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Table A: 
CUTOFFS FOR TREATMENT ELIGIBILITY: Comparative Data from Naturalistic Prospective Longitudinal Study of Consecutive  MVA Patients  (Ehlers et al. 1998; Mayou et al., 2001)

	Grouping by Severity of PTSD Symptoms

at 3 Months after 

MVA
	n at

3 months      1 year 
	Mean (SD) PDS at 3 Months after MVA
	Mean PDS at 1 year after MVA
	PTSD Diagnosis at 1 year

	All MVA survivors
	888                  781
	  9.1 (9.1)
	  7.5   (9.1)  
	16.5 %

	PTSD diagnosis
	204                  153
	21.8 (8.7)
	16.5 (10.8)
	50.3 %

	PTSD diagnosis and PDS score of 

20 and above
	117                    91
	27.4 (6.7)
	21.6 (10.6)
	71.4 %

	PTSD diagnosis and PDS score of 14 to 19
	49                       36


	17.0 (1.6)
	10.6 (5.6)
	27.8 %

	PDS score less than 14
	667                   532
	 4.7  (3.8)
	  4.3 (5.1)
	   4.7 %


PDS: Posttraumatic Diagnostic Scale (Foa et al., 1997)
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EFFECTS OF SELF-MONITORING

Page B: Effects of 3 Weeks of Self-Monitoring including Long-term Outcome

Table B: 
Symptom Changes Associated with Initial Assessment and 




Self-Monitoring (N= 97 Patients)

	
	Initial Assessment
	Post-Monitoring

	PTSD SYMPTOMS
	
	

	PDS (freq)      mean

                        SD
	30.0

  7.5 
	24.7

  9.3

	PDS (distr)      mean

                        SD
	30.8

  8.3
	24.3

  9.8

	ASSOCIATED PSYCHO-PATHOLOGY
	
	

	BAI                   mean

                          SD
	22.3

  9.0
	18.3

  8.8

	BDI                   mean

                          SD
	20.8

  8.5
	18.1

  8.9

	DISABILITY
	
	

	self-report
	  5.9

  2.2
	  4.7 

  2.3


PDS: Posttraumatic Diagnostic Scale (Foa et al., 1997)

freq = original scale, distr = mean additional distress rating for each symptom

BAI: Beck Anxiety Inventory  (Beck & Steer, 1993a)

BDI: Beck Depression Inventory  (Beck & Steer, 1993a)
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Further information:


Ten percent of the participants showed a decrease of 50% of greater on the PDS,  27% a decrease of between 25 and 50%, 32% showed a decrease of up to 25%, 5% did not change, and 26% showed an increase in PDS severity.

The 12 patients (12%) who improved to the extent that they no longer met trial criteria gave the following reasons for their improvement (some gave more than one reason): Assessment/ talking about the experience was helpful (70%), assessment changed meaning of event (e.g., does not feel guilty any longer) or symptoms (e.g., does not feel he/she is going crazy any longer) (50%), patient started exposure (driving or talking to others) (50%), self-monitoring was helpful (40%), or another event changed meaning of the event (20%). The patients excluded after self-monitoring were informed that their low scores indicated that they would probably improve without further treatment. They were asked to contact the research group again if their condition deteriorated or if they felt they still needed help. Two patients (17 %) asked for help several months after the initial session, one for help with fear of driving, the other for help with depression. Neither patient met criteria for PTSD at the time of renewed contact. Questionnaires were mailed to the other patients who were excluded after the self-monitoring to assess symptoms at 6 months after initial assessment. One patient reported a high PDS score, but did not want treatment. Other respondents indicated low symptom levels. 


Compared to patients who remained symptomatic, the improved patients scored lower on initial measures of distress associated with the PTSD symptoms (PDS-distress scores 24.7 vs. 31.6, t(95) = 2.768, p = .007; mean Sheehan disability rating 1.9 vs 5.0, t (92) = 4.647, p < .0005) and depression (BDI: 14.6 vs. 21.4, t (95) = 2.66, p = .009), were less likely to report flashbacks (PTSD criterion B3) in the initial SCID assessment (33% vs. 74%,  Chi2 (1, 97) = 8.188, p = .004),  tended to be less educated (82% left school at/ before age 16 vs. 44%, Chi2 (1, 96) = 5.721, p = .017), and  less likely involved in litigation (50 % vs. 82 %, Chi2 (1, 97) = 6.489, p = .011).

SAMPLE CHARACTERISTICS

Table C: 
Sample Characteristics of Randomized Controlled Trial




Means (Standard Deviations) or Percent
	Variable
	Cognitive Therapy

 N = 28
	Self-Help

Booklet

N = 28
	Repeated Assessment

N = 29
	2-Test or ANOVA

	Sex  - women

        - men
	71 %

29 %
	75 %

25 % 
	69%

31%
	2(2,85) = 0.258, p > .87

	Age
	40.1 (11.2)
	39.8 (11.5)
	37.7 (12.2)
	F(2, 82) = 0.357, p > .70

	Ethnic Group
         - Caucasian

         - other
	93 %

  7 %
	100 %

    0 %
	97 %

 3 %
	2(2,85) = 2.100, p > .34

	Marital Status
- single

- married/ cohabiting

-  widowed/ divorced
	29 %

61 %

11 %


	21 %

64 %

14 %
	24 %

55 %

21 %
	2(4,85) = 1.450, p > .83



	Education
- no degree

- GCSE (16 years)

- A level (18 years)

 or equivalent      

- University degree
	11 %

29 %

46 %

14 %
	  7 %

36 %

29 %

29 %
	  3 %

45 %

45 %

 7 %
	2(6,85) = 7.662, p > .26

	Employment
- unemployed

- employed

- student

- retired

- homemaker
	  4 %

 86 %

  0 %

  0 %

11 %
	11 %

75 %

  4 %

  7 %

  4 %
	 7 %

76 %

  7 %

  3 %

  7 %


	2(8,85) = 6.225, p > .62

	Professional Group
- professional

- white collar

- blue collar

- student

- homemaker
	21 %

36 %

32 %

  0 %

11 %
	32 %

25 %

36 %

  4 %

  4 %
	24 %

38 %

24 %

 7 %

 7 %
	2(8,85) = 5.084, p > .74

	On Medication
Psychotropic

Pain Killer


	14 %

36 %
	19 %

30 %
	25 %

29 %
	2(2,85) = 1.048, p > .59

2(2,85) = 0.368, p > .82

	Accident Type
-  driver car/ van etc.

-  passenger

-  bicyclist/

   motorcyclist

-  pedestrian
	64 %

11 %

14 %

11 %
	71 %

25 %

 4 %

 0 %
	66 %

21 %

13 %

  0 %
	2(6,85) = 9.773, p > .13

	Injury Severity
(self-rated, 0 - 10)
	4.7 (1.6)
	4.6 (2.2)
	4.3 (1.9)
	F (2,79) = 0.320, p > .72

	Time Since Accident at Random Allocation(weeks)
	17.2 (4.4)
	18.9 (5.1)
	17.2 (4.4)
	F (2,82) = 1.297, p > .27

	Ongoing Physical Problems - Initial

Present

Severity ( 0 - 10)
	96 %

4.5 (2.3)
	90 %

3.9 (2.3)
	86 %

3.8 (2.4)
	2(2,85) = 1.829, p > .40

F (2,82) = 0744, p > .47

	Ongoing Physical Problems - 3 months

(for completers only)

Present

Severity ( 0 - 10)
	89%

3.8 (2..9)
	80%

3.8 (2.7)
	78%

4.3 (3.1)
	2(2,80) = 1.418, p > .49

F (2,77) = 0.322, p > .72

	Ongoing Physical Problems - 9 months

(for completers only)

Present

Severity ( 0 - 10)
	68 %

3.1 (3.1)
	92%

4.0 (2.5)
	69 %

3.4 (3.3)
	2(2,79) = 5.172, p > .07

F (2,76) = 0.580, p > .56

	Litigation
No/ undecided

Plan to/ started
	11%

89 %
	14 %

86 %
	28 %

72 %


	2(2,85) = 3.115, p > .21

	Initial PTSD symptom severity 

self-report - PDS freq

                  - PDS distr

assessor     - CAPS freq

                  - CAPS int
	30.2 (7.9)

31.6 (9.1)

31.7 (9.5)

26.7 (7.4)
	30.7 (7.7)

31.8 (7.6)

31.3 (9.0)

25.6 (7.8)
	30.9 (7.4)

31.3 (8.2)

31.8 (11.9)

25.7 (10.3)
	F(2, 82) = 0.063, p > .93

F (2,82) = 0.028, p > .97

F(2, 82) = 0.018, p > .98

F(2,82) = 0.136, p > .87

	Depression (BDI)
	18.8 (6.7)
	22.8 (9.9)
	22.6 (8.7)
	F(2, 82) = 1.959, p > .14

	Anxiety (BAI)
	21.6 (7.9)
	22.2 (11.2)
	24.4 (7.4)
	F(2, 82) = 0.762, p > .47

	Disability

self-report

assessor (CAPS)

interference (SCID)

distress (SCID)
	5.9 (2.4)

2.2 (0.8)

5.0 (1.3)

5.4 (1.3)
	6.0 (2.3)

2.1 (0.4)

5.3 (1.1)

5.5 (1.0)
	6.0 (1.8)

2.1 (0.5)

4.8 (1.1)

5.3 (1.3)
	F(2,82) = 0.022, p > .97

F (2,82) = 0.275, p > .76

F (2,82) = 1.260, p > .29

F (2,82) = 0.287, p > .75

	Comorbid Major Depression (SCID)
	18 %
	11 %
	17 %
	2(2,85) = 0.680, p > .71

	Past Major Depression (SCID)
	30 %
	39 %
	32 %
	2(2,85) = 0.621, p > .73

	Comorbid Anxiety Disorder (SCID)
	21 %
	20 %
	11 %
	2(2,85) = 1.171, p > .55

	Previous Trauma meeting DSM-IV criterion A (PDS)
	78 %
	70 %
	64 %
	2(2,82) = 1.211, p > .54

	Further Trauma in Study Period meeting DSM-IV criterion A

(PDS)
	14 %
	24 %
	22 %
	2(2,80) = 0.905, p > .63


Legend Table C

self: self-report scale

assessor: clinician-rated scale

PDS: Posttraumatic Diagnostic Scale (Foa et al., 1997), freq = original scale, distr = additional distress rating for each symptom

CAPS: Clinician-administered PTSD Scale  (Blake et al., 1995), freq = frequency scale, int = intensity scale

BAI: Beck Anxiety Inventory (Beck & Steer, 1993a)

BDI: Beck Depression Inventory  (Beck & Steer, 1993b)

SCID: Structured Clinical Interview for DSM-IV (First et al., 1995)
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TREATMENT CONDITIONS

Page D:  Detailed description of treatment conditions

Cognitive therapy (CT)
Patients received up to 12 weekly sessions of cognitive therapy (Ehlers, 1999; Ehlers & Clark, 2000) over the course of 3 months, and up to 3 monthly booster sessions. Session duration was approximately 90 min for the initial sessions, and 60 min thereafter. Patients received a mean of 9.0 weekly sessions (range 2 - 12) and 2.4 booster sessions (range 0 - 3). Each case was discussed  in weekly group supervision meetings to ensure adherence to treatment protocol (see manual, Ehlers, 1999). The treatment is based on Ehlers and Clark’s  model (2000) suggesting that PTSD becomes persistent when individuals process the trauma in a way that leads to a sense of serious, current threat. The sense of threat arises as a consequence of (1) excessively negative appraisals of the trauma and/or its sequelae and (2) a disturbance of the autobiographical memory for the trauma characterized by poor elaboration and contextualisation, strong associative memory and strong perceptual priming. Changes in negative appraisals and trauma memory are prevented by a series of problematic behavioral and cognitive strategies. Accordingly, the treatment aims to modify excessively negative appraisals, correct the autobiographical memory disturbance, and remove the problematic behavioral and cognitive strategies. An individualized version of the model is developed for each patient and determines the course of treatment. Cognitive therapy methods such as socratic questioning and behavioral experiments are used to change the problematic appraisals, including those of trauma sequelae (e.g.,  initial PTSD symptoms, responses of other people, or physical consequences of the trauma). Imaginal reliving and the writing of a narrative is used to reconstruct the  traumatic event and to identify its worst moments (“hot spots”). For each of these moments, information that updates its meaning is identified and incorporated into the memory via verbal or imagery techniques. The updating information represents either information that became available to the patient at a later point in time during the trauma or its aftermath (e.g., the moment “I thought I’d lost my legs” is linked with the final outcome “I now know that I could actually move my toes and realized shortly afterwards that I was in one piece and would be able to walk”) or new conclusions that are the result of cognitive restructuring; (e.g., “I could have prevented the accident if I had done x” is replaced with “If I had done x, I would hit oncoming traffic and thus would have even had a worse accident”). In contrast to exposure treatments, imaginal reliving is only used in a few sessions as the meaning of the problematic moments is changed directly,  mean = 3.3 sessions , SD = 1.4, total duration of reliving in sessions = 83.4 min, SD = 48.4 min. A visit to the site of the trauma further helps the patient in reconstructing what happened, in testing appraisals such as “I could have prevented the trauma from happening”, and in realizing that the trauma is an event from the past by focusing on the differences between the “then” (i.e., the time of the accident) and the “now” (i.e., the time of the treatment). Intrusive reexperiencing symptoms are addressed by helping the patient realize that they represent memories (”then”) rather than current reality (“now”). Patients learn to identify low-level sensory triggers of intrusive memories (e.g., a patch of bright light on a lawn), and to discriminate them from those that occurred at the time of the trauma (e.g., the headlights of an oncoming vehicle involved in the crash). Finally, patients are encouraged to reclaim as much of their old life (e.g., social contacts, leisure activities, sports) as possible, by restarting activities that used to give them a sense of meaning but had been dropped/avoided after the trauma . 

Self-help booklet (SH)
Patients received a 64-page booklet (about 18,000 words) entitled,  “Understanding your reactions to trauma” (Herbert, 1996). The booklet follows cognitive-behavioral principles for the treatment of PTSD. It is designed to normalize the symptoms of PTSD, to encourage patients to talk about their experience and to gradually expose themselves to reminders of it. It also gives advice about strategies for dealing with anxiety, anger, and sleep problems.  Pilot studies showed that the booklet was rated as helpful by the majority of trauma survivors (88 - 95%) (Herbert, 2001). An additional 4-page sheet was inserted that was specifically written for the purposes of the study and focussed on common avoidance behaviors and safety seeking behaviors after MVA (e.g., repeatedly checking one’s mirrors, driving excessively slowly). The sheet explained how these behaviors contributed to the maintenance of PTSD and encouraged patients to gradually expose themselves to the feared situations and drop their safety behaviors.

A clinician met with the patients for 40-min session to explain the use of the booklet and to motivate them to follow the advice given in the booklet. The session followed a standardized protocol. First, clinicians described the general rationale for the trauma booklet. Second, they discussed the patient’s reactions to the accident, normalized them, and marked the parts of the booklet that were most relevant with stickers. Third, they described the content of the booklet, pointing to the chapters that normalized symptoms, gave advice about ways of coping with the accident and symptoms, and emphasized the role of tackling avoidance and safety-seeking behaviors for overcoming the effects of the accident. Fourth, they reiterated that patients would be regularly monitored, and explained the timing and nature of the future assessments. Patients were reminded that they would be offered cognitive therapy 9 months later if they still needed help with their symptoms. They were also informed that they could contact the research group at any time if they felt that they could no longer wait for treatment.

Repeated assessment condition (RA)
Patients were informed about the rationale and procedure for the repeated assessment condition in a 20-min session with a trained clinician who followed a standardized protocol. Clinicians explained that symptoms may decline without intervention, that some people may not need specialist intervention, and that for those who needed treatment it was unknown whether immediate or delayed treatment was more effective. They reiterated that patients would be regularly monitored, and explained the timing and nature of the future assessments. Patients were reminded that they would be offered cognitive therapy 9 months later if they still needed help with their symptoms. They were also informed that they could contact the research group at any time if they felt that they could no longer wait for treatment.
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Page E: Information on additional patients scoring between 14 and 19 on the PDS

An additional 13 patients met diagnostic criteria for PTSD, but only scored between 14 and 19 on the PDS. Two of these patients did not participate in the study (one went abroad, one for unknown reasons), and three patients improved with assessment/ self-monitoring. The eight remaining patients were randomly assigned to either SH (N= 3) or RA (N= 5). Including these patients in the comparisons between SH and RA conditions did not change the results. As to be expected from the comparable data from the naturalistic follow-up study (Ehlers et al., 1998; Mayou et al., Table A), these patients had good outcome. Their mean score on the PDS at follow-up was 9.7 (SD=4.3). One RA patient (20%) met PTSD criteria on the CAPS (but not on the PDS) at follow-up and requested treatment. None of the patients allocated to the booklet condition met PTSD criteria at follow-up.
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Page F: Additional information on self-help booklet condition

The majority of SH completers reported that they had read either the whole booklet (14/24, 58%) or parts of the booklet (8/24, 33 %). Only two ( 8%) reported that they had not read  the booklet at all, either because they could not concentrate or felt that it was too strong a reminder of the accident. Compliance with reading the booklet correlated with residual gain scores at 3 months ( r = .62, p = .001). The majority of the patients who read the booklet reported that they found it helpful to some extent (18 % very helpful, 46 % quite helpful, 27 % parts helpful). Only 9 % considered the booklet not helpful.



Discussion:


The available data suggest that compliance with reading the booklet was modest. This may also apply to compliance with the advice offered in the booklet, although systematic data are lacking. Compliant patients had a better outcome. Some patients may need more active help in following the therapeutic suggestions. 

Although the booklet is based on acknowledged principles of cognitive behavioral interventions of PTSD and has been extensively piloted in studies of patients with chronic PTSD, it is possible that a more effective booklet could be written.

 Page G: Additional information 3-week and 6-month assessment

Additional analyses of the self-report measures taken after three weeks of CT explored whether there were already differences between the treatment conditions at this time point. The MANCOVAs  revealed differential outcome for PTSD symptoms (p = .038) and associated psychopathology (p = .004).  CT led to a greater reduction in PTSD symptoms (p = .011) than RA, and to greater reductions in anxiety and depression than SH and RA (all p’s < .05). 

The results for the self-report measures taken at 6-month (3 months after the end of weekly CT sessions) were identical to those at 3 and 9 months. CT was superior to SH and RA on all measures, and there were no
2

