a few things and see if you have questions.

This interview is going to last up to 60 minutes.

Your mum/dad is going to wait outside if you need them

You can stop or have a break at any time you just let me know

Everything you say to me will stay strictly private. However if | am worried about your safety
or that of someone else | have to tell someone. | will always tell you if | need to share what
you say before | do.

e Do you have any questions about any of that?

We are here to see how you think about yourself. Although one of the reasons you have been asked
is because something scary or worrying may have happened, | will not be asking you to tell me about
this.

Instead | am going to start by asking you to draw me a picture(s).

Instructions:

Here is some paper and some materials, you can use whatever you like and draw whatever you like.
There are no right or wrong things to draw in here, it's your space to draw. Just think about yourself
and draw a picture. You can talk out loud if you want but when you are done we can spend some time
talking about what you drew. Ok?

Example questions to discuss/elaborate on the drawing as used by Bell & Bell (2008) and or
Ravenette (1977)

Tell me about your drawing....

What'’s it like being ....?

How come...?

What would be good about .....7

How are ..... and ..... different? (using information from the picture)

Do you think you are more like .....or ...... ?(using information from the picture)

| wondered if there is anything else you would like to tell me about your drawing before we do one last
activity and then we will finish?

Debriefing :
How did you find that ? Do you have any questions?

Option al fun activity:
Drawing

Boardgame

Lego

End of interview
Thank you for taking part and being so enthusiastic
Do you have any other questions before we end?

Remind the parent that contact details are on the Parent Information Sheet
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Appendix 4-K: Reminder and thank you letter to clinicians Version 1.0 13.04.13

Address:

Date:

Dear Colleague/Mental Health Professional,
A quick reminder and thank you

My name is Amy D’Sa and | am a Trainee Clinical Psychologist who is studying for my Doctorate in
Clinical Psychology at Lancaster University. As you will already be aware, | am undertaking a
research project looking at how children and young people self-construe following a traumatic
experience.

| would therefore like to take this opportunity to remind you about the project | am carrying out and
asked for your support me in identifying children/young people who may be appropriate to take part. |
have attached another copy of the information sheet and checklist.

| appreciate that you have already been considering this project and may have given out information
packs to the child/young person and parents already. If at all possible, | would ask you to remind any
families who you feel may be interested in taking part. Also for you to consider if any other
children/young people may now be eligible to take part due to their changing circumstances and
ongoing involvement with your service.

If you have any questions about this study please feel free to contact me on the above number.
Thank you for your time,

Yours sincerely,

Amy D’Sa
Trainee Clinical Psychologist
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Appendix 4-L: Researchers/Chief Investigators CV Version 1.0 13.04.13
CURRICULUM VITAE

Name:

Amy D’Sa

Present appointment: (Job title, department, and organisation.)

Trainee Clinical Psychologist, Doctoral Programme in Clinical Psychology, Lancaster University &
Lancashire Care NHS Trust

Address: (Full work address.)

Doctoral Programme in Clinical Psychology, Whewell Building, Lancaster University, LANCASTER
LAL 4YT

Telephone number: Email address:

07870895230 a.dsa@lancaster.ac.uk

Qualifications:

BSc Hons Psychology (Lincoln University)

Professional registration: (Name of body, registration number and date of registration.)

British Psychological Society (member no. )

Previous and other appointments: (Include previous appointments in the last 5 years and other
current appointments.)

Assistant Psychologist, Psychotherapy/Complex Cases Team, Beech Lodge, Carleton Clinic Cumbria.
Cumbria Partnership Foundation Trust

Occupational Therapy Technician, Oak Wards, The Cavell Centre, Peterborough. Peterborough and
Cambridgeshire Foundation Trust.

Graduate Mental Health Worker, IAPT/Primary Care Team, Peterborough District Hospital.
Peterborough and Cambridgeshire Foundation Trust.

Nursing Assistant, Oak Wards The Cavell Centre, Peterborough. Peterborough and Cambridgeshire
Foundation Trust.

Research experience: (Summary of research experience, including the extent of your involvement.
Refer to any specific clinical or research experience relevant to the current application.)

2008- Conducted quantitative study looking at parent and teacher’s perceptions and attributions of
ADHD behaviour for my undergraduate dissertation.

2011- Conducted qualitative study looking at how the Department of Health Pilot PD sites have
incorporated service user involvement. | was the primary investigator for this project and submitted it
for publication.

Research training: (Details of any relevant training in the design or conduct of research, for example
in the Clinical Trials Regulations, Good Clinical Practice or other training appropriate to non-clinical
research. Give the date of the training.)

The DClinPsy programme | am currently undertaking contains extensive training in research methods.

Relevant publications: (Give references to all publications in the last two years plus other
publications relevant to the current application.)

D’Sa, A. & Rigby, M. (2011). The effectiveness of the service user consultant role in specialist
personality disorder services. Mental Health Review Journal, 16(4), pp186-196
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Appendix 4-M: Thesis Academic Supervisor’'s CV 13.04.13
Research CV

Dr Pete Greasley
Doctorate in Clinical Psychology Programme
Division of Health Research
C12 Furness College
Lancaster University
LAL1 4YG

Telephone: 01542 593535
Email: p.greasley@Iancaster.ac.uk

EDUCATION

University of Bradford (2007)

Post Graduate Certificate in Higher Education Practice
University of Manchester University, Department of Psychology (1990)

PhD in psychology (pragmatics, language and social interaction)
Huddersfield University (1985)

BSc (Hons) Behavioural Sciences

RESEARCH/TEACHING EXPERIENCE

University of Bradford, Health Studies (2005-2013)
Lecturer
University of Bradford, Graduate School (2003-2005)
Lecturer (0.25)
University of Bradford (2000-2005)
Research Fellow
Wakefield & Pontefract Community Health NHS Trust (1997-2000)
Research Associate
University of Leeds (1994-1996)
Research Fellow, Department of Psychology

PUBLICATIONS

Torn, A. & Greasley, P. (in prep) Psychology for Nursing and the Health Professions. Co-editor. Polity
Press.

Greasley, P. (2011) Doing Essays and Assignments: Essential Tips for Students. Sage Publications.

Greasley, P. (2010) Is the evaluation of complementary & alternative medicine equivalent to
evaluating the absurd? Evaluation & the Health Professions, 33(2), 127-139.
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Appendix 4-0: Diagram of Recruitment Process

CLINICIAN RECRUITMENT & DISSEMINATING INFORMATION PACKS

Clinician’s receives cover letter &
Clinician Information Sheet (CIS)

( Clinician’s consider appropriateness of
children/young people to take part in this
study by applying inclusion/exclusion
criteria below:

Importantly, this involves checking if the
child/young person has completed a Trauma
Symptom Checklist for Children — Alternate

EXCLUSION CRITERIA:

Children/young people are not
appropriate be given the
information pack if they meet
any of the following criteria:

Do not speak English
Are not in a ‘stable’
environment (e.g. cared for
children, not attending
mainstream school, active
safeguarding issues)

e Score 80 or above on PTS T-
score

e The child/young person is
identified by a clinician as not
being appropriate to take part

NO INFORMATION PACK
GIVEN \

N\

INCLUSION CRITERIA:

Children/young people are
appropriate to be given the
information pack if they meet
all of the following criteria:

Aged between 8-16

Has attended 3 clinical
appointments with the service
The child/young person has
completed a TSCC-A and PTS
T-score is below a cut of point
The child/young person has not
completed a TSCC-A

The child/young person is
identified by a clinician as being
appropriate to take part.

3-77

Version 1.0

PARENT & CHILD/YOUNG PERSON EXPRESS INTEREST

FOLLOWING

\ A)

INFORMATION PACK
GIVEN TO INCLUDES

e Parent Cover letter

e Child/young person
Information Sheet

e Parent Information
Sheet

e Expression of Interest
form (EIF)

e Stamped addressed
envelope

Please provide PTS t-
score from the
child/young person’s
TSCC-A on their EIF
OR

to be completed and
returned by parent with
FIF

PARENT & CHILD/YOUNG
PERSON ASKED TO
COMPLETE AND RETURN THE

13.04.13

RESEARCHER SCREENS
RETURNED EIF, TSCC-A, AND

e Parent completes Expression of
Interest form (EIF

e Trauma Symptoms Checklist
for Children-Alternative (TSCC-

PARENT (& .
CHILD/YOUNG

PERSON) NOT
CONTACTFED

APPLIES FINAL INCLUSION
CRITERIA AS BELLOW:

EXCLUSION CRITERIA:
EIF:
Not fully complete/returned
No named clinician identified.
TSCC-A:
Not completed/returned
Or child/young person scored
80 or above

Only if all the information is
completed and returned will the
parent be contacted.

PARENT (&
CHILD/YOUNG
PERSON)
CONTACTED to
explain the child is
not able to take part

Include a blank TSCC-A

PARENT (& A

CHILD/YOUNG
PERSON)
CONTACTED TO
ARRANGE
INTERVIEW

The only exception being that a
child/young person cannot take
part due to their TSCC-A PST

T-score not meeting the criteria.

INCLUSION CRITERIA:
EIF:
Is complete/returned
Named clinician identified
TSCC-A:
Not completed/returned
Or child/young person scored
below 80.
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Appendix 4-P: Letter of Conditional Approval from REC

Health Research Authority

Hational Research Ethics Service

HRES Committe

Telspione:
Facsimile:
17 Juns 2013
K Amy L E O'5a
Dear Miss D'S5a
Study tite: Exploration of how chlldren and young pecpls saif-
congtrue fellowling a traumathc experence
REC refersncs: THHWI0420
Profocol numbsr: nia
IRAS project ID: 124301

The Research Ethics Commites reviewed the abowve application ai the meeding hedd on 13 Jume
2013. Thank you Tor attending i discuss the application.

We plan to publish your ressanch sWmmary wording for the above stdy on the NRES webslte,
together with your coniact detalls, uniess you exprassly wihhold parmission 1o oo 50.
Punlication will be na eanker than three months from the dats of this favourable opinion leter.
Should you wish to provide a substitute contact point, reguire furthes Information, or wish bo

withhioid iE'rﬂls.ﬁ-un to il. olish, ilease contact the Co-ondinator _

Ethlcal opinion

The Chalr welcomad you to the REC and thanked you for atiending to discuss the stugy. The
Committee told you that this Is a good appilcation.

The Commities asked for confimMmation that the cinlclan will give the Information pack o the
families i they meaet the Incleskon criterda and you confimed that tis i comet

o confirmed for the Commiitee that the TSCC B a sefreporting tool and i shauld have b2en
completad, but, F not, & wil b2 provided. You siated that the cut off score |5 90, The
Committee asked why those with higher scores are not Included and you stated that this |s
because you did not think you would be able [0 access them F they are irsumatised. You
agreed with the Commities that this area might b= looked 3t in the futlre In a diferemt projecl

¥ou cdarified for the Commities that the moblie phone Is 3 research mobile.

The Commities acked that the standard regulaiony clause be Incuded In the Consent Fomm.
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The Committee asked what would happen If potential participants refumed a high score. You
sald that you will telephone and explain the rationaie but will not Include them In the study. The
Committee asked whether you will nefer to the cliniclan to se2 why the score Is 50 high. You

&ald that the tools will b= returned to the sarvice and you will highlight high scores for attention.

‘fou had no questions fof the Commitiee.
The Committes thanked you for 3 well put together application.

The memiaers of tha Commiltize Fll'EE-EI'I'I gave a fawvourable ethical EIFI'“I:II'I of the above research
on the basls gascribad In the application form, protocsd and supporting documentation, subject
to the condiions specilied below.

Ethlcal review of research sifas

The favourabie opinion appides to all NHS sites taking part In the study, subject to management
pemmission being cotalnad from the NHS/HSC RED oMce prior to tha start of the study (see
“Conditions of the Tavouwrabie EIFIH":IH' I}EH]W].

Conditlons of the favourable opinion

The favourable opinion s subject to the following conditions being met prior to the start of the
sy

a. The Committae would ke to see the Consent Form revised 1o Include the standard
ciause “ understand that data from the study may be looked at by reguiatory authorities
ard by persons from the Trest where it 1s relevant io my taking part In this reseanch. |
give pesmission for these Individuais to have access to this data®

Yiou should nofify the REC In writing once all condlilons have besn met jszcapt for site
approvals from host organisations) and provids coples of any revised documsntation
with updated verslen numbers. The REC will acknowlsdge recelpt and provida a final list
of tha approved decumsantation for the study, which can bs made avallabls fo host
organisations to faclitate thelr parmisalen for the study. Fallure fo provide the fAnal
warslons to the REC may causs delay In cbtalning permisalons.

Management permission or approval must b= obiained from each host organisation prior o the
giar of the shudy at the she concamed.

Management permission (RED approval) should be sought from ailt NHS arganisafions
involsed In the study in accordance with NHS ressarch govemance amangements.

Guidance on applying for NHS permission for research Is avaliable In the Infegrated Research
Application System o at hitpiwiww MEfonIm, N U,

Wihere a NHS organisation’s role in the study ks Imited to ientifying and referring potential
panicipands to research sites rarticipant ident¥cation centre), guidance should be sought from
the R&D ofce on the informanian I requires fo ghe penmission fr his aciivity.

For non-NHE sitas, site management permission should be ohiained in accordance wieh the
procedures of e relevant host organisatian.

Sponsors are nof required o nofify the Commifes of appmwals from host organisations
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It I respenalblity of the sponeocr to ensure that all the condiflens are compliad with
before the star of the study or Ifs Initlathon at a particular site (as applicabls).

Approvad documents

The documents reviewed and approved at the meeting were:

Document verson  |Date
Evidance of INGrance of Inoemiity

INterview SchedUies'Topic GUIoEs 1 13 May 2013
Investigator CV Greasiey

Investigator GV ]

Lefter from Sporsor 1 13 Wiy 2013
Letter of ImvilEton 1D paricpant Tpaent |13 Apnl 2013
Ciher. Lefier 1o clnician 1 13 Apil 2013
Ofher. Reminger [0 cinkcan 1 13 Al 2013
CRher. Expression of INerest form 1 13 Apil 2013
CRher. Niowchart 1 13 Apnl 2013
Ofher. CRE Gearance 0 Apnl 2013
Partcipant Consant Form: child'young person 1 13 April 2013
Paricipart INormason Shest chld young person 1 13 ApAl 2013
Paricipart INfoMmason Sheet Ginician 1 13 Apnl 2013
Paricipart INfonmason Sheet parent 1 13 ANl 2013
PIotoCol 1 13 Apnl 2013
Questionraire: Trauma Symptoms

REL appication El 14 Way 012

Membarzship of the Commiitss

The members of the Ethics Commitiee who were present at the mesting are lIsted on the
attached shaet

Statement of compllancs

The Committes ks constiuted In accordance with the Governance Amangements for Research
Ethics Commilttees and complies fully with the Standand Operating Procadurnes for Reseanch
Ethics Commilttess In the LK.

Aftar gthical review

Reparting requirements

The attached document “After ethical review — guidance for researchers” gives detalied
guidancs on reporiing reguirements for studies with a favouraole opinkon, Incleding:

»  Mobfying substantlal amendmenis

»  Adding new shes and Investigatons

+ Mobfication of serous breaches of the protoo
= Progress and sately reports

»  Nobfying the end of the stuty

The NRES website also provides guidance on these ippics, which Is wpdated In the light of
changes In reporing reguiements or procedures.

4-80
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Fesdback

¥ou are Inwibed bo ghve youwr view of the senvice that you have recelsed from the Matonal
Research Ethics Sendce and the application procedume. |f you wish 0 make your views known
please use the feedback form avalable on the websiie.

Further imformation |5 avallable at Mational Research Ethics Senice websle = Aftar Review

| 1N In420 Plaags guots this number ¢n all comespondsncs |

We are pleasad bo welcome reg2archers and & & O 5LafT at our NREES commities membsrs'’
training days — see detalls at

With the Commftee’s best wishes for the success of this project.

¥ours sinceraly

mai: [

Enclosures: Lisf of Rames and professions of members who were present ar fhe
meeding and ifose who submitfed whtfen comments
Witar effilcal eview — Quidance for researchers®

copy |
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Appendix 4-Q: Letter of Final Approval from REC

2B June 2013

MIss Amy L E D"Za

Dear Miss D'3a

4-82

Tekphoms: 151 E25 TE4E
Faceimiles 0161 625 7255

Study title: Exploration of how children and young people sslf-
congtrus following a traumatic sxperence

REC rafergncs: W HWI0420

IRAS project ID:- 124301

Thank you for your emall of 21 Jung. | can conflmm the REC has recelved the documents listed
below and that these comply with the approval conditions @atalled In owr letier dated 17 June

2013
Documenis recalved
The documents recelved were a& folows:

DiocLiment

Warson

|Dsre

Paricipani Consent Fomm

2

|1F~..I'1EE":I1E

Approved documeants

The final st of approved documentation for the study ks therefore as follows:

Document verson | [Dae
Evidence of Irsursnce of I'l:'l:_"l'l'l'l't:r

InEErview Schedules Toplc GUtes 1 13 May 2012
Investigator Cv Greasiey

Investigator CV D'sa

[etier from Sporsor 1 13 May 2013
Letier of Invitazon 1D paricipant Tpareri |13 Apnl 2013
CRher. Lemer 1o clnician 1 13 Aprl 2013
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CRher. Raminger 1o dinidan 1 13 Aprl 2013
CRher. Exprassion of Inerest form| 1 13 Aprl 2013
Coher. Niowchart 1 13 Aprl 2013
Cfher. CRE clearance 0o Aprl 2013
Faricipant Consent Form: chikdyoung person 1 13 Aprl 2013
Paricipani Consent Form ] 17 Jne 2013
Paricipant Informason Sheet chld'young person 1 13 Aprl 2013
Parscipant INformason Sheer cinician 1 13 Aprl 2013
Paricipant Infcemason Sheet parert 1 13 April 2013
Proiocal 1 13 Aprl 2013
Duestionnaire TrAUma Sympioms

REC appilcation 3, 14 Way 2013

ou should ensurs that the sponsor has a copy of the final documentation for the study. It Is the
sponsors responsibiity o ensure that the documentation Is made avallaole o R&D offices at all

participating shes.

[ 1HNWID420 Pleass guots this number on all comespondsnce |

¥0Urs sincerns|y

Committes Co-ordinator

Coyy for

4-83
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Appendix 4-R: Letter of Approval from R&D (Trust 1)

Ref No. 2013/034

Study Title:

Re

REC Ref:

JOL)

e

Exploration of how children and young people self-construe
following a traumatic experience
13/INW/D420

itee are as follows

Man Documants reviewsd

RAL

o0 '
S | 5
Pratoc
FParti
pares
~S

chikdvour Q PErsor

rrisrast foer

wilg =g

aricipant o
REC Approvad Lette

Participant C

t

vay |

WIS

) Application Form

onsent Form

dertake a pece of rescarch wahin

nents reviawed and apg

7 e ~
vVarsion Jate
4301/458352/ 148
24301/456352/8/807100855/272083
3 Apel
.J; |
J
N &2 <0 JUNe

3 April 2

oved by the

y e |
Y
N

2013

to grant NHS pearmission for research and for yvou to undertake
INea 1IN your aps A 1 1or any reason you nead 1o amend v
»eass inform us before this is undertaken, Please remember that

e

4-84



ETHICS SECTION 4-85

any protocol amendments/changes will also require furiher review by the Research
Elhics Committee

The Trust may wish to monitor your project from tme 1o time  This will involve for
example checking delails of numbers of particpants recruted o samples in the
study, reviewing Informed consent issues atc. We will Inform you In wnting if this Is
the case o make sutabe arrangaments 10 undertake the MOonIoNNg exarcise

Should the study go ahead it should be noled thal
| You are required to famdianse yourself and adhere to the requiremeants of the

Research Governance Framework (ROF) n the sxacution of the rassanch
study. (Available at www dh gov uk)

2 The study i subject to manitoring and audit by the Ressarch Departrment

3 Under the terms of the Research Governance Framework, you are obliged 1o
report any adverse events 1o the Ressarch Dwectorats as well as the
Research Ethics Commitiee

4 IThe Resaarch Direclorate should be informed of the cutcome of the researct

in particular any presantation of the resuits at scentific and professional
mestings or papers pubkshed

o

The project must have the approval ol a Research Ethcs Camimlees (REC)
Please do not hesitate to contact us on the above number if you have any further
queries Good luck with the project

Yours sincaraly

cC - Sponsor's Representative
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Appendix 4-S: Letter of Approval from R&D (Trust 2)

25" September 2013

Miss Amy D'Sa
Trainee Clinical Psychologist
C18 Fumess ':ﬂ"EgE
Lancastar |J'1|'I.'EFS-TE|'
Lancastar

LAT 4¥T

Dear Miss D23,

Re: NHS Trust Permission to Procesd

Project Reference: 1306

Projact Title: Exploation of how children and young people sei-consiue following 3 iaumatic
BXpEnencs

Thank you for submiting your responses following the research govemance review of your
research project. | am pieased to Inform you that the Chalr of the Regearch Govemance Sub-
Commilttee has granied permission and you can now recrult from all sites Bsted on your SS1.

Please lake the time o read throwgh this leter carefully and coniasd me [ you would ke any
further information. You will nesd this ketter as proof of your permission.

Trust RAD permisslon covers all locations within the Trust; however you will only be aliowed to
recruit from the shes/sendces you have indicaied In section 3 of the 55| application form. I you
would llke to expand recrultment Into other sanvices In the Trest that are not on the onginal S5
then you must contact the R&D department Immediaiely to discuss this before daing 50

fou also must ensure you have lalsed with and ootalned the agreement of Individual sendcaiward
managers before commencing recrultment In that service and you must confact the relevant
sarviceiwand managers prior to accessing the sendce to make an appainiment to visk before you
AN COMMENCE yaur study In the trust

Honorary Ressarch contracts [HRG)

Al researchers with no coniractual relationship with any NHS body, who are o Interact wih
Indviduals In @ way that directly affects the guality of thelr care, should hold Honorary
Research MHS contracts. Researchers have 3 contractual relationship with an NHS body efther
when they are employees or when they are contracted fo provide MHS services, for example as
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e

Independant practtioners or when they are employed by an Independent praciiioner (Resaarch
Govemance Framework for Heaith and Soclal Care, 2005). If 3 resaarcher does not require an
HR.C, they would reguire 3 Letter of Access (LoA). For more Information on whether you or any of
your regearch team will reguire an HRC or LoA please lalse wih this office. I I5 your
responsibiity to Inform s F any of your team do not hold Honorary Research NHS
contracts/Lethars of ACTESE.

Siaff involved In reseanch In MHS organisations may fraquently change durng the course of 3
research project Any changes to the reseanch team or any changes In the cincumstancas of
resedrchers that may have an Impact on thelr sulabllty to conduct reseanch MUST be notified to
the Trust immadiately by the Principal Investigator {or nominated person) so that the necessary
arrangements can b= put In place

Ressarch Govarnance

The Research Govemance Sponsor for this study |s Lancasier University. WHlkst congucting this

study you must fully comiply with the Research Governance Framework. This can be accessed at:

hitpsfivesnar.din. gow. Uk/P uisli catl on s&nd Statisbcs/Publcations/Pudl icationsPolcy An oS ukance/Fubl
=118 - -

For further Informiation or guidance concaming your responsiblities, please contact your research

QoVemancsa sponsor or your local RED oMce.

Good Clinical Practica (GCP)

GCP is an international ethical and scienttfic qualty standard for deskgning, conducting, recorsing
and reporting irials that Involve the participation of human subjects. It Is the responsiblity of al
researchers who are camying out a resaarch project Invaling NHS patients and carers bo complete
GCP fraining and io update this every 2 years. Al iraining certficates must be forwardad to the
R&D depariment to compéy with Trust permission. Please note that student projects are exemgt In
this process.

Rlzk and Incident Reporting

Much effort goes Into designing and planning high gually research which reduces risk; howsyer
unipward Incidents or unexpected events (.. not noted In the protocol) may ocour In any research
project. Whes thesa events take place on trust premises, or Involve ust sendce USSrs, carers or
13T, you must report the Incident within 43 howrs via the Trest Incidant reporting systam. If you are
In any doubt whalsoever whather an Incident should be reporied, please contact us for suUppodt
and guidance.

Regardiess of who your employer ls when underiaking the research within
S o st aonere fo trust policies and procedures at all times.

Confidentiality and Information Govemance
Al personnel working on this project are bound by a duty of corfidentialty. Al material accessed In
the trust musi be freated In accordance with the Data Protection Act (1993) For good praciice
guidance an Information governance coniact us.
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Profocol / Substanflal Amendments

¥ou must ensure that the aporoved profocol IS followed at all tmes. Should you need to amend the
proiocol, please foliow the Research Ethies Commities procedures and Inform @l NHS
onjanisations participating In your research.

Manttering § Participant Recruliment Detalls

If your study duration ls kess than one year, you will b2 required fo complete an end of shudy
feedback report on compéetion. However If your studly duration i more than one year, you wil be
required o complebe 3 short electronlc progress report annually and an end of stedy repor on
completion. As part of this requirement, please enswre that you are able bo supply an accuraie
breakdown of research parficlipant nembers for this trust (recrultment farget, actual nembers
recruited). To reduce bureaucracy, progress regoriing i kept to 3 minimum; however, If you fall io
supply the Information reguested, the tust may withdraw pemission.

Recrulimant
Please provide the trust detals of your recnstment numbers when requested. I you have amy
COncems With reciulment phease contac! the RED t2am Immediately Tor assisiance.

Final Reports
&t the end of your research siudy, we will request a final swmmary repodt 50 that your findings are
made avallable bo local HHS staff. The detalls from this report may be published on the MHS Tust
Intemet she to ensure indings are disseminated as widely a5 possinle to siakeholders.

N behaf of this Trust, may | wish you every suctess with your research. Pleass do not hesiate o
contact us for further Information or guidance.

¥ DUrS: Sincaredy,

— —

Rassarch SuppiT Feliow

On Behal of the Research Covernance Sub-Commires
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Appendix 4-T: New NHS Site- Specific Information (SSI) Application Form (Trust 2)

NHS &3l IRAS Werslon 3.3

The Infegrated dateset required Jor your project will be creabed from fhe ansssrs you give o the follosing quesbors. Tie
sysizm will peEnerais only thos= quesions and secions which (&) appty to your sludy by and (b) ar= reguired by e bodies
reviewing your study. Pleass ensure you answer all T guestions befors prooesding & your applicafdons.

Flaacs snfer a hort s for fhic prodedt (mexieum 70 dharschers)
Exploration of how children s=f-consine= following a tauma

1. Is your prodect recaarch?

ey | No

2 Ssdnol one category from the Dok bslow:

. Clinical trial of an irvestigational medicinal product
. Clinlcal inv=stipafion or ofher siudy of a medical device
. Combimed trial of am imsestigabionsl medicinal product and an invesSgational mecloal desios

.t Oy cinical friad o shudy & noved Inb=résntion or randomisss cinical al o compars Intensendons in cinical practioe
. Basic science shdy irrvoleing procedures wils human perbcipants

. Study administering gquestonnakbesinisndews for guantfadve analysis, or using mbed quanditeeiquasliative
mmeethodology

&) Srudy Involving gualitatiee methods only

. Btudy Imited o working with human Bssue samplss (or other human biolojical semples] and data (specfic project
only)

. Bludy Imited 1o working with data (spechic profect only)
. Research Hesus ank

. Research databese

H your waork doss not fit any of thees ostsgoriec, caisct Se opilon below:

. Ciher shady

2. Pleace ancwer tha following questonic):

&) Does the shudy Insolee the wse of any onising mdiaton?

‘ez 1#'No
0] Wil you be takng new human Usoss samples {or ofer human biolojical sampies | _'Yes %Mo
) WN you b using =xizing human e samples {or ofer human Diolsgicsl samples)? | ves (S0 No

2 In'which countries of She LS will the recaarab shes b looated 77 Tick o’ fmat apoyi
% England
[ 1Scafiand

[ ales
[ Imioem=m reknd

Za. In which couniry of fhe UK will the lead NHE RAD offios be locatnd:

1243011545357 8T014234 361/ 269055
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MHE S35 IRAS Verslon 3.5

% England

. Bootand

Wl

. Noriem irsiand

. This study does not imeolve e NHS

& Whilich review bodlss ars wou appiying to?

[ MHEMSC Resarch and Develooment affces

[ 1=ockal Cans Res=yrh Ethics Commibtes

%4 R=gearch Efikcs Commitize

[T IMafions Imormstion Covernance Board for Heakh and Sodal Car= (NIZE}
[ Isadonsl Cffendsr Maragement S=ndos (NOME) (Prisons & Frobation)

Far NHSAHSC RAD oiffces, e CT must cresde Ste-Specific Informabion Forms far asch s, i srololon fo the
shudy-wide forms, amnd drangfer Eham B the FTs or focal cotabarabors.

B Wil &y ressarch cHes Inthis chudy be M organlsations?

Yes LMo

Ea. Ars all the recsarch cocts and Infrastrooturs coste. Tor thic efudy prosslded by an KIHR Elomesdical Facaanch Cemrs,
HWHR Elnmedosl Recasrah UnE, MNIHR Collasoration for Laaderchip In Heafth Rscaarch and Cars (CLAHRC] or HIHR
Reassarch Centre for PaSent Eafety & Servies Guality in o chady cRes 7

_AYes SN

¥ s, NHS permission for pour Sy wil be prooe zeed thvowgly Me NIHR Coodinafed Sysiem for gataing NHE Permission
[RHR CEFY.

B Do you wieh o maks an application for tha cfudy fo be conclderad for IHR CBrloal Ascsarch Metwork (CRM) suppsort
ared Insslusion in She HIHR Clinloal Rsssanch Mebework (GRM) Porifollo ? Pleses ses Information button sor further dedalls.

L AYeE SN

W =5, NHE permission for Four Study Wil be croc=ssed Shiough Me NIHR Coomiated System for gaining NHE FPermission
{HIHFR CEFY and you mrs compiale 8 NIHF Cinical Research Mstwork (CRN) Forfolis Sppication Form immediafaly after
compafng fs proyect Sier and bafhes romplsing and suBTUTInG odher ST

& Do wou plan to Insduds any parfiolpants who are ohilldremn?

YeE LMo

7. Do ywou plan at any ctags of the projsct to undertaks Inbnmlve recaarch Involving adults lscking oapsoty o coneend
Tor themestme?

_AYeE N

Anmwer Vs I you p'an i recralt fving sanvoinacss aped 10 o Over ko AOF CRaTY, or fo retaln them iy Me shudy oo
ios3 o capan)y. infreshe research means any Fesearch Wi the Teing neqeidsg comseat v . THS includes use of
i=mifale Trsus samples or persons inbrmation, exo=pf whens sppiication i balng mads io Me NIGE Efvcs and
Confidenially Commites fo sef asde the common bw doty of conficenBaiey In England and Wak=s. Please consul the
guidancs aofes for futher inbrmadinn on dve begal fameworks for ressarch devobdng aduls acking capaciy bn dhe LWL

E Do you plan o Inglude any parSclpants who an priconsrs of young offenders in the cucbody of HM Pricon Senvics or
who are oflenders superviesd by the probafion sarvice In England or Walkss

2 1243154525770 1423436126 9055
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L "Yes = No

& lg fhe sbudy or sy part of H baing underiaken & an sducsabional projesst?

2= Yes LMo

Flease describe briefy T insolsement of the studsnbs)c

Ehudent is the principal invesigator {rain== cinical psychaloglst) e
profect s pa of the dociorke n clinical

mEychology.

B I e projeod being undertaken In part felfiment of a PAD or obher docforabe?

==Yes LMo

10, Wil this recsarch be Sranalaly cupporisd by fhe Unied $Maiss Dapartmend of Health and Human Barviass or any o
Ee divickane, agenales or programs 7

_"Yes Mo

11. Wil identifable padient dais be aposceed oulslde the oare isam wEhowt prior conesnd i any clage of the project
[Inchsding idsntmoxtion of potentisl parbolipenis)?

_"Yes [#=No

3 1243011545357 BT01A234 361/ 2689055
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ke the cHe hoetfing thic ressarch & MHE sie or @ non-HHE sia? NHE sies nclude Health and Socis Cane organisaions in

KNosthem reland. The sifes Rosiing fhe ressanch anes the sthec by wilch or fhrouph wisch resesrTlh Docsoorss B conascisd
For NHE cies, ihic incivdes oies whers NHE cia¥ are parficipanis.

& NHE sz
' Hon-MHS =i

This quexTion mos! be completed before procesding. The Sifer sV comiomine Me form, oisabiing guecions wiich ans ol
refevant o s appilcation.

On= SFe-Spenfc (nfamation Fonm Showid e compdefed e aacf recegerh sfie and sohmited fo the relsvant RE0D office
with i doceyments in dhe checkiisf. See guidances nofes.

The cafa i Mils box 5 popesai=d fom FaT A

The of reseanch:
Expiorafdon of how childmen and youny peapls s=f-consines foliowing & taumsic sxpersnce

Ehori§te: Explorabon of how children s=f-consirus follosing a raema

THe Forsmamedinibals Sumames
Chief irviegHpator:
Miss A O'sa

Mame of HHS Research Ehics Commitbes o which applicabon for smilcal redes o Deing mades

Froject referenoe number from abose REC: 138420

1-1. Gitve the nams of the HEE onganisation reeponsible Tor this ressanch sy

1-8. In wiilch acundry & the racsarch cEs kocalsd 7

& England

. \hales

. Sootiand

. Morherm irsiand

1-4, |g the recaarch sits & OF practiss or other Primary Gars Crganissflon?

L AYes M

2 Whao e the Primoipal invesctigabor or Looal Collaborafor for this regaarch ot thic cBe?

4 1243017453570 2343611288055
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Sekeit e approprisie The % Frncipal Investigator

Tih= Forenameiinkals Swmame

Post
Gaaifications

Crpanisation
Work Addness

PosiCode

Work E-ma
Work Telephare
Woinl =

Feni

a} Approximately Row much Gme wll Gis persan allocabe fo conducing s mesearch? Pleanes provkce Four nesnorse
i ferms of Wdho'e Time Eguivaisnds (WTEL
0z

b} Does s persan hold A Dorent substantse empioyment confract, Honarary Clnical W g ' Mo
Confract or Honomary Research Contract with e MHS organisafon or acospied by the HHS
ongari=ation?

A oogy of @ Cpyrent SV for e Prncipal Inveslipaior jmanimum 2 pages of £4) must be sobmiten with St fhm

% Flsacs give detalks of all lowatlone, departments, groups or unlbe at whish or through whilch recsarch proosdures will
be conducded af this cle and desaorlos the activEy that will fake placa.

Pi=ase o il iocationoii=nsdments =i phere reosanch procsoiumes wi! be oonoriss! within the MHE organisation,
desoribing dve Involvemen in & few worss. Fifene aocess do specifc faciibes will be reguiesd dheses show'd also be Dsfed for
=poTt doCaton.

HName five maky incafiondepanment A Give cefals ofany reseay proosdoness o be cavrind ool off s, for exampis in
paviicipanis” homes.

Lozation ApthvtpTaoliiac

Recruiment {e.g. diss=minating Information packs o
chifremyoung peapls and parentsjiy the diniclan =1l
take place In this s=fings

B Plracs glve datallc of all othear memibeare of the reesarch feam at fhis s,

& Doac the Prinoipal Invectigabor or amy ofher mambar of the o= recaarch tsam have any dirsot parconal Involvemend
|6.3. inamclal, chars-holding, personal rlabonehip sbe) In the organkation sponsoring or funding the recsarch that may
jghve rica {o & possible conflied of Indemeet?

“Yes Mo

124301 4235 IRT01/ 2343612853055
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T '‘What le the propocesd bkooal clard and snad dats for the recearoh af thic cfe?

Sitart dai= 2T0AR012
End diale: ANOT2014
Durabon (Monthsi: E

EB-1. Give datallc of all non-slinloal Intsrvendlonic} or procadurs{c) that will be recsived by partiolpants s part of te
rasaaroh probosal [These include Sesiing Conent, infeniews, non-cinical absenations and Ues of questionnares.

Cotwmns -4 have Been compésied with fwfonmalion fom 4190 as beioes
1. Tofal nomber of ierventonciomoedures io be eosfied by sach pardopant as pat of the msearch prodoond

Z. [Fihis infensendion would fave been mudnedy phven io parficipants o pad o Melr cans, how many o Mme i
wouid hawe been muline T

3 fverage fime faken per infenvenion (minuies, fows o days)
4. Detals of who will conduc Me pocedwe, sod khee 8wl ke olace

Pizgse complete Colamn 6wy defals of e aemes off indwoua's oF nemes oF SIT Qrowyss weha wil oovralucT the

orocedure & s wie.
Int=rsaenlion orprocedure 1 2 3 4 5
Froviding partidpant 1 5 Childr=nfyoung people and thelr parents will be provided  Clisldans who
Informadion packs o mins with iInformmation packs about e study by thelr lead work In
potentisl parficipants clniclan wiio I= working with them in the sareice s=@ing.  denthed Chikd
Barsioes
Chikiyoung person 1 25 Childr=nfyoung peopls will b= glsen infonmadion atout
reading e parficpant mins e shody fo read In Sedr osn Ime
Information shest and
sppression of Imenesd
fiomes
For fhe chilkdyoung 1 20 I & Trawms Symploms Checkiist Cusstionnalme has not
pErsan o complets & mins presiousty been completed the childipoeng person il
Tauma Sympioems b asked o complets this with the sepport of thelr
Checklist Cusstonmaine parent.
Fanent reading the 1 25 Fareniz will be ghyen Imformafion atout the shidy o resd
parficipant infonmeation mins  In their osm Ame
sh=st and mepression of
Imi=resd Torm
The parent wilbe ask=d 1 10 The= parent and chidiyocung person wil opf Inta e shady
o opf Indo the shudy an mins by completing and refeming the expression of merest
Eehaf of dhe ohild shest (E55) and H recessany e Treusa Symplomes
Checkllst Quesionnale in 3 stamped addessed
enysinps. On receint of the form e regesrrher will then
coniact pariicipants dirscy.
Congent will b= sought 1 15 Th= childfyoung person and parent willl b= asked 1o
from the childfyoung mins separmiely ghve el infonmed comsent by compl=ing
person and parent sEparie consent forms. Cinly W both cons=nt Wil the
Imi=riey take place.
Oime b ores Indersle=w with 4 45-E0 The Inf=ndew wil b= condecisd In a locafon Tamillar b
thie child*soung persan mins e child'soung person (&g clinic Mmoo used by
winlch will be audis CARHEChIE paychology), Each Ink=ndew wil b= audio
peconded pecorded which will hen laber be transcribed by the
PESEarTher

B-2. Wl any acpecis of fhe recearoh & this clts ba condusted In & different way bo that desorlbed In Part & or tha
prodonod

& 124 3MIS4 85T 234361209055
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_EYes (Mo
i '¥ies, plews mofe any refevant Changes io ihe inormaiion in me above debie.

Are thers any Changes obher han thones moded b fe fabie?

18 How many resaarch pariiolpanicicampias o & axpavisd will be reorussd'obinsd from this cEe?

A tofal of 12 paridpamts are hoped G0 b= recnai=d across the teo identified dinical sies within Lancashines Cars MHE
Foundation Trust. Sddbionsl rrouftment within East Lancashire Hospial Trust may also be scught 1o reads magimum

recrutment for This shdy.

11. 3ive defallc of how pobantial partiolpants il ba ldemiimed iecally and wh wl bs making tha At approach fo them
to take part in the study.

Podental paricpanis will b= IdeniSled amd first appnoeched by a cinlcian wsorkdng i the sersice. The dinician™s wil b=
agply e Incluslondeecusion criberia for the shudy (an Information sheet will b= prostded o support hisfo determine
who ey should infonm abowt The study. &s part of his process: diniclan®s will 2lso have b check: 1 e child'young
person has complebed & Trauma Sympfoms ThecHist Sesstionnake a3 part of thelr care. T so Tey wil see F e
chlki¢young person has scored in lin= with the inchesion ofieria and wrfle e Ssoore on e sapeession of inf=rest fom
within e Information pack. Sthensise the dinician wil b= asked o prosid= a biank questormaine when ey povide

the chidfyoung person and parsnt with e shudy Infonmation pack.

12 Who will be responsibls for obdaining Informed oonsernt ot thic cBs7 What sxperbcs and training do thess pereons
hawe In abtaining conesnt for racsaroh pupocess s

Fame Expertisefraining

The= chief The chied Ireestigaior all b= obiaining informed cons=nd at the b=pinning of = Intendew. Pariicipants:,

Investigalnr  and thelr panents will be abie o ask questons about e study and hasye Tem answersd af varkous
points during recrulement and before Infonmed oorsent s maken. For sxrampls the infonmeadion sheets
walll prosdide contack detalls for e chlef nvestigaior. Sodftionally when the pansnt s confackesd o smange
an Imerviea ared then kaber at the ink=rdesy e for guesSons il e offersd.

1E-1. Is thars an Indapandamt contaot poind where potandlal parflcipands oan ceak gensral advics about taking part Ini
rasaaroh 7

The participant mformabion sheed wil provide detslls of indlvidusls who they can contact outslde of the serdo=_ For
exampls supsrising academic supsrvisors will be provided so that pobental pariicipants can rals= concemes ar ask
qu=siorns about the res=mrch

16-2. Is thars a contaat polnt whars potential participants can cesk furifeer detalle abowt thie specdfe recaarch projeots

Podentisl participants will be able o contact the chisf Investigatmr at amy point dunng recnetment o seek furiher detalls
anbged the ressarch project. I fere are any concems aked, e chiel nvesbigatior will remind e pol=ndal pardcpant of
the contact detalls of sr senkor scademic supendsors who can respnnd b thess concems [ neoessany.

18 &re thers any ohangss fhat shouwld be meds £ the genario confent of the Informabion shest 1o refizat cHe-cpaoliic
lesust In the pondunt of the sfudy? A substantel amendmen! may nesd o be gisoussed WM he Shver investgaior and

sutmiisd io Me man FEC.
The res=anch peotocnl wil nod difer In amy way.

Plegee cyovides & OOy 00 eaced oapsr of e panicinas information sheel and consent form thed el be used iocaky
Uimiesx indicaed above, his muct be the same genenc werion wbmitied ioaporoved by dhe main REC for fve ugly mhie
inciuding ref=vant oo istrmasion abool Me site, iInvestigaior and confad poiss for paficines’s (2o guidence modes).

7 12434557 IR0 234 361288055
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17.What looal arrangemants havs bean mads Tor partiolpants. who might not adequatsty endenstand veribal
explanations or writhen information given In Englch, or who have cpeclal commumnication nesde? (=5 fransiation, use of
infemrafers afc )

Du= o e theoretical underpinnings of the: res=arch, and e Inlendew proce=ss. Folentsl participants nesd (o be sbie

o speak Englsh fusnly. Therefore theme s no nesd for aprangements o support nor-English speaking ar special
communicafion needs.

1% What looal arrangements will ba mads fo Inform tha P or cfher health care profeceionals recponeibis for e oans
af tha parBicipamts7

The Infonmeadion gained throughout e study will be kzpt corfidental and Serefore resporsise professionals willl not
b= informed. The anly =xceplon o Gis being 1 a ssfeguanding or sk Esue ks dentified. H this ks th= cas= the name
dinician provides by e parent an e sgpeession of inkerest shest will be made aaare of e oonoem by e chlel
Ireimstpaior.

18.Whatl arangements {e.g. teciiies, stafing, peyohoscolal support, smargency procedurss) will ba In placs ot the
gits, where approgiats, io minimics thes deke to parboipants and c2397 and deal wEh ths soncsquensse of any har?

W &y saf=guarding or fisk lssues are idenified Se named cliniclan for T child'soung person will be contacted by the
chief Investipator fo share the concem. The chidiyoung person and paren| s} wil also be made sasre of his concem
and will be encouraped b speak fo e cinkclan

0. What are the arrangemants for the suparvicion of the conduot of the recearch af thic sfe? Flegss oive fhe name and
confan getas of any superdsor nof anescy dshed by Me aopication.

The chilef imvse=sHaatonr will be offered superdsion and support from both ther scademic supendsor and Sedr Seld
seperasar, [ o works tor e trust).

21_What mxdsnal Tunding will ba providad for the recsarch af thik cHe?

. Funifierd by commercial sponsar
. Oy fiunding
A Ko exiermeal funadlng

Horag walll e coests of Bhe reseserh be covered T
The res=arch |5 part of & docioral fesls for a DCInPsych programme

22 Authorisations required pricr fo RED approval

The local research f=am ame responsible for contacing B local NHS R&D offic: about the res=arch project. Whens the
res=arch project ls proposed fo be coordnai=d centrally and therefore Sere |5 no looal research fssm, His the
responsibifty of the ceniral res=sech team o InsSgetes kis contsct with local RED.

WHE RALC offices can offer advice and support on e s=t-up of & researh project at thelr organisation, including
Infiorreation on local amangements for support serdoes relevant o the project. These support serdces may Inchede dinical
soperdsors, Ine mansgers, senice managers, support deparmment managers, phamacy, data protecton offcers or
firance= maragers d=pending on e nature of the res=srch.

Chlaining the necessary support sendce sulhorisations is not a prereguisiie o submission of an applcafion for NHS
res=xrch penmission, but sl appropriale suihorisabons must b= In place before KHS reseach permission wil be granted.
Processes for abtaining sulhodsations willl be sublect io local arangements, Dut e minimum expecisiion s that the local
RAD o#lce has been contacked fo noffy It of T propos=d research project and o disoess the project's needs prior o
submission of the appllcaion for MHS res=arch pemizsion vis BRAS.

Faliure to =ngap= with local HHS RED offices prior o submission may lead o unnec=ssany delays In e process of this
appilication for MHE ressanch permissions.

3 1243015459571/ 234 361/ 288055
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with:

Dhescd aration:

[%4 1| ponfirm Shat the relevrant HHE organicaiion RED offios hac been contaoted bo dicoucs the nesde of the prodeot
and looal arrangemenis Tor cupport carvioss. | undersiand that fallurs to sngags with B Iooal MHE RED ofMics baTors
submission of this applioaflon may result In unneosssary delaye In obiaining HHE recsaruh pemilscken for this
project.

Flazes give the name and contaot detalic for the HHE RED oMos ckaff membar you have discamesd Shis applloation

Fiease nok= thaf for some sit=s Me AHES FED ofice contact may nol be siysicaty based af Me si=. For coniect dedals nefer
o dhe guidarce o d's quesiioe.

Work E-mail
‘Work Telephone

ThHe ForenameiinBals Somame

4-97

IRAS Verslon 3.5

1.

2

10

11.

1

13

Ceglarabion by Frinoipal Investigabor or Local Colaborafor

The infarmation in &is form s aocuaie o fe best of my knosledpe and | take full respoesibiity for 1

| umiderfake o ablide by the =fical principles underpinning the World BMedical Associsfion's Dedamabon of Helsinkl
and relevant good prachce gukielines in the conduct of res=sech.

i iz res=arch 13 aporoved by the main REC and NHE organisation, | underiste fo adhere io e study proinool, e
fizrms of the spplication of which ihe main REC has given a favourable opinkcs and ‘the conditions requested by S
MHE organizstion, and 1o inform e NHS arganisaton within local Gmelnes of any subsaguent amendments o
e protoool.

I e ress=arch |5 approved, | undierizke o abide by T principles of the: Research Govemancs Framesork for
He=sith and Soclal Car=.

| merene of my respoasibiity b be un bo dale and comply with e reguirements of e s and relesant
guideines reiabing b the conduct of resesnch

| umdierfake o dlscioss amy conflics of inkerest Sat may arfs= dering the courss of tis resesch, and ke

responsbifty for srsuring et sl stalT mvokied Inothe res=sech ars ascans of Pelr respors ibilEes o discioss
conficks of Inisrest.

| umdierstand and agres that study Sl=s, documenss, res=srch reconds and dets may S sublect fo Inspeciion by e
MHE crganisafion, the sponsor o an independent body for monforing, audl and Inspechion purposes.

| ke responsibiity for ensering st st involved in e ressarch at this she hold sppropriale oomtracts foar the
dursiion of e research, are famillar with the Resemrh Govemancs Framswork, the NHE onpanisafion’s Dats
Frofection Paollcy and all cther relevant polides and guidelines, and are appropristely fained and experienosd.

| underiske to complebs any progeess and'or Tnal reports as requeshed by e HHS crganisation and wnderstand
st confinuation of permlssion b condect ressarch within the HHE orpanisation s dependent on sabsfsciony
compi=San of such renors.

| umdierfak= o maintain a profect fl= for Sis research in aocordanos with Se NHS erganisstion’s pollcy.

| take responsbillly for =rsuring et all serfous adverse events are handled wihin e MHES onganisabon’s policy
for reporting and handling of adverss =wenis.

| umdersiand S Information relatng to this res=srch, Including the contact detalis on Bis application, wil b= Redd
oy the RAD oMc= and may be h=id on national research information sysiems, and ot ils Wil be maeseged
acrording fo e principlss. esiablishsd In e Cala Protecton Act 15598,

| umdierstand St e infomation containesd In this appilcabion, amy supporting documentation and all
com=spandsnce with the RAD office and'or the REC sysiem refating to the application wil be sublect o e

9 124301345857 /8T01/234 361 289055
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provisions of the Fresgom of Infiemation Acks and may be discliosed in resporse o requeshs maade undes the Scis
=xrept where styluiony exempiions apply.

Shgrature of Principal rreesfigaior
ior Local Caodlaborstor -

Frinmt Hame: My 05

Drabe: i iral B

11 124 3054 585701 /2343610288055
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Appendix 4-U: Letter of Approval from R&D for Additional Recruitment Site Trust 2

NHS!

20" January 2014

Miss Amy D'Sa
Tralnee Cinical Psychologist
C1& Fumess College
Lancastar Unlversity
Lancaster

LA1T 4¥T

Dear Miss 053,

Re: NHS Trust Permisslon to Procasd
Projact Referance: 1308

Project Title: Exploration of how children and young peaple seif-construe following 3 fEumalic
expenence

Thank you for submiting your responses Tolowing e research govemnance review of your
research project. | am pleased to Infarm you that the Chalr of the Research Govemance Sub-
Committae has granted pemmisslon and you can now recrut from all sHes listed on your S5,
Inciuding the new additional site:

Flease take the time to read through this letter carefully and coniast me I you would lke any
further information. You will need this etter 35 prooll of your permission.

Tnist RAD permission cowers all iocations within the Trust, howewver you will only be allowed i
recrut from the siesisendces you have indicaled In section 3 of the 351 application form. I you
would llke to expand recnultment Imto oiher s2nvices In the Trest that are not on the oniginal =5l
then you musi comact the RED department iImmediatedy 1o discuss this before Soing so.

¥ou also must ensure you have Balsed with and obtained the agresment of Individual serdcaiwan
managers before commencing recrultment I that senvice and you must condact the relevant
sarviceiwand managers prior to accessing the sendce to make an appoiniment to visi before you
Can COMMENcS your sbudy In the trust

Honorary Ressarch contracts [HRC)

Al ressarchers with no contractual relationship with any MHS body, who ane io Interact wih
Indviduals In @ way that direcily affects the gquallfy of thelr care, should hold Honosary
Research NHS contracts. Reseanchers have 3 contractual relationsnip with an MHS body ether
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when they are employees or when they ane contracted io provige NHS services, for example as
Indepengent practtlioners or when they are employed by an Independent praciitioner {Research
Governance Framework for Heath and Social Care, 2005). If a researcher does not require an
HR.C, they would reguire a Letter of Access (LoA). For more Information on whather you or any of
your research team will reguire an HRC or LoA please Nalse wiih tis ofMice. It 1s your
responsiolity to Inform us T any of your team do not hold Honorary Research MHS
coniracis stters of ACCEES.

Stalt involved In research In NHS organisations may frequently change during the course of a
research project. Any changes to the research team or any changes In the clrcumsiances of
researchers that may have an Impact on thelr sufability to conduct reseanczh MUST b2 notified o
the Trust immediately by the Principal Investigator {or nominated person) so that the necessary
arrangements can be put In place

Resaarch Govarmancs
The Research Govemance Sponsor for this study |5 Lancasier University. Whikst conoucting this

sldy you must fully compdy with the Research Governance Framework. This ¢an be accessed ak:

For further Information or guidance concemning your responsiliities, please contact your research
QoVEMancs SPONE0r or your local RED ofce.

Good Clinkcal Practice [GCP)

GCP Is an Intemnational ethical and scleniific qually standard for designing, conduciing, recording
and reporting triais ihat Involve the particlpation of human subjects. It Is the responsibiity of all
researchers who are camylng out @ reseanch project Invalving NHS patients and carers to complete
GCP fraining and to update this avery 2 years. Al iraining certMcatas must be Torwarded io the
R&D depariment to comply with Trust permission. Please note that student projects are exemgt In
mls EHOCESE.

Risk and Incident Reporting

Much effort goes Inbo deslgning and planning high quallty research which reduces rsk; however
unipward Inckdents or unexpectad events (l.e. not noted In the probocaol) may oseur In any resaarch
project. Where thess events fake place on inesi premises, or involve ust service USers, Carers or
&1afT, you must report the Incldent within 438 howrs via the Trest Incldent reporting sysiem. If you are
In @ny doubi whatsoever whather an incident should be reporied, piease contact us for swpport
and guidance.

Hﬁrﬂiess of who your employer Is when underiaking the research within _

ou must adhene o inest policies and procedures at all imes.

Confidentianty and Information Gowamance
Al personnel working on this project are bound by a duty of confidentialty. All material acoassad In
the frust must be treated In accordance with the Data Protection Act (1983) For good practice
guidance on Information gavernance contact us.
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Protocol ! Substantial Amendments

fou must ensure that the approved protocol is followed at all times. Should you need to amend the
profocol, please follow the Research Ethics Committee procedures and inform all MHS
arganisations participating in your reseanch.

Monitoring / Participant Recruitment Details

If your study duration is less tham one year, you will be required to complete an end of study
feedback report on completion. However if your study dwuration is more than one year, you will be
required to complete a short electronic progress report annualty and am end of study report on
completion. As part of this requirement, please ensure that youw are able to supply an accurate
breakdown of research pariicipant numbers for this trust (recruitment target actual numbers
recruited). To reduce bureaucracy, progress reporting is kept to a minimum; however, if you fail to
supply the information requested, the trust may withdraw permission.

Recruitment

Please provide the trust details of your recruitment numbers when reguesied. If you have any
concems with recruitment please contact the R&D team immediately for assistance.

Final Reports

At the end of your research study, we will request a final summary report so that your findings are
made available to local NHS staff. The details from this report may be published on the NHS Trust

intermet site to ensure findings are disseminated as widely as possible to stakeholders.

On behalf of this Trust, may | wish you every success with your research. Please do not hesitate to
contact us for further information or guidance.

Yours sinceraly,

Research and Innovation Lead
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