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Preface

This portfolio contains three components: empirical research into ACT-based integrative
approach as a remote intervention for 18-25-year-olds during a pandemic, a publishable
paper to disseminate the research findings, and a combined case study and process report
to illustrate my clinical work with a client who initially sought help for anxiety that was

triggered by tinnitus and relationship issues but was also underpinned with trauma.

Part I: Research

The portfolio begins with mixed-methods empirical research | conducted via single-case
experimental design (SCED) and a semi-structured interview to identify changes in trauma
symptoms and multiple measures including quality of life, with four students aged 18-25
living in the community while studying at university. Adopting a pragmatic functional
contextual methodology, the process involved four participants undergoing a six-week
remote intervention which was a remote ACT-based integrative approach, including

psychosensory and somatic experience techniques.

Here it emerged that the intervention had a reliable and significant positive effect on levels of
psychological flexibility as well as quality-of-life levels, as well as other measures. The
various findings of this study were examined against extant literature. Clinical and wider

implications along with future recommendations were also considered.

Part II: Publishable paper

The second element of the portfolio is a paper written for the journal Contextual Behavioural
Science. It represents a summary of Part | and includes all of the key findings of the
research. This journal was selected for its explicit focus on contextual behavioural science
and in particular its historical inclusion of many ACT-related studies, specifically those
focused on single-case design experiments. It was also chosen as the Impact Factor of this

journal is 5.138 (ranking it 28 out of 130 in Psychology, Clinical) and it is also indexed in
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seven international databases. All of these factors were thought to further enable the
findings to have a broader and more pervasive impact, reaching professionals from various
fields and disciplines — such as clinical and counselling psychology, sociology, social work,
educational and public health — whereby the findings can be discovered, discussed and

implemented within organisations and so become further disseminated.

Part IlI: Clinical piece

Lastly, Part Il of the portfolio is a combined case study and process report which
demonstrates an integrative piece of clinical work | undertook with a female named Jenni
(pseudonym), who presented with high levels of anxiety and complex trauma symptoms,
including what was diagnosed to be stress-induced tinnitus. Our work together utilised an
assimilative integration approach (Messer, 1992) and the theoretical perspective of this
process report follows an integrative framework. There is a much evidence for the
effectiveness of integrative treatment modalities for trauma (Gilbert & Orlans, 2011; Lahad et

al., 2010).

Our work together revealed a deep and hidden trauma relating to loss and grief from Jenni’s
childhood which she had buried away, being too painful to face. Further trauma as a result of
the pandemic and severe isolation from her family and friends increased the helplessness
and sense of threat which she was experiencing just prior to her developing tinnitus, which

felt like the final straw to Jenni.

Firstly, learning some emotional-regulation skills helped Jenni to begin to feel less
overwhelmed as we then explored her emotions as well as her dreams for her life. Using TF-
ACT elements, Jenni was able to plan attainable small goals between sessions, and as she
achieved these she began to reframe the tinnitus as actually offering something of value to
her. By the end of therapy, she was living with the tinnitus with much more acceptance and

was also able to see her life change course towards longer-term goals she had been
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deferring for years. Jenni's fragmented memories and fears which had been stored up
somatically for years, once illuminated through therapy, became a catalyst for positive
change in her life. She felt freed from the debilitating effects of her perception of the tinnitus
and the anxiety which was being perpetuated by her negative perspective of it. But in order
to allow her to feel safe enough to look at the deeper fears, we had to work on her safety
both within sessions and between sessions, building boundaries to help her feel held. As she
became more assertive in asking for what she needed in these boundaries, her fears lifted,

she became more empowered and the effects of the tinnitus became less important to her.

Once Jenni had first ‘faced’ the internal fears in a titrated way, she then made a new
meaning of the terror and its origins, and was then able to process it and go on to journey
towards her chosen life. Working in a somatic and psychosensory way when needed helped
her to moderate her emotions enough to then ‘be with’ the difficult emotions so that

cognitions and language could aid in the reframing of her outlook.

Interestingly, in the research study there was also this experience of shedding light on an
unknown fear, on a feeling of dread which for some participants they had had most of their
lives. Working with the body as well as the mind allowed a tangible way to work with the

embodied fear/trauma.

Core theme of the portfolio

The core theme running through the portfolio is using an integrated approach to integrate the

self.

In both Part | and Part Ill, the approach undertaken was integrated in an idiographic way for
every participant, with all presenting some kind of physiological negative responses as well
as psychological ones. By utilising an integrative approach which brought awareness to the

somatic state of each participant, as well as the psychological, it was possible to work at a
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deep level of body memory (Rothschild, 2011; Van der Kolk, 2015), which was a more

integrative way of working with the whole person.

This was a theme running through to Part lll, where an assimilative integration approach
allowed an organic unfolding of the therapy work which was tailored for Jenni. Working in an
integrated way that included somatic and psychosensory approaches was particularly
appropriate for Jenni, as she was also suffering from tinnitus, which affected her in a largely

sensory way.

In Part | the work with all the participants who were experiencing trauma symptoms
illustrated how, even though each participant had unique life experience and differing causes
for their trauma symptoms, what permeated across all cases was fear and a sense of
imminent threat. The emotional fear increased physiological arousal, and this physiological
response was partly responsible for perpetuating the cycle of trauma experience and

repeated experiential avoidance.

My relationship to the theme

| was drawn to the profession of counselling psychology in no small part due to my sensitivity
and interest in reducing suffering. | am aware that there was a large element of Jung’s
archetype of the ‘wounded healer’ (Adler & Hull, 2014) within me. My personal experience of
life to this point, as a woman of 50, had led me on a journey towards healing myself over the
last 30 years. | trained as a teacher, then a shiatsu therapist, and finally retrained as a
mature student in psychology. Exploring all aspects of myself has led me to explore many
roles in my search for the right career, each of which has shown me an aspect of myself that
I have utilised to benefit others. Yet | was always searching for answers on how to heal
myself and to help others to heal, to reach their potential and lead a life well lived. There is a

concept in Buddhism called bodhichitta, which is defined as ‘the desire to reduce suffering in
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others’. | am sure my own bodhichitta stems from my personal fragmentation of self due to

various life factors and experience.

Through it all, though, | have realised the importance of being myself, accepting all parts of
who | am, even those parts | disliked, and dialogue with those parts has helped me to
understand what | needed. In turn, | have come to understand a little of how others might be

aided to come to their own sense of wholeness.

| have learnt that life never gets easy. We cannot change what life throws at us, but what we
can do (sometimes) is choose how we react to the difficulties. Sometimes we can’t choose,
of course, and we over-react or become overwhelmed, but ultimately there are things we can

do to alter our reactions and make them responses instead of knee-jerk actions.

As | have dealt with my own trauma and seen how it has been released | understand the
safety required to feel comfortable enough to share trauma with another. If | can help even
one person to safely feel more whole, to be more empowered so that they can take steps
towards their best and chosen life, | consider that my life has had some purpose.

Empowering myself through empowering others;

My own journey towards wholeness through ‘using integrative methods to integrate the self
is still ongoing. Indeed, | have lost parts of myself as | have travelled towards this point, yet
following those losses | have rebuilt other parts of me, some of which are now stronger than
ever. Academic learning and assignments have more firmly established my natural tendency
to question and enquire. Through training in methods and techniques and undergoing
personal therapy, | have learnt to be reflective and accepting of my own pain. My scientific-
practitioner approach has been nurtured in placements where | have been encouraged to
use the methods and approaches | was learning, and as a result my clinical work as a
trainee has taught me humility and the importance of relationships in therapy, and also in

life. Importantly, this includes my relationship with myself.
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My own inner relationship with myself has developed through the counselling psychology
training, but also through my belonging to a Kadampa Buddhist community, of which | have
been a member for 20 years. Through developing my own spiritual side, | have experienced
Buddhist empowerments that have shown me how inner resilience and joy can be nurtured

despite living through life’s difficulties.

Many of the third-wave approaches to which | am drawn and which have impacted my own
personal development, as well as my approach in clinical practice, have been inspired by
Eastern and Buddhist origin — for example, acceptance and commitment therapy,
compassion-focused therapy and mindfulness are all part of the bedrock of my work.
Belonging to a Buddhist community alongside my counselling psychology training has given
me insight into where some of the constructs of these approaches have come from, and |
have had the privilege of experiencing them in the purity of the original setting from which
they were born. Therefore, the philosophy of Buddhism has had a huge impact on my own

re-integration.

| particularly remember an empowerment of Green Tara | experienced. (Empowerments are
rites introducing a practitioner to tantric or esoteric forms of Buddhist practice. They are
embarked upon after certain commitments and vows have been undertaken as a Buddhist
and are considered as the tools which ripen or mature the mindset of a practitioner for
spiritual practice. The empowerment itself lasts several hours, but it is expected that
Buddhist practice is a daily concern involving being present and mindful of our thoughts and
actions at all times in order to reduce our own and others suffering. The ritual of
empowerment involves imagining a spark of light inside the body which embodies the
unconditional love which Green Tara represents.) In this particular empowerment, we were
guided by the teacher to imagine the world as a place where everyone loves everyone else,
where everybody — just for five minutes — puts everybody else first. There is no fear; there is

only love and consideration for everyone. All fear and anger are dissolved. The concept is
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that we all have a seed of this peace and unconditional love inside us. | remember opening

my eyes and feeling a sense of peace like | had never previously known.

Learning Buddhist practices in the context of the tradition in which they developed has been
an honour and has taught me not only that working with the body in visualisations is a
powerful tool to benefit psychology, but also the importance of respecting the spirituality and
deepest beliefs of the clients with whom we work, including their deepest fears. We must
tread carefully, respectfully, and in a way that always empowers our clients. Trauma is never
far from the surface of for many of us, but what | have learnt is that | have gone through
some of the most difficult times of my life and yet continued to follow my dreams, despite the
pain. | have learnt to shed tears and then make a choice for the direction in which | wanted

my life to go. | hope that | can help others do the same.

Sometimes our deepest fears are hidden in the depths so that we may not even be aware of
them, yet they shape our reactions and lives in a subconscious way. | hope that this portfolio
may impact its readers in considering their own hidden traumas and the impact these may

be having on their own lives and on the lives of people they may work with, and encourages

a holistic and integrated way of dealing with ourselves and others.
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Part I: Research

Remote acceptance and commitment therapy for trauma: Exploring quality of life and

psychological outcomes for young people during the COVID-19 pandemic. A mixed methods

study.
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Abstract

Objective

Emotional and physiological regulation, as well as psychological flexibility (PF), are important
elements in improving coping with trauma symptoms. Trauma-focused acceptance and
commitment therapy (TF-ACT) is emerging as having positive outcomes in reducing trauma

symptoms as well as being linked to positive outcomes such as improved quality of life.

Post-traumatic stress disorder (PTSD) and Complex PTSD (CPTSD) are debilitating
conditions which are linked to comorbid conditions such as anxiety and depression and
experiential avoidance (EA), and furthermore, when young people suffer from PTSD or

CPTSD, this can have long-term detrimental outcomes and negatively affect their life course.

Given that the remote ACT-based integrative intervention delivered in this study includes
somatic experiencing (SE) and psychosensory elements, it is aimed at increasing PF and
emotional and physiological regulation, which holds potential for reducing EA and fostering

improved quality of life via pursuit of intrinsic values.

Methods

This study used a mixed-methods, multiple single-case design to explore the acceptability
and effects of a six-week remote ACT-based integrative intervention for four 18-25-year-old

participants experiencing trauma symptoms.

Results

Overall PF improvements were replicated and maintained in all four participants at follow-up.
Effect size of change calculated using percentage of non-overlapping data showed ranges
from small to large effect (28%—-100%). All participants rated the intervention as acceptable
and also experienced reliable decrease in depression levels with moderate to large effect

size (42.85%—100% PND).
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Significant and reliable improvements in quality of life were replicated and maintained in
three of the four participants. Significant and reliable improvements were also replicated for
PTSD symptoms in all four participants. Three participants saw a reliable and significant
decrease in CPTSD symptoms, although one participant showed an increase in CPTSD
levels baseline to follow-up. Three participants also showed significant and reliable decrease
in anxiety levels effect size ranging from 42.85% to 87.71% (PND). Qualitative data added
further validity to the importance of the ACT processes’ contribution to perceived change and

the participants’ attribution for this.

Conclusion

This study was exploratory in nature and the resulting evidence points towards this
intervention being of benefit to many young people with trauma symptoms, particularly in the

development of self-regulation and reducing the intrusive nature of trauma.

It seems that this form of intervention can be efficacious in improving overall psychological
flexibility. Although there were many improvements in several measures for all of the
participants, for one particular participant there was an increase in CPTSD levels, which

prompts discussion around the effectiveness of this intervention for some individuals.

Keywords: Trauma-focused Acceptance and Commitment Therapy, PTSD, CPTSD, Anxiety,
Depression, Somatic Experiencing, Psychosensory, Experiential Avoidance, Pandemic.
Mixed-method.
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Chapter 1: Introduction

1.1 Overview

In this chapter, | firstly introduce the context surrounding this research. | then present the
current literature around trauma beginning with developing definitions and etymology. |
consider the nature of trauma symptoms linked with comorbidity and consider the impact of
the pandemic as an additional traumatic stressor. In particular, | examine the effect of
trauma on young people as they are the target cohort for this study. | acknowledge
predisposing and protective factors for trauma, which the literature argues can either
increase risk of developing trauma symptoms or ameliorate them respectively. | then go on
to examine current treatments for trauma, identify gaps in the literature and in treatment
options, and consider remote ACT-based integrative intervention as a treatment approach. |
discuss the current and changing paradigm around trauma and the move to a new ‘trauma
lens’ encompassing the full life-span. Finally | outline the development of the rationale for the

research question.

1.2 Introduction

During a pandemic there is huge possibility of re-traumatisation and further disempowerment
for individuals who have already experienced many adverse childhood experiences and
traumatic events while growing up. Children and teenagers tend to be especially vulnerable
to the effects of trauma. The developing brain is experiencing such growth in this highly
neuroplastic developmental stage that trauma experienced at this time can affect
development, so that not only does a traumatised young person face difficulties in
processing trauma and learning to function positively through it, but they can also become
sensitised in such a way that results in further trauma, and also physiological symptoms
(Van Der Kolk, 2007:2009; Drossman et al., 1990). Further, if not addressed, the effects of

trauma can last a lifetime (Cicchetti & Toth, 1995; Bellis et al., 2014; Felitti et al., 1989).
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As well as single traumatic events such as a car accident or sudden death of a loved one,
adverse childhood experiences (ACEs) (Bellis et al., 2014) are now also known to be a
factor which can cause developmental trauma (Van Der Kolk, 2009), which shall be further

defined below. There are nine ACEs that can affect stress levels and thus mental health (see

Figure 1).
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Figure 1. ACEs related to trauma (Bellis et al., 2014).

The more ACEs a child experiences, the more likely they will suffer chronic traumatic stress,
directly impacting their nervous system, hormonal responses and immunological
development. Projected outcomes for both mental and physical health are consequently
much poorer (Brown et al., 2010). ACEs include direct physical sexual and verbal abuse of
the child, but also include witnessing violence in the home, parental separation and
witnessing alcohol or drug misuse. Increased exposure to ACEs can lead to a complex
trauma reaction in many individuals. Furthermore, trauma exposure increases likelihood of

anxiety, depression and other comorbidity, as discussed below.

1.3 Youth and onset of mental health difficulties

Youth can be a pivotal time for mental health as most major mental health disorders begin in
this stage of life. Once onset is established, many major disorders continue into adulthood
and have long-lasting implications for the individual (Evans et al., 2005). One in eight
(12.8%) 5—19-year-olds had at least one mental disorder when assessed in 2017 (NHS,

2017). Anxiety and depression were shown to have doubled in young people between 1986
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and 2006 (Collishaw et al., 2010), and between 2001 and 2011 inpatient intake for self-harm

for under-17-year-olds increased by 68% (Young Minds, 2011).

Many individuals are trauma survivors yet are undiagnosed and unrecognised within the
general population. The Office for National Statistics (ONS, 2020) released data revealing
that one in five adults had experienced or witnessed child abuse (whether emotional,
physical or sexual) before the age of 16. This equates to about 8.5 million people. Many of
these could be trauma sufferers. Within more specific groups, such as police officers, the
combined prevalence of trauma has been measured recently at 20.6% (Brewin et al., 2022;
2020), and nearly 24% of firefighters in the UK meet the diagnostic criteria for probable post-
traumatic stress disorder (PTSD) (Langtry et al., 2021). Karatzias et al. (2020) found that
17.7% of a nationally representative sample of the general adult population of the Republic
of Ireland also met diagnostic requirements for PTSD. This study was repeated in the UK
(Shevlin et al., 2020a) and unveiled similar findings of 16.8% prevalence of PTSD in a
general population sample. The implications of the possibility of undiagnosed trauma in so
many are manifold and include the need for consideration of developing more appropriate

and effective therapies which can be made accessible to these individuals.

One such promising therapy is acceptance and commitment therapy (ACT), which has been
shown to be effective in reducing levels of trauma and increasing levels of psychological
flexibility (PF, explained in depth below) in adults (Hayes et al., 2006; Kashdan &
Rottenberg, 2010) and also in adolescents in the community (Livheim et al., 2020), but to
date there have been no studies incorporating the use of remote ACT for young people in
the UK. This study aims to address this gap, which is particularly relevant when emotional
support and interventions are arguably needed more than ever due to COVID-19-related

stress.
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There are difficulties around the definition of trauma and their inclusivity and changing
nature. Throughout this study | will be referencing current diagnostic criteria around trauma,
namely the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-V)
(American Psychiatric Association, 2013) and the World Health Organization’s International
Classification of Diseases, eleventh revision (ICD-11) (WHO, 2019), but due to the
restrictions these definitions can also cause | shall be using terms such as ‘trauma
symptoms’ and ‘trauma survivors’, and these terms shall not only reference ‘criterion A’
stressors, as found in the DSM-V, but shall include longer term chronic stressors as referred
to in ICD-11 such as developmental trauma, child abuse, neglect, racial trauma, and

discrimination, as well as systemic factors such as the COVID-19 pandemic.

1.4 PTSD and complex trauma

1.4.1 Trauma definition development
According to the DSM-V, the first step in qualifying for diagnosis of PTSD is that at least one

of the following criterion-A stressors must be present as classed by the following description:

1. direct exposure

2. witnessing the trauma

3. learning that a relative or close friend was exposed to a trauma

4. indirect exposure to aversive details of the trauma, usually in the course of

professional duties (e.g., first responders, medics).

Many argue (Scheeringa et al., 1995; Teicher et al., 2003; Meyers & Putnam, 2003;
Karatzias et al., 2019) the construct of PTSD does not adequately capture all elements of
post-traumatic psychopathology, particularly in children, and that although it is appropriate
for diagnosing single-event trauma PTSD is not sufficient to diagnose repeated trauma
experienced due to neglect, or sexual abuse or childhood traumas. Herman (1992) coined

the phrase complex PTSD in her book Complex PTSD: A syndrome in survivors of
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prolonged and repeated trauma. Complex PTSD (CPTSD) has continued to be developed as

a concept.

Van der Kolk (2005) proposed an additional definition for DSM-V of ‘developmental trauma’.
He argued that many psychiatric problems in adolescence and adulthood such as substance
abuse; borderline and antisocial personality disorders; as well as sexual, somatoform,
eating, dissociative, cardiovascular, metabolic, immunological and affective disorders can be
traced back to childhood physical and sexual assaults and neglect (Van der Kolk, 2009, p.
226). Van der Kolk posits that developmental trauma prepares the psychological landscape
for unfocused responses to subsequent stress (Cicchetti & Toth, 1995), which in turn leads
to significant increases in the accessing and use of medical, correctional, social and mental
health services (Drossman et al., 1990). The DSM-V publishers rejected Van der Kolk's
proposal, although the WHO (2019) eventually responded to the call for reconsideration of

trauma definitions for the ICD-11 and thus elaborated their definition as follows.

Post-traumatic stress disorder (PTSD) may develop following exposure to an
extremely threatening or horrific event or series of events. It is characterised by all of
the following: 1) re-experiencing the traumatic event or events in the present in the
form of vivid intrusive memories, flashbacks, or nightmares. Re-experiencing may
occur via one or multiple sensory modalities and is typically accompanied by strong or
overwhelming emotions, particularly fear or horror, and strong physical sensations; 2)
avoidance of thoughts and memories of the event or events, or avoidance of activities,
situations, or people reminiscent of the event(s); and 3) persistent perceptions of
heightened current threat, for example as indicated by hypervigilance or an enhanced
startle reaction to stimuli such as unexpected noises. The symptoms persist for at least
several weeks and cause significant impairment in personal, family, social,

educational, occupational or other important areas of functioning. (WHO, 2019)
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The newly listed ICD-11 construct lists the more complex symptoms of CPTSD as distinct

from PTSD and as resulting from exposure to chronic trauma (see Table 1).

Table 1
Symptom and diagnostic profile for ICD-11 PTSD and CPTSD
PTSD CPTSD
Traumatic exposure (required) All PTSD diagnostic requirements necessary and disturbances in

self-organization (DSO)

Re-experiencing in the here and now (1 of 2 Affective dysregulation (1 of 2 required)
required)

1. Upsetting dreams 7. Emotional reactivity

2. Flashbacks 8. Emotional numbing

Avoidance of traumatic reminders (1 of 2 Negative self-concept (1 of 2 required)
required)

3. Internal reminders 9. Failure

4. External reminders 10. Worthless

Sense of threat (1 of 2 required) Disturbances in relationships (1 of 2 required)
5. Vigilance 11. Cut-off from pecple

6. Hyperarousal 12. Hard to stay close to others

Functional impairment associated with these Functional impairment associated with these symptoms
symptoms (required) (required)

Abbreviations: CPTSD, complex posttraumatic stress disorder; PTSD, posttraumatic stress disorder.

The following is the diagnostic criteria for CPTSD as taken from ICD-11 (2018):

Complex post-traumatic stress disorder (Complex PTSD) is a disorder that may
develop following exposure to an event or series of events of an extremely threatening
or horrific nature, most commonly prolonged or repetitive events from which escape is
difficult or impossible (e.g. torture, slavery, genocide campaigns, prolonged domestic
violence, repeated childhood sexual or physical abuse). All diagnostic requirements for

PTSD are met. In addition, Complex PTSD is characterised by severe and persistent
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1) problems in affect regulation; 2) beliefs about oneself as diminished, defeated or
worthless, accompanied by feelings of shame, guilt or failure related to the traumatic
event; and 3) difficulties in sustaining relationships and in feeling close to others.
These symptoms cause significant impairment in personal, family, social, educational,

occupational or other important areas of functioning. (WHO, 2019)

These additional strands go some way to identifying a proportion of children who have
experienced multiple ACEs, but it may not yet be an exhaustive diagnosis (Kira, 2022)

(Kira’s new taxonomy of trauma is introduced later in the text.)

The DSM V still does not recognise CPTSD as a disorder, but its definition of PTSD has
expanded beyond a narrow fear-based anxiety disorder to include dysphoric/anhedonic and
externalizing PTSD phenotypes. However, the acknowledgement of a need for a broader
definition for the variation in phenotypes does point to the fact that best treatment for one will
not necessarily fit another, emphasising the need for individually assessed and organically

formulated treatment (Friedman, 2013).

1.5 Trauma comorbidity

Trauma is known to have a very high levels of comorbidity, particularly with anxiety
disorders, substance use disorder and major depressive disorder (MDD) (Flory & Yehuda,
2015). It is well documented that there is a strong comorbidity of PTSD and depression
(Keane & Wolfe, 1990; Kessler et al., 1995; Flory & Yehuda, 2015). Two possible
explanations for this are that: a) it could be a simple unrelated overlapping of symptoms or b)
it could be that a phenotype of PTSD sufferer exists, potentially a sub-type of PTSD, which
points to the possibility that trauma increases risk towards other mental health issues.
Between 62% and 80% of individuals diagnosed with PTSD also meet criteria for at least
one or other disorder (Davidson & Fairbank, 1993) and many individuals in the general

population go undiagnosed.
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Risk factors and comorbidities are significantly higher in those suffering from CPTSD than
PTSD (Cloitre et al., 2013) and CPTSD is a more common, comorbid, debilitating condition
compared to PTSD (Karatzias et al., 2019), but currently little is known about effective
interventions for CPTSD. CPTSD is more strongly associated with symptoms of major
depressive disorder, general anxiety disorder, chronic illness and alcohol use disorder than
PTSD alone (Karatzias et al., 2019), and borderline personality disorder and suicidality is

also more prevalent in CPTSD than PTSD populations (Hyland et al., 2018).

Current theory models around CPTSD propose that interpersonal trauma exposure,
particularly in childhood, is an independent risk factor for CPTSD (Cloitre et al., 2013; Hyland
et al., 2018; Karatzias et al., 2017). Its negative effects on health and wellbeing are
considered to be primarily because it compromises children’s ability to master certain
developmental tasks such as affect regulation and secure attachments successfully
(Cicchetti & Toth, 1995). Interpersonal trauma also compromises the development of
neurobiological processes and systems that are crucial for regulating stress responses,
arousal, emotion and reward processing (McLaughlin et al., 2011). The high level of
comorbidity means that the study of CPTSD in itself is highly complex and problematic to
research effectively, and the only recently developed definition of the construct means that
this is a relatively young and unexplored field; little is currently understood or known about
suitable treatments for CPTSD, and discussion is still ongoing as to what should count as a
‘stressor’ towards it. For example, should systemic incidents such as COVID-19 be included

in the diagnostics? This is considered below.

1.6 Pandemic as trauma stressor

After the first few months of lockdown during the COVID-19 pandemic, evidence began

emerging that a mental health crisis was developing in Europe.
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Although the COVID-19 pandemic does not fit diagnostic criteria within the prevailing models
of PTSD, there is emerging evidence that, as a “traumatic stressor”, it has contributed
towards PTSD-like symptoms for many individuals in recent years. The Office for National
Statistics (ONS, 2021) showed increased depression rates in British adults from 10% in
March 2020 (pre-COVID-19) to 21% in March 2021 (mid-pandemic). Young people in
particular have shown to be detrimentally affected; for younger adults aged 16-39 years,
although rates in summer 2021 were lower (23%) than early 2021 (29%), they were still
more than twice those of pre-pandemic levels (11%) (ONS, 2021). Pierce et al. (2020)
conducted an analysis of a 53,351 participants over the age of 16 took part in a nine-wave
national, longitudinal household study. Findings were that by late April 2020 overall mental

health in the UK had deteriorated compared with pre-COVID-19 trends.

Bridgland et al. (2021) conducted an online study (N = 1,040) in five Western countries.
Participants were asked to indicate the COVID-19 events they had been directly exposed to,
events they anticipated might happen in the future, and other types of indirect exposure such
as through media coverage. They were then asked to complete a Post-traumatic Stress
Disorder Checklist (Blevins et al., 2015), adapted specifically to measure traumatic reactions
as relating to COVID-19. The results support emerging research that COVID-19 can be
understood as a traumatic stressor event capable of eliciting PTSD-like responses and
exacerbating other related mental health problems such as anxiety, depression and
psychosocial dysfunction. Furthermore, Horesh and Brown (2020, p. 332) describe COVID-
19 as a “mass traumatic event” and recommend that we address these serious issues which
are emerging and threatening to influence trauma experience for many, both now and far
into the future. They call for a rapid testing and development of interventions for COVID-19-

related stress.

Following the announcement from the WHO on 11 March 2020 that COVID-19 had officially

reached pandemic status, a research consortium led by Thanos Karatzias began parallel
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studies across the world to investigate whether PTSD was a meaningful construct in the
context of the COVID-19 pandemic. They concluded that it was, and then published findings
from the initial wave of their study from the Republic of Ireland in the Journal of Traumatic
Stress (Karatzias et al., 2020), reporting that 17.7% of a nationally representative sample of
the general adult population (N = 1,041) had indeed met the diagnostic requirements for
PTSD. Van Overmeire (2020) raised concerns about the validity of these findings, however,
arguing that simply living through the COVID-19 pandemic is not sufficient to meet the
trauma-exposure criterion for a PTSD diagnosis and that, therefore, the 17.7% estimated
PTSD prevalence figure was inflated. Shevlin et al. (2020b) then responded to this criticism
by pointing out that direct exposure to the virus, either as a survivor or health worker in close
proximity to individuals with the disease, obviously meets the DSM-V criterion-A definition,
but they also believed that “living through the most deadly infectious respiratory disease
pandemic since the 1918-1920 Spanish Flu could potentially be ‘extremely threatening or
horrific’ and, hence, meets the guideline set in the ICD-11" (Shevlin et al., 2020b, p. 866). In
conclusion, it would seem that COVID-19 should indeed be considered an environmental
traumatic stressor and this should be taken into account when assessing and treating

individuals who have lived through this, including the cohort of this study.

Clearly there is a necessary drive towards paradigm change in the field of trauma. Not only
do current definitions (although developing and broadening) narrow and redact an
individual’s personal experience of trauma to a restrictive set of compilers, but the current
definitions are also missing some key influencing factors of trauma which are not generally
considered, such as an individual’s experience of discrimination, for example. Racial trauma
has long been neglected as a contributor to PTSD-like symptoms, as has physical disability
and systemic factors such as the pandemic experience. Marsella et al. (1996a) argue, in
fact, that ethnocultural factors may function in ways that mask perceptible trauma symptoms
or produce syndromes that have both similarities to and differences from classic PTSD

features. Moreover, it has also been acknowledged that a respondent’s subjective
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experience of a threat may be mediated by historical, ethnocultural and socio-political events
(Marsella et al., 1996b). This could point to the fact that some individuals from particular
ethnocultural backgrounds could be more susceptible to further trauma. Although Sanchez-
Hucles (2008) recognises that Complex PTSD now encompasses the symptoms of chronic
and repetitive trauma, and incorporates dissociation and somatization, this classification is a
result of clinical work with European American female survivors of child sexual abuse
(Herman, 1992). Therefore, Sanchez-Hucles questions the representativeness of Herman’s
sample. Additionally, Danieli (1994) has also noted that, despite the many significant
contributions that Herman (1992) has made to broadening conceptions of trauma, she has
not applied this expanded consideration to issues of race and ethnicity. Daniel argues that
what is necessary, therefore, is to develop a conceptualization of PTSD that is based on the
experiences of ethnic minorities as they cope with the trauma of racism rather than trying to
make this trauma fit existing models. The discussion around inclusivity of trauma definitions
and diagnoses is ongoing, but clearly there is a need for further development of these to
improve inclusivity and prevent marginalisation of groups who have already been victimised,

marginalised and traumatised because of their ‘difference’.

One promising new theoretical development is a new taxonomy of stressors and traumas, as
proposed by Kira (2022), which is not discussed in depth here but contributes towards the
movement for a new emerging paradigm of a ‘trauma-focused lens’. The taxonomy includes
multiple systemic levels where trauma can infiltrate an individual’s experience. The

taxonomy includes:

e pre-identity stressors (complicated birth, attachment)

e identity stressors (personal physical, social, racial)

e aging stressors

e systemic stressors, split into group A (institutions and governments) and group B

(recession, global warming)
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e environmental stressors, split into group A (natural disasters, e.g. earthquakes and

hurricanes) and group B (biological/pathogenic, e.g. pandemic).

This taxonomy is comprehensive and acknowledges that each of these levels can overlap
and indeed compound effects of other levels and this must be taken into account when

considering where an individual fits into the taxonomy.

Having postulated that the pandemic has likely influenced levels of trauma symptoms in the
general population and acknowledged the comorbidity which exists alongside trauma, the
question must be asked: how might this have affected the youth of our population, who have
lived through the same traumas but in a pivotal developmental stage of their lives? Orben et
al. (2020) posit that adolescents (10—24-year-olds) may have been disproportionately
adversely affected by COVID-19 due to social deprivation at a developmental time which
requires social interaction for healthy development. Magnetic resonance imaging (MRI) and
functional magnetic resonance (fMRI) imaging have produced much evidence to show that
the brain continues to develop at its most neuroplastic rate into the 20s and even 30s
(Sawyer et al., 2018). How have the nation's young people been affected? And have they
potentially been exposed to a huge traumatic stressor at a pivotal time in their lifespan which

could lead to long-lasting effects for the rest of their lives?

1.7 Trauma in young people

Youth is a critical period, as this is the time of onset for many mental illnesses (Fuhrmann et
al., 2015), and adolescence in particular is known to be a period of dramatic physical and
neurological growth and development. However, there is debate about when this highly
neuroplastic and influential growth period ends in adulthood. Adolescence was once thought
of as the age of 13—19, with one’s early 20s marking ‘young adulthood’. However,
neuroscientific and social studies now define the period of adolescence as more realistically

being from the age of 10-24 (Sawyer et al., 2018). Evidence from brain development studies
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has taught us more about cortical development, and as a result maturation of the brain is
now marked as being more likely in one’s early 20s (Giedd et al., 1999), with some arguing
that this is extended until the age of 24 (Arain et al., 2013). Although neuroplasticity is known
to generally be in effect throughout the life span, nevertheless this adolescent development
period is comparatively intense as it includes dramatically changing biological, social,
psychological and environmental factors. The outcomes of this intense period of
development could be said to be highly influential on the remaining life course of the
individual. Importantly, Arain et al. (2013) argue that dendritic pruning and myelination are
functionally extremely important for accomplishing efficient maturation in the adolescent
brain. The fact that synaptogenesis and synaptic pruning undergoes crucial development
until the age of 24 shows this is a highly neuroplastic time frame and means that within this
age span individuals are highly adaptable and have huge potential for growth. This also
means that this is an intensely neuro-fluid time when neural pathways that are laid down can
form more permanent pathways for adulthood. Unfortunately, this lays open the possibility
for neurotoxic insult, trauma, chronic stress, drug abuse and sedentary lifestyles and trauma
to have a potentially negative and lifelong-lasting impact on outcomes for the individual. This
neuroscientific perspective informed the current research study to determine to recruit 18—
24-year-olds, as these participants would still be within the time frame where neuroplasticity
and brain development may be at optimum levels and thus could potentially lead to greater
growth and longer-term lifetime benefits. If traumatic experience is left untreated, the results
can even lead to structural development changes in the brain, as explained in the following

section.

1.8 Brain structure and CPTSD

Brain structure and activity is affected by early or repeating trauma. Kitayama et al. (2006)
identified the anterior cingulate cortex to have diminished development in groups where
repeated abuse had occurred and also identified the corpus callosum (which controls inter-

hemispheric communication of many processes, including arousal and emotion) of
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individuals who had experienced maltreatment as being smaller in volume compared to
healthy controls (Kitayama et al., 2006). Hippocampal dysfunction and reduced volume has
also been associated with PTSD MRI studies. This is likely a result of a disrupted
hypothalamic—pituitary—adrenal (HPA) axis resulting from continuous high cortisol levels. But
in addition, brain-derived neurotrophic factor (BDNF), which plays an essential role in
plasticity and neurogenesis, also suffers adverse effects from disrupted HPA axis, leading to

reduced production and further atrophy of the hippocampus (Berton & Nestler, 2006).

Brain imaging studies have shown that certain areas of the brain show reduced or increased
activity during PTSD arousal. One pattern in traumatised brains is that the left hemisphere
(an area integral to fear processing) becomes activated when traumatic memories are
recalled (Van der Kolk, 2015, p. 254). The limbic system, particularly the amygdala, is known
to be the ‘fear centre’ of the brain and is known to mediate PTSD symptoms. Nicholson et al.
(2016) measured amygdala connectivity before and after a 30-minute alpha de-
synchronisation process. They showed that employing electroencephalogram
neurofeedback to disrupt alpha waves resulted in activity shifting from the left hemisphere to
the right medial pre-frontal cortex (an area known to be implicated with emotion regulation
and modulation). This was also showed to be associated with reductions in hyperarousal

and PTSD symptoms.

Another area seen to be affected by early trauma (Cracco et al., 2020) is the temporoparietal
junction (TPJ), which is associated with Theory of Mind (ToM) and perspective taking.
Trauma survivors exhibit reduced TPJ activity as well as less activity between the TPJ and
the pre-frontal cortex. As well as the neurobiological outcomes of trauma mentioned here,
there are other comorbid factors such as neuro-endocrinological factors which youth are

vulnerable to, which are outlined below.
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1.9 Neuro-endocrinological factors of CPTSD

Research has shown that early traumatic experiences can result in disrupted optimal
development and lead to maladaptation of brain development, physiological stress

responses and behaviour, all of which converge into increased disease risk (Heim, 2020).

Oxytocin is a neurohormone which has long been known to positively ameliorate stress in
mammals (Panksepp, 1998). Absence of oxytocin during development detrimentally affects
brain development (Tarrier, 2006, p. 100) and low levels during times of stress can also
exacerbate negative effects of trauma. Heim et al. (2008) examined the cerebrospinal fluid
(CSF) of 22 women categorised into those with none—mild versus those with moderate—
severe exposure to varying experiences of childhood neglect or maltreatment. Their findings
were that oxytocin levels in CSF were significantly lower in those with higher incidence of

childhood trauma.

Research also identified a glucocorticoid resistance, developed after early trauma, which can
affect the feedback loop, leaving a trauma survivor with lower levels of tolerance for stress
cues (Heim et al., 2008). As well as the neuro-endocrinological factors of trauma mentioned
here, there are other comorbid factors which young people are also exposed to, which are

described next.

1.10  Youth, trauma and comorbidity
Kim-Cohen et al. (2003) showed in a longitudinal study that 73.9% of adults with mental

disorders were diagnosed before age 18 and 50.0% before age 15. Importantly, it is thought
that psychiatric disorders may be triggered by stress or trauma in childhood or adolescence
(Takizawa et al., 2014). Several studies have demonstrated that young people exposed to
trauma-induced stress are more susceptible to developing mood disorders, psychotic

disorders and post-traumatic stress disorder (Gil et al., 2009).
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Unfortunately, the more ACEs and traumatic experiences an individual lives through, the
higher the incidence of not only poor mental health outcomes but also poor socioeconomic
and physiological outcomes. The longer that trauma symptoms impact on a young person’s
life, the more negative the impact on recovery rates. There is a higher incidence of anxiety,
depression and addiction being found in populations where untreated trauma from ACEs
have occurred. Trauma experiences are reported to have a dose-dependent relationship
with the probability of homelessness (Bassuk et al., 2001) and half of all individuals who
have experienced homelessness have also experienced four or more ACEs (Bellis et al.,
2014). Trauma can be present behind many adverse presentations, yet little specialised help
is available and often there is a long waiting list for such treatment. Studies commonly find
elevated rates of childhood trauma in incarcerated cohorts and offender groups, e.g. the
Reavis et al. (2013) study. In fact, ACEs have been shown to affect social and health
outcomes adversely and even to reduce life expectancy by as much as 20 years where a

high number of ACEs were experienced (Leitch, 2017).

Clearly, prevention is preferable than waiting for these poor outcomes to play out. Timely
intervention at a key developmental point in young people’s lives as soon as possible after
the trauma has occurred could improve these outcomes. Statistics show an increase in poor
mental health outcomes for young people in recent years as suicide is currently the fourth
leading cause of death in 15-29-year-olds (WHO, 2022), and there exists a concern for the
lack of access to therapy for these individuals when they need it most. Unfortunately,
individuals who have experienced a high number of ACEs often remain undiagnosed within
the general population. Much of the trauma-related research undertaken has been aimed at
those who meet clinical criteria for a PTSD diagnosis. However there appears to exist a
hidden population of trauma sufferers. According to Gerger et al. (2014), a large proportion
of the general population — between 40% and 90% — are trauma survivors (Breslau et al.,

1991, 1998; Kessler et al., 1995; Bernat et al., 1998), and many of these go on to suffer
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chronic trauma symptoms despite not meeting clinical PTSD criteria. These figures were

pre-pandemic and so figures are likely to be even higher post COVID-19.

1.11 Protective factors

Just as there are factors which can predispose individuals towards an increased risk of
developing PTSD or CPTSD (such as the number of ACEs experienced by an individual),
similarly there are also protective factors which can ameliorate the effect of trauma. Indeed
this ability to cope after stressors could be termed ‘resilience’, the ability to bounce back and

recover after adversity. Ungar (2008) defines resilience as follows:

In the context of exposure to significant adversity, whether psychological,
environmental, or both, resilience is both the capacity of individuals to navigate their
way to health-sustaining resources, including opportunities to experience feelings of
well-being, and a condition of the individual’s family, community and culture to provide
these health resources and experiences in culturally meaningful ways (Ungar, 2008, p.

225).

There are many factors which contribute to resilience, and some are significantly related to
positive family and peer relationships (Hadfield & Ungar, 2018) while others are related to
social support which is available to the individual post-traumatic stressor (Kroska et al.,
2018; Usami et al., 2019). Other protective factors linked to recovery from trauma are
associated with individual personal skills and abilities such as meaning making, dispositional
optimism, PF and an active coping style (Ungar, 2021). In particular, PF has been identified
as an internal process which mediates outcomes after trauma (Skowron et al., 2014) and
shows promise as a mediating factor which can be developed in therapy. This influenced my

choice of PF as a primary process to be studied in this research.

44



1.12  Psychological flexibility

PF is a set of dynamic processes describing an individual’s patterns of interacting with their
environment. It is defined as the ability to ‘recognize and adapt to various situational
demands; shift mindsets or behavioral repertoires when these strategies compromise
personal or social functioning ... and be aware, open, and committed to behaviors that are
congruent with deeply held values’ (Kashdan & Rottenberg, 2010, p. 467). PF is increasingly
seen as a positively mediating factor for symptoms of trauma and other mental health
conditions. The literature supporting PF and its relationship to trauma and comorbid
presentations in adults is increasing, yet there is very little research looking at these aspects,

less with young people and even less with regard to remote therapy.

An absence of PF manifests in experiential avoidance (EA) and a rigidity of internal relating
to self and others, which can maintain dysfunctional behaviours. There is growing evidence
linking EA with a variety of behavioural problems, psychopathology (Kashdan & Rottenberg,
2010) and maintenance of trauma symptoms (Bonanno & Burton, 2013). Importantly, PF has

been shown to have mediating effects for trauma (Bonanno & Burton, 2013).

The theory and therapy associated with the construct of PF most strongly is acceptance and
commitment therapy (ACT) (Hayes et al., 1999). (ACT is introduced more fully below.) As
this research was aiming to provide an intervention to young people who were experiencing
trauma symptoms, and PF is strongly identified as a potential protective factor, ACT was the
approach chosen as the remote intervention and is discussed more fully later in the thesis.
PF has been studied as a mediation factor for early life trauma (ELT) (Richardson & Jost,
2019). In the Richardson and Jost study, a partial mediation model was supported for PF
being a mediator for depression and PTSD symptoms, and the authors suggest that PF may
facilitate coping with ELT and improve resilience to negative psychological outcomes of
trauma. These studies point to PF being a promising target for therapeutic intervention in

relation to trauma, but as yet there is limited evidence for the efficacy of ACT with trauma.
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There is however evidence that PF plays a role as a mitigating factor. Dawson and Golijani-
Moghaddam (2020) conducted an online survey (n=555) with adults in the UK and found that
PF was significantly and positively associated with greater wellbeing, and inversely related to
anxiety, depression and COVID-19-related distress. They strongly recommend that
cognitive-behavioural approaches be further investigated as potentially holding promise to

manage the current and long-term impact of the COVID-19 pandemic.

1.13 ACT

1.13.1  ACT theory

ACT is an increasingly popular third-wave CBT, based on relational frame theory, with both
being grounded in functional contextualism, which is a type of psychological pragmatism,
placing weight on the importance on considering hypotheses by their practical
consequences (Hookway, 2015). This contextual behavioural science (CBS) approach can
be described as a specific strategy for scientific development, which avoids the seeking of
ultimate ontological truths but perceives research and all behaviours as part of a larger
context and aims to generate useful as opposed to ‘true’ ideas. This encompasses
development of theories as well as measurement of key theoretical processes and efficacy

testing over a wide range of levels of analysis (Hayes et al., 2013).

A transdiagnostic approach found to mediate in particular the construct of PF, ACT works
through thought processes and metacognitive concepts, placing emphasis on defusion of
unhelpful thoughts, re-framing through context, acceptance through mindfulness and
conscious taking of action towards an individual’s deep, intrinsic values (Hayes et al., 2016).
The six core processes underpinning its philosophy are together named the hexaflex (see
Figure 2). PF is seen not just as a construct but as a unified model approach to suffering in

individuals (Hayes et al., 2016). Therefore, it has its own dedicated theory and ontology.
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Figure 2. The PF hexaflex (top) and inflexahex (bottom) repertoires (Wiggs & Drake, 2016).

1.13.2 ACT processes and process-based therapy (PBT)

The six core processes of the hexaflex are as follows:

1. contact with the present moment
2. values

3. committed action

4. self as context

5. defusion

6. acceptance.

ACT philosophy suggests that mental suffering is directly related to psychological inflexibility,
the premise being that, while we cannot change the difficult things that happen to us, we can
change our internal response to them, which in turn benefits our emotional and physical well-

being. This approach differs from the paradigm of medicalisation and ‘fixing’ people who are
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‘sick’, and rather allows people to understand themselves better so they can choose different

internal and external behaviours and mindfulness (discussed in more detail below).

As ACT has developed over recent years, it has evolved. Hayes et al. (2018) purport that
evidence-based therapy, rather than being based on experimental protocols designed to
impact psychiatric syndromes (seen by some as a declining paradigm) (Hayes et al., 2018),
would benefit from an emerging paradigm of process-based therapy whereby “focus is on
how to best target and change core biopsychosocial processes in specific situations for
given goals with given clients” (p. 3). This has led to a process-based approach termed PBT
(Hayes, 2018), with ACT seen as an early prototype of this (Ong et al., 2020). Within this
approach, there is arguable more fluidity than historical evidence-based approaches as it
allows for “intensive, frequent assessment linked to modern time series analyses [to] be
imbedded in randomized controlled intervention trials, allowing a program of research to
emerge that is sensitive to the individual at the same time as nomothetic questions are
examined, without violating logical and statistical assumptions” (p. 40). This PBT approach is
in its infancy, but | feel the current study embodies the flavour of this approach, rather than a
strict ACT approach. Therefore, throughout this study, the intervention used will be referred
to as an “ACT-based integrative approach” or a “PBT approach”. This reflects the fact that it
has a strong idiographic aspect with the intervention tailored for a cohort experiencing
trauma symptoms (so including a heavily based trauma focussed aspect) as well as being

tailored to each individual including their personal aims and issues.

1.13.3 ACT research

At the time of writing, there have been at least 250 randomised controlled trials (RCTs) of
ACT. This has enabled both meta-analyses and systematic reviews, 40 of which have been

conducted to date.
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An early systematic review and meta-analysis on the efficacy of third-wave behaviour
therapies was conducted by Ost (2007). Included in this review were 13 RCTs (n=677),
where ACT - either singly or in addition to another treatment — showed comparison to a
control group, or another active treatment. Ost claimed that the ACT RCTs were not as
robustly conducted as the CBT studies and that the quality of ACT research was
substandard. However, in response to this review, criticisms were put forward first by the
authors of the studies (Atkins et al., 2017). When Ost’s data was analysed, 91 errors were
identified as being dominantly negatively biased towards ACT studies, ignoring the more

positive outcomes.

More recent meta-analyses of ACT show substantially more favourable outcomes than Ost
(2007). Smout et al. (2012) reviewed ACT research conducted since 2008 and found that
quality of methodology of studies had improved and that ACT was an effective treatment for
chronic pain and social anxiety disorders such as panic disorder, generalised anxiety
disorder, social phobia and obsessive-compulsive disorder (OCD). A-Tjak et al. (2015) also
analysed 39 RCTs on the efficacy of ACT (n=1,821). Patients suffering from both mental
health disorders and somatic health problems were included. Comprehensive meta-analysis
software was used and ACT was found to achieve better outcomes than both treatment-as-
usual (TAU) and wait-groups. Further, Hacker et al. (2016) and A-Tjak et al. (2018) found
that, when comparing CBT with ACT in the treatment of major depressive disorder, ACT was

at least as effective as CBT.

1.13.4 Neuroscience evidence and ACT

Neuroscience provides additional understanding of the efficacy of ACT compared to CBT in
the treatment of social anxiety disorder. Burklund et al. (2017) found that there are different
mediating factors in action within ACT protocol. Using fMRI analysis, a definite pattern of
neural activity was found to be associated with greater treatment response to ACT. In

contrast to CBT, a core component of ACT is the cultivation of acceptance and mindfulness

49



in the pursuit of a value-driven life. This involves a metacognitive awareness of one’s
thoughts, feelings and behaviours, without an attempt to change them. The posterior insula
region — observed in predicting responses to ACT —is a ‘multimodal sensory region’ (Kurth
et al., 2010; Zu Eulenburg et al., 2013). It is thus postulated that ‘greater pre-treatment
reactivity in this region could possibly have facilitated the effectiveness of ACT through an
enhanced dispositional sensory awareness’ (Burklund et al., 2017, p. 62). This research
points to the fact that ACT works in a different neurobiological way to CBT and strengthens
the argument for a need for further research into ACT: a more naturalistic treatment, sitting
within a more humanistic paradigm that may mediate meta-cognitions and be helpful with

self-regulation and increased well-being.

Most research around ACT has been restricted to feasibility and acceptability pilots. Johns et
al. (2016) held the first feasibility trial with a community setting to explore the feasibility and
acceptability of a brief group ACT intervention for adults experiencing psychosis. The
primary measures were self-rated outcome of functioning and a secondary outcome of
mood. The total mean satisfaction rating was 27.4 (SD "4 3.6; range:16e32, n ¥4 58),
indicating high satisfaction, and both showed significant improvement over time from
baseline to follow-up functioning: coeff. = -2.4, z =-2.9, p = 0.004 (95% ClI: -4.0 to -0.8);
mood: coeff. =-2.3, z=-3.5, p = 0.001 (95% CI: -3.5 to -1.0). ACT was therefore found to be
highly acceptable as well as feasible with medium improvement effects of both measures.
Clients also reported increased PF post-intervention. However, an established PF measure
was not used in this study and the uncontrolled design makes it difficult to attribute

improvement to the intervention and to rule out other reasons for changes measured.

Kyllénen et al. (2018) delivered a brief (six-session) ACT intervention and found significant
improvements in depression even at a three-year follow-up. Following the six-week
intervention, diagnostic remission rates in the ACT and control groups were 60% and 22%

respectively. Also, 70% of the ACT participants were classified as either recovered or
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improved. Analyses of recovery rates showed that 70% of participants in the ACT group
were classified as either recovered (52.6%, n = 30/57) or improved (17.5%, n = 10/57) at
post-treatment assessment, and 30% (n = 17/57) were classified as unchanged. In the wait
list control (WLC) group, the number of participants classified as either improved or
recovered was 32% (recovered: 21.3%, n = 10/47; improved: 10.6%, n = 5/47), 66% (n =
31/47) remained unchanged and 2% (n = 1/47) were classified as deteriorated. The number
of participants classified as recovered/improved was higher, and participants classified
unchanged were lower in the ACT group (x2 = 15.94, df = 3, p < 0.001). The post-
measurement between-group effect size for depression symptoms was large and in favour of
the ACT group (Beck Depression Inventory-1l, d=1.25). At three-year follow-up, the within-
group effect sizes were also positive (d=1.11-1.77). This is one of few longitudinal studies
that add evidence for long-term maintained benefits from an ACT intervention, and adds
weight to the hypothesis that ACT may offer similar long-term benefits to young people

experiencing comorbid trauma symptoms.

1.13.5 Research with ACT for young people

Despite a growing body of research with ACT showing effectiveness for adult populations
demonstrating psychosis and severe affective disorders, there are still very few studies that
have examined the effectiveness of ACT on young people (reviews and meta-analysis
include Halliburton & Cooper, 2015; Swain et al., 2015; Lgnfeldt et al., 2017.) Most studies
on ACT for youth are brief interventions or case studies, have small sample sizes and are
conducted in the community rather than in a clinical setting. However, results thus far
indicate that ACT is helpful for individuals’ stress, chronic pain, behaviour disorders, OCD,

PTSD and learning disorders (Halliburton & Cooper, 2015).

More recent research focused specifically on adolescents in residential care has been
Livheim et al. (2020). This was a quasi-experimental study which had excellent ecological

validity, being tested at five different sites throughout Sweden (n=160). Post intervention, the
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TAU+ACT group had decreased symptoms on the primary outcome variables of depression
(Cohen’s d = 0.34, p = 0.041) and anxiety (Cohen’s d = 0.38, p = 0.003). Decreased anxiety
was mediated largely by the primary process variable PF. Limits were that it did not include
any objective behavioural measures, and there was no random group assigned. However, it
was transdiagnostic, so results can be reliably generalised to a typical inpatient setting with

comorbid presentations where trauma is often at the heart of many complex presentations.

Recent theoretical developments, using acceptance and mindfulness-based strategies,
focus more on a biopsychosocial, contextual approach. ACT offers a transdiagnostic
approach of relating to dysfunctional internal experiences, placing an emphasis on valued
action to engage in a meaningful life (Hayes et al., 1999). The number of successful
applications of the ACT model to a variety of clinical problems is increasing (Hayes et al.,
2006), and some research points to the efficacy of an ACT approach for people with
psychosis — for example, people who struggle with internal voices use more distraction and
thought-suppression techniques (Romme & Escher, 1993). ACT research may offer an

alternative yet relatively unexplored avenue of psychological therapies.

1.14 Mindfulness

Mindfulness, as a core aspect of the intervention employed in this study (ACT) which sits
within the core ACT process of contact with the present moment, deserves further definition.
Mindfulness is a term for the development of Eastern meditation practices that originated
from the Buddbhist tradition. Jon Kabat-Zinn — who was a pivotal figure in bringing
mindfulness to the West — gives this definition: ‘Mindfulness is awareness that arises through

paying attention, on purpose, in the present moment, non-judgmentally’ (Kabat-Zinn, 1994,

p. 4).

Kabat-Zinn developed mindfulness-based stress reduction (MBSR) through his ten-week

study (Kabat-Zinn, 1982) on outpatients who had found no benefit from traditional medicine.
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He found that patients who followed his MBSR programme reported significant reductions in
pain levels and medical symptoms, and large, significant reductions of low mood and
psychological pathological symptoms. Mindfulness is growing in popularity and is being used

more as intervention for both clinical and non-clinical groups.

Mindfulness meditation is thought to help achieve self-acceptance, otherwise known in
Buddhism as maitri. Chodron (2001) explains that there are four dimensions of maitri that
are developed when people meditate: commitment, awareness, willingness to experience
emotional distress, and attention to the present moment. Practising mindfulness during both
easy and difficult circumstances enables people to see themselves as part of a greater
context, not as good or bad but as part of an ever-changing universe. This approach is

central to acceptance-based therapy.

1.14.1 Mindfulness for trauma

Follette and Vijay (2009) trialled a transdiagnostic approach delivered by non-experts in
order to test the acceptability, feasibility and efficacy of narrative exposure therapy and a
meditation—relaxation approach in children with PTSD. Clients with persistent trauma
symptoms exhibit a variety of behaviours that reflect a narrowing of their behavioural
repertoires in response to aversive internal experiences. This narrowing is represented by a
type of psychological inflexibility, which has been described as being a result of an inability
to be mindful or present (Follette et al., 2004). Part of this narrowing process is that avoidant
behaviours are increasingly employed. Some examples of these that are commonly
observed include attempts to suppress intrusive thoughts, avoidance of situations that elicit
negative internal experiences, substance misuse and emotional numbing. This experiential
avoidance of painful internal psychological experiences represents the very opposite of
mindful behaviour which can develop into a persistent strategy that is maintained by
conditioning processes. Traumatic stress is an example of one such powerful conditioning

process, and so mindfulness, it could be argued, can be a much-needed and beneficial skill
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when dealing with PTSD, a condition which pulls individuals constantly away from the
present moment back into moments of terror or threat through flashbacks, nightmares and

intrusive thoughts.

In a systematic review and meta-analysis of 24 studies with student participants (n=1348),
Zenner et al. (2014) found that mindfulness-based interventions with adolescents had a
large effect on cognitive performance, a small to medium effect size on improvements in
resilience and a reduction in negative affect. Furthermore, in 2013, Khoury et al. conducted a
comprehensive meta-analysis examining 209 different mindfulness studies (n=12,145),
concluding that mindfulness-based therapy (MBT) had more efficacy in treating
psychological disorders than physical or medical conditions, and in particular showed
clinically significant effects in the treatment of anxiety and depression — gains that were
maintained at follow-up. One of the possible mechanisms by which mindfulness is said to be

effective has been posited by the neuroscience field and is described below.

Neuroscience has identified a state of default functioning of the brain and termed it the DMN
(default mode network), defining it as a network of brain regions which interact in a
distinguishable way from other networks in the brain (Sridharan et al., 2008). The DMN is at
its most active when an individual is awake but non-focused. It is the state our brains revert
to by default when not engaged in a task and is particularly active during daydreaming and
mind-wandering (Brewer et al., 2011). Indeed, research has correlated high levels of mind-
wandering to unhappiness (Killingsworth & Gilbert, 2010). However, mindfulness is thought
to have benefits on a meta-cognitive level, reducing levels of rumination. Focusing on breath
or other mindful practices reduces activity in the amygdala and allows less emotion-
orientated thought reactions (Holzel et al., 2011b; Berkovich-Ohana et al., 2012).
Mindfulness is thought to decrease activity in the amygdala, by interrupting the DMN pattern
of thinking, increasing activity in the pre-frontal cortex and thereby decreasing emotive fear

responses and increasing reflection and considered responses (Sood & Jones, 2013; Jerath
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et al., 2012). The ability to reflect and give considered responses can often be reduced for a
trauma survivor when their trauma is triggered and they are activated back into a state of

survival. Hence the ability to increase levels of mindfulness

1.14.2 Physiological effects of mindfulness

Mindfulness research has shown positive effects for not only psychological but also
physiological aspects. Carmody and Baer (2008) found that it promoted significant
decreases in medical symptoms and stress and improvements in well-being and
psychological functioning, while Davidson (2010) discovered further evidence supporting the
theory of mindfulness prompting physiological changes when he found alterations in brain
function during meditation. Further, when Holzel et al. (2011a) used MRI to record structural
changes in the brains of 17 individuals, they discovered that, post-MBSR, levels of grey-
matter density in some parts of the subjects’ brains were significantly increased, in particular
the pre-frontal cortex, which is central to executive functioning and decision making. There
were also increases in density in the TPJ, an area central to perspective taking and
empathy, as well as a decrease in grey matter in the amygdala, a primitive part of the brain
associated with fear response. Holzel et al. (2011a) also found a correlation between reports

of reduced stress and shrinking of the amygdala.

All of these findings suggest that mindfulness causes change not only to thought habits but
also to physiology and even brain structure itself. These changes can be understood in
terms of neuroplasticity, the process whereby areas of the brain undergo structural change,
for example when a stroke victim is recovering (Sztriha et al., 2012), or simply when new
habits are created through learning any new skill. In these processes, the brain creates new
neural pathways and builds upon them; synapses that fire simultaneously and regularly
create a more permanent and strengthened neural pathway (Hebb, 1949) to accommodate

new responses and knowledge in a process known as Hebb’s rule. Neuroplasticity is thought
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to be one of the main processes by which mindfulness can change cognition habits,

physiology and behaviour (Holzel et al., 2011a).

1.14.3 Mindfulness and PF

One of the key constructs seen to improve through mindfulness and ACT interventions is PF,
defined as the ability to fully contact the present moment with consciousness and to change

or persist in behaviour in accordance with valued ends (Hayes et al., 2006).

Lanfeldt et al. (2017) conducted a systematic review and meta-analysis of the mean effect
sizes of the associations between third-wave cognitive constructs held by youth, specifically
analysing the constructs of PF, mindfulness and meta-cognition. They found that there was a
large effect size for PF, a medium effect size for mindfulness and a medium to large effect
size for meta-cognitions and anxiety. This means that levels of PF strongly associates with
anxiety levels, mindfulness has a moderate association anxiety levels and meta-cognition
has a moderate to large association with anxiety levels in youth, which raises the question
about whether PF is increasingly found to be associated as a core meta-cognitive mediating

factor for anxiety and depression levels (A-Tjak et al., 2015; Livheim et al., 2020).

1.15 Current recommended treatments

1.15.1  NICE guidelines

Current NICE guidelines for treating trauma are as follows (National Institute for Health and
Care Excellence, 2018): If you have clinical symptoms of PTSD and have experienced one
or more traumatic events in the past month, NICE recommend you should be offered the

following treatment options as prevention of, or treatment for, PTSD:

e trauma-focused cognitive behavioural therapy (CBT), such as:
o cognitive processing therapy

o narrative exposure therapy (NET)
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o prolonged exposure therapy
e eye movement desensitisation and reprocessing (EMDR)
e supported trauma-focused computerised cognitive behavioural therapy (CBT)
o CBT to target an issue such as anger or sleeping problems
¢ medication such as antidepressants or antipsychotics to manage some of the

symptoms of PTSD.

If the trauma has occurred in the last four weeks or symptoms are mild then active
monitoring or ‘watchful waiting’ is the recommendation. This is due to the fact that two-thirds

of all cases are said to naturally recover without treatment (Rosellini et al., 2018).

NICE guidelines, however, do not make much acknowledgement of CPTSD, and indeed
differentiation with regard to PTSD is minimal. In fact, Dorahy (2006) cautions against the
over-generalisation of the NICE guidelines for treatment of PTSD, particularly where the
client is from areas of chronic or ongoing civil disturbance, or if there are repeated or
complex presentations of trauma. In these cases, he suggests premature ending of therapy
is common and disappointment in lack of recovery can cause client-therapist ruptures
(Dorahy, 2006.) The relatively recent definition of CPTSD means that there is little research
around suitable treatments for the condition, and even rarer are studies examining remote
delivery. Two of the most heavily validated treatments for trauma are CBT and exposure

therapy. Consequently, | have focused on these two approaches firstly.

1.15.2 CBT mechanisms of change
It is thought that the mechanism by which CBT is effective is predominantly by the mediating

effect that CBT has on maladaptive cognitive distortions associated with PTSD (Kar, 2011).
Until recently, psychological research has primarily focused on cognitive-behavioural and
exposure-based procedures for treatment of PTSD (e.g. Watts et al., 2013). There are

numerous studies showing these procedures lead to a significant reduction in post-traumatic
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symptoms by addressing dysfunctional cognitive processing (Watts et al., 2013). As a result,
cognitive-behavioural and exposure-based treatments are deemed to be effective therapies
for treatment of PTSD and consequently are recommended by NICE for trauma treatment.
However, there are some trauma survivors for which these approaches are not effective at

reducing trauma symptoms (Corrigan & Hull, 2015), namely Complex PTSD sufferers.

The goals of trauma-focused CBT (TF-CBT) are 1) to modify excessively negative appraisals
of the trauma and its sequelae; 2) to reduce reexperiencing by elaboration of the trauma
memories and discrimination of triggers; and 3) to drop dysfunctional behaviours and
cognitive strategies. Therefore, one might assume that if cognitive appraisals were able to
be altered in a functional way, this might also mediate changes in cognitions around the
trauma. This was addressed directly by Foa et al. (1999), in a study in which changes in
cognitive appraisals characteristic of patients with PTSD were seen to be positively related
to treatment outcome. This aligns with the hypothesis that altering these appraisals is one of

the mechanisms of change in TF-CBT

The Ehlers and Clark (2000) model purports two other pathways of change: change in the
autobiographical memory for the trauma, and the dropping of maintaining behaviours and
cognitive strategies. Cognitive, language-based interventions rely on a substantial amount of
cognitive processing, but individuals who suffer from traumatic experiences display impaired
cognitive functioning due to the increased negative affect that they are experiencing (Mujica-
Parodi et al., 2004; Van der Kolk, 2016). This increased negative affect has been posited to
be exaggerated by sensory and physiological input associate with traumatic memories. Van
der Kolk and Fisler (1995) conducted a systematic exploratory study of 46 subjects with
PTSD which indicated that trauma memories were retrieved initially in the state of
dissociated mental imprints with sensory and affective aspects of the trauma experience

itself. These were experienced in visual, olfactory, affective and kinaesthetic experiences. It
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may be that the trauma-related cognitive malfunction may reduce the efficacy of cognitive-

behavioural treatments (Van der Kolk & Fisler, 1995).

Questions exist as to the efficacy of CBT for trauma. Exposure-based interventions and
cognitive-behavioural therapy often result in high drop-out rates due to the perceived
difficulty and aversive nature of the intervention (Lewis et al., 2018; Wald & Taylor, 2008).
Furthermore, a significant proportion of patients still met diagnostic criteria for PTSD at the
end of treatment. The proportion ranges between 35% and 47% (Bryant et al., 2003; Foa et

al., 1999; Resick et al., 2002). Clearly, CBT is efficacious in far from all cases.

So although TF-CBT has been established as the best-validated therapy to date for PTSD,
considering that only two-thirds of patients respond favourably to TF-CBT (Bryant, 2019)
there is controversy over whether stagnation is occurring in the field of trauma therapy.
Bryant argues further that most PTSD sufferers, in particular some ethnic minority groups,
are not able to access evidence-based treatments, which could be due to differential access
to health resources, ethnic discrimination or socio-economic factors. There is further concern
that neither the DSM-V nor the ICD-11 definitions of trauma capture the full gamut of trauma
sufferers; indeed, one study (O'Donnell, 2014) showed that as few as 42% of trauma
survivors were diagnosed as having PTSD using both definitions. Bryant suggests that the
identification of novel mechanisms that can be translated into the optimisation of treatment
outcomes in the delivery of evidence-based treatments should be a top priority in the field of
traumatic stress. There is a call for a shift in paradigm regarding trauma treatment, and a
recognition of the importance of early intervention. As Corrigan and Hull (2015, p. 142) state:
‘Rapid treatment as early in life as possible could prevent decades of suffering for

traumatised individuals and restore, or provide afresh, a quality of life hitherto unimaginable.’
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1.15.3 Paradigm shift in trauma therapy

Corrigan and Hull (2018) argue that there is already a paradigm shift in process regarding
trauma treatment. They purport that the shift is moving towards perceiving mental health
through a ‘trauma paradigm’ rather than the existing biomedical model, or indeed through
the cognitive behavioural approach. The new definitions of CPTSD reflect a new
acknowledgement of the recognition of developmental and relational trauma. Neuroscience
and psychological research have been shedding light and furthering understanding of the

underpinning neurophysiological processes involved in memory-reconsolidation therapies.

As a trainee counselling psychologist, | feel a compelling responsibility to push myself
towards learning new skills and techniques which neuroscience and psychology are
elucidating as beneficial for trauma clients. This is particularly important considering that
there is such a high incidence of hidden trauma survivors in the general population, and
now, post-COVID-19, there will undoubtedly be more ACEs having been experienced, as

well as vicarious and existential traumas by many individuals.

1.16  Neurobiology of trauma

The neurobiological approach to trauma works on different assumptions to the cognitive
model whereby negative cognitive appraisal leads to experiential avoidance. The
neurobiology model approaches from a bottom-up perspective, acknowledging that there are
physiological and neurological responses that are unconsciously operating in an individual. It
could be argued that simply approaching trauma via a cognitive route will not address the
trauma responses at the root of the issue. Cognitions can maintain and take an individual
back into rumination and hence increase likelihood of EA — for example, an individual who
experienced trauma around being bitten by a dog may spend time worrying about taking a
certain route which involves walking in a park where dogs roam freely. This could take them
into a rumination cycle whereby they spend time considering alternative routes or may

decide not to make the journey at all, leading to more avoidant behaviours. This individual
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may work on their cognitions and find some adapted more functional beliefs, but when
confronted with a dog in the flesh, the old primal fear is highly likely to emerge and hijack
any preferred cognitions. Cognitions are an important part of a PTSD response, but the
primal physiological responses of trauma must be addressed initially, so that these do not
hijack any cognitive work which may be helpful. A bottom-up (body/affect-focused)
approach, combined with a top-down (cognitive) perspective of trauma, can be helpful here
(Levine, 1997; Solomon & Heide, 2005). A bottom-up approach assumes that the core
response to trauma happens firstly in the body and in the ‘older’ parts of our brains, namely
the reptilian brain and the limbic system. The reptilian brain, located in the brainstem, is
responsible for coordinating the functioning of the heart and lungs, endocrine and immune
systems, and all of the fundamentals of the body’s functioning such as sleeping, eating and
homeostasis in general. The limbic system (also known as the mammalian brain) is the seat
of emotion and is strongly linked to fear and survival mechanisms. Together the reptilian and
mammalian brains are often called the ‘emotional brain’, as they sit at the centre of the
central nervous system and govern our instincts and gut reactions as well as our ability to
‘learn from experience’ or ‘learn from trauma’. This neuroplasticity means that our brains can
be ‘rewired’ to adapt to stressful situations, but also it means that sometimes the wiring can
be altered due to trauma. The question is, can we rewire our nervous system to process
traumatic experiences by integrating a bottom-up approach with cognitive approaches? As
explored below, a bottom-up approach involves working more closely with the body and with
emotional responses that manifest physiologically. One such bottom-up approach is somatic
experiencing (SE) (Levine, 1997), which assumes different mechanisms other than cognitive
by which trauma symptoms are laid down and maintained, namely mechanisms of a core

response network (Figure 3), the mechanisms of which form the theory of SE (see below).
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FIGURE 2 | Cortical control of the CRN. \We suggest that the influence of have been hypothesized to be involved in cortical control of the ANS; and the
conscious conceptual thought processes on the CRN is relatively weak and sensorimotor and (especially) pre-motor cortex, involved in kinesthetic and
indirect, whereas the influence of those portions of the cortex mediating propriocaptive experience and in planning and imagining movement, as well
interoceptive, proprioceptive and kinesthetic awareness is relatively strong as the parietal cortex involved in body schema, and the ventro-medial
and direct. These areas include the insula and anterior cingulate cortex, which  prefrontal cortex.

Figure 3. The core response network (taken from Payne et al., 2015).

1.16.1  Mechanism of change in somatic experiencing

Somatic experiencing, developed by Levine (1977; 1997; 2010), focuses on resolving
symptoms of post-traumatic stress and chronic stress. A main difference between SE and
the cognitive therapies is that the predominant interventional approach incorporates bottom-
up processing by directing the client’s awareness to internal sensations both visceral
(interoception) and musculoskeletal (proprioception and kinaesthesis), as opposed to
primarily cognitive experiences. It purposefully avoids intense or direct re-experiencing of the
traumatic memory and rather approaches these memories in a titrated, indirect and gradual
fashion. SE, therefore, is specifically not a form of exposure therapy. Payne et al. (2015)
purport that the theory of SE can help to explain beneficial mental, emotional and
physiological aspects which result from mindfulness meditation as well as the overwhelming
flooding or dissociation which can occur when traumatic memories are unearthed. They go
on to argue that SE techniques can be used alongside mindfulness approaches to enhance
and increase efficacy in successfully processing traumatic memories and reducing traumatic
symptoms, and posit that the SE route is probably different to the route of exposure therapy

of treatment, linked rather to ‘biological completion’ (Levine, 1997), and hence it results in a
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quicker, more direct extinction of fear than exposure therapy alone. Biological completion
can be explained by considering the moment of the trauma event. In a moment of extreme
threat, an individual can become immobilised in fear — for example, if held at gunpoint, a
possible response may be to freeze. This freeze response is experienced as a terrifying and
‘close to death’ event. It is likened by Levine to the state of almost unconscious that a
mammal enters if caught by a predator — for example, an antelope caught by a lion can have
a biological response of freezing, which is a survival response. The antelope appears dead,
the lion may leave the kill aside to eat later, and then the antelope has a last chance to
escape. If an antelope escapes such an ordeal, on becoming fully alert and mobile it
performs a ‘shaking out’ of the body, almost like shaking the trauma away. This is termed a
discharge and is thought to be a mechanism whereby built-up adrenaline and energy due to
physical stress is shed. For the individual trapped at gunpoint, they may actually want to run
away as fast as they can, but the immobilisation of fear in order to survive prevents them
from physically acting. This intense impulse, which is overridden by the freeze response, is
then trapped in the body perhaps for years to come (Levine, 1997; Van der Kolk, 2015;

Rothschild, 2011).

Payne et al. (2015) state:

SE™ claims that this style of inner attention, in addition to the use of kinaesthetic and
interoceptive imagery, can lead to the resolution of symptoms resulting from chronic
and traumatic stress. This is accomplished through the completion of thwarted,
biologically based, self-protective and defensive responses, and the discharge and

regulation of excess autonomic arousal. (Payne et al., 2015)

Often the neurological need for biological completion is what drives the nervous system to
return to the moment of trauma in flashbacks. War veterans suffering from repeating

nightmares can regularly wake at the exact moment of the unresolved trauma. Often only
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when the trauma is processed or biological completion is achieved do the nightmares cease
(Van der Kolk, 2015). For the above reasons, it was felt that SE was an essential part of the
remote ACT-based integrative delivery in this study and, where appropriate, techniques of
guiding participants’ attention to interoceptive, kinaesthetic and proprioceptive experience

was used to enable safe processing of their somatic element of trauma.

1.16.2 Psychosensory approaches

The above theory proposed for SE is one perspective on how the body links in with trauma
responses. There are other theories of mechanisms which are proposed for psychosensory
approaches such as havening, which | will touch upon here as this approach was
incorporated into the remote ACT-based integrative model. Havening is a psychosensory
approach developed by Dr Ronald Ruden (Ruden, 2018) which integrates nurturing touch

with psychological techniques.

Despite havening being employed in clinics worldwide, with much supportive anecdotal
evidence, there are very few empirical studies existing to support its efficacy or mechanisms
of action. The first study to investigate the effects of ‘havening touch’ (HT) on subjective
distress, mood, brain function and well-being was executed by Sumich et al. (2022), in which
24 participants underwent a single session of havening further to a self-reported distressing
event. Electroencephalography was used to assess mood and resting state prior to, and
immediately following, the session. The results showed that there was a greater reduction in
subjective units of distress for sessions that included HT than sessions that did not include
HT. Electroencephalography results showed an increase in beta activity and a reduction in
gamma activity with HT. The study concluded that HT may accelerate reductions in distress
with just one session. It is hypothesised that one of the mechanisms of change in havening
is related to an increased production of oxytocin during the technique. A benefit of this

approach is that it can be demonstrated remotely and carried out as ‘self-havening’ by the
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client. This makes it a very accessible psychosensory technique and highly appropriate for

this remote delivery, as described below.

1.17  Remote delivery

This research was conducted during the COVID-19 pandemic and within a partial ‘lockdown’
period, meaning that face-to-face therapy was not legally allowed to take place. Therefore, it
was necessary to adhere to the governmental restrictions which were imposed at the time.
This dictated that face-to-face therapy could not be researched, but also to an extent forced
me to adapt as a counselling psychologist trainee to the societal needs of the time. Trialling
a remote delivery of a trauma therapy during these restrictions was the only way to develop
real-world research within the environmental restrictions at the time, thus making this
research highly practice-applicable for the then-current context, which is a core expectation

of counselling psychology research (Kasket, 2012).

2013 saw the publication of ‘Guidelines for the Practice of Telepsychology’ by the American
Psychological Association. Here in the UK, the British Association for Counselling and
Psychotherapy (BACP, 2019) also published good practice guidance for therapeutic working
online. These paved the way for the growing interest in online or telephone psychotherapy
often termed ‘telepsychology’. Kotera et al. (2021) have discussed the benefits and costs of
remote psychotherapy and state that there is strong support for the adoption of online
psychotherapy. They cite some large-scale meta-analyses (Barak et al., 2008; Carlbring et

al., 2018) which found that in person CBT and eCBT were broadly equivalent in outcomes.

The benefits generally found of online therapy were that, firstly, it can meet demands that
face-to-face provision of therapy cannot. Secondly, online therapy may also offer individuals
higher levels of anonymity and privacy and can be offered at a reduced cost due to
decreased therapist overheads. ‘These cost benefits may simultaneously open up access to

previously disenfranchised and minority populations, who may have been excluded from
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therapeutic support due to economic status’ (Kotera et al., 2021,p 2). It has also been
suggested that online therapies may encourage an increase in emotional expression and

self-reflection.

There are some challenges reported with online psychotherapy, however, regarding
relational aspects. Firstly, it has been posited that it is more difficult to identify and repair
therapeutic ruptures. Secondly, it has been suggested that behavioural cues such as body
language can easily be missed or misinterpreted. Kotera et al. (2021) found in their
exploration of psychotherapists perspective of remote therapy that the majority of
psychotherapists found that remote delivery enhanced the ability of cohorts who would
normally avoid help seeking due to shame-sensitivity or due to geographical or physical
restrictions, and that after the pandemic most psychotherapists intended to continue offering

remote psychotherapy.

There have been some studies of remote ACT interventions, but these tend to be self-help
directed courses rather than direct therapy sessions. Fiorillo et al. (2017) is an example of
remote ACT intervention, although this study was not built around face-to-face therapy
sessions; instead, ACT materials for the web-based intervention were adapted from an ACT-
based self-help book for trauma (Follette & Pistorello, 2007). The intervention itself consisted
of six individual web-based multimedia sessions, each approximately an hour long, which
covered the following content areas: introduction and psychoeducation on interpersonal
trauma and ACT, willingness and acceptance, mindfulness, defusion and self-as-context,
clarifying values, and committed action consistent with values. As already stated, significant
improvements were found for PTSD, depression and anxiety pre—post-intervention, and in
addition PF increases were evidenced and correlated with the primary outcome measures.
This was an important study as it illustrated the correlation of PF with trauma symptoms but
also adds strength for the feasibility of web-based interventions. Further discussion of the

implications for remote delivery have been considered previously.
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1.18 Emergence and development of the research questions

My area of inquiry was influenced by both personal and theoretical perspectives and so was

guided by both.

Another influencing factor for my research direction was the embedded paradigm of
psychopathology surrounding the perception of trauma where CPTSD treatment is under-
researched and perceived as long-term intensive work. Often trauma-processing work is
delayed due to clinical concerns about re-traumatisation or inducing dissociative behaviour,
which is a valid concern, but it means that many trauma survivors spend many months and
sometimes years on waiting for treatments. This lack of understanding and research around
CPTSD means that it is often perceived as untreatable, the most severe disorders are not
studied adequately, and patients most affected by early trauma are often not recognised by
services. Corrigan & Hull (2015, p. 79) argue that ‘excluding individuals with such disorders
as untreatable or treatment-resistant when viable alternatives exist is not acceptable’. |
wondered if approaching these young people with acceptance, with non-judgemental
curiosity and through an ACT approach which was heavily trauma-focused might address
the three additional strands of severe and persistent CPTSD: 1) problems in affect
regulation; 2) beliefs about oneself as diminished, defeated or worthless, accompanied by
feelings of shame, guilt or failure related to the traumatic event; and 3) difficulties in

sustaining relationships and in feeling close to others.

Another important consideration of context surrounding this research is that of COVID-19
and the impact that the global pandemic might have had on existing trauma survivors. The
fact that the research took place during a pandemic could mean there would be an additional
level of anxiety and emotional distress, and further individual and collective trauma is likely
to have a compounding effect (Taggart et al., 2021). The first round of therapy was delivered
during a lockdown. The need to explore effective modes of online therapy delivery to young

people became especially pertinent during this extraordinary time as access to therapy was
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even more restricted yet arguably was needed more than ever, as it was reported in the UK
household longitudinal study (Pierce et al., 2020) that young people are among those

experiencing the greatest increase in mental distress.

| felt that going with the flow of the change of paradigm towards a more trauma-focused and
less psychopathologising lens would lead away from the medical model and more towards a
transdiagnostic way of interpreting human suffering. This is aligned with the choice to use
ACT as a suitable trauma treatment and also aligns strongly with the counselling psychology
values of empowerment and collaborative growth: ‘ACT does not see people as broken but

as stuck’ (Harris, 2009, p. 12).

It was my hope that, if a process-based, integrative approach online therapy could be
developed and made available, this might prove beneficial in the long term to many

traumatised young people unable to access face-to-face treatment.

1.19  ACT for trauma

Although ACT is currently not one of the diagnostically recommended treatments for PTSD,
and despite scant research of the efficacy of ACT for trauma, there is emerging evidence
that it can be helpful and effective with this presentation. Meyer et al. (2018) conducted an
uncontrolled study where they delivered 12 individual sessions of ACT to 43 war veterans
with PTSD and alcohol use disorder (AUD). There were significant decreases in both
clinician-identified and self-reported measures of PTSD symptoms post-treatment which
were maintained at the three-month follow up. Additionally, there were significant decreases

in AUD-related symptoms and also depression with an improvement in quality of life.

Shea et al. (2020) conducted a review to examine the evidence for psychotherapeutic
treatments for PTSD that did not focus on trauma. The meta-analytic comparison concluded
that ACT was a promising emerging treatment for PTSD. One of the treatments reviewed

was Fiorillo et al. (2017), in which a web-based feasibility ACT study was conducted with 25
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adult females, all of whom had experienced a form of interpersonal trauma ranging from
intimate partner violence to childhood sexual and physical abuse and adult sexual
victimisation. A six-week web-based intervention was accessed remotely. PTSD, depression
and anxiety were measured pre-post intervention and significant improvements were found.
In addition, PF increases were evidenced and PF in turn was correlated with the primary
outcome measures. This was an important study as it shows the correlation of PF with

trauma symptoms but also demonstrates the feasibility of web-based interventions.

Another treatment reviewed in the Shea meta-analytic comparison was Lang et al. (2017), in
which an RCT of ACT with war veterans conducted. It was concluded that there was no
difference in the ACT group compared to the active control group. However, a weakness of
this study was that the ACT therapists delivering the intervention were inexperienced and did
not always follow up on between-session tasks or remember to set the tasks with the
participants. The relationship to between-session behaviours could be said to be crucial in
delivering ACT as the adherence to the protocol and internal shifts that occur are linked to
behavioural changes which are made. The check-in at the beginning of a session as to how
successful these tasks were, with a view to gently but methodically examining the levels of
commitment to action and motivation towards one’s internal goals, is crucial in ensuring the
client is ‘bought in’ and invested in the ACT therapy. Being remiss in this could be seen to be
actively incongruent with ACT, even though the fidelity testing reported high levels of
adherence to the modality. The reason for this is that, if the therapist is not aware exactly
where the client stands on levels of commitment and willingness to act upon intersessional
behavioural tasks, this will lead to a disconnect between therapist and client and it will be
almost impossible to gauge level of creative hopelessness or to challenge any obstacles
which stand in the way of the valued action. It is an example of avoidance on the part of the
client which is then being colluded with by the therapist, albeit perhaps unwittingly. But

nevertheless it will result in continued avoidance being engaged in by the client.
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A number of studies have shown the benefits of ACT in improving PF levels which then
appears to mediate trauma symptoms. Reddy et al. (2011) studied returning war veterans
from Iraq and reported greater relationship adjustment and reduced physical aggression

perpetration and victimisation among those showing higher levels of PF.

Another study with Iraq and Afghanistan war veterans (Elliott et al., 2015) found that PF,
along with greater social support and lower use of avoidant coping, was a protective factor
against both PTSD and depression. Furthermore, PF was shown to be protective against
PTSD symptom development and externalising behaviours among veterans exposed to

trauma (Dutra & Sadeh, 2018).

Jansen and Morris (2017) conducted a case-series study aimed at assessing the efficacy,
acceptability and safety of ACT for outpatients suffering from PTSD with comorbid trauma.
Reliable improvements were found for all outcome measures according to the reliable
change index, indicating improvements in symptoms of PTSD, depression and anxiety (all
p <.05), and there was a reliable change in levels of PF for the clients at follow-up. This
study did not take into account confounding variables such as spontaneous recovery,
however, and was limited by taking measures at only four time points. It also collected only
quantitative data, overlooking an opportunity to utilise qualitative data to further understand
participants’ individual experiences and meaningfulness or to triangulate the quantitative
findings. However, being the first study to combine ACT for PTSD and psychosis, it
demonstrated ACT’s efficacy for complex comorbid conditions. There is no research to date

examining young people with this focus, and certainly not with a remote delivery.

Woidneck (2014) conducted one of the first studies using ACT for post-traumatic stress
(PTS) in adolescents. ACT was delivered over 10 weeks to 7 adolescents (4 from a
community sample and 3 from a residential sample). Results showed a decrease in PTS

symptomology across both samples with mean reductions in self-reported PTS
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symptomology at post-treatment of 69% and 81% in the community and residential samples,
respectively, and an overall 68% and 84% respective reduction upon follow-up. This is one
of the few trauma studies conducted on youth, but it indicates the feasibility and acceptability

of ACT as a treatment for this age group.

1.20  Summary of literature

The consensus of literature agrees that ACT is beneficial for both adults and adolescents in
the community. The majority of research, though, has been feasibility and acceptability pilot
studies and case studies, lacking power and ecological validity. Yet evidence suggests that
ACT is helpful for stress, chronic pain, behaviour disorders, OCD, PTSD and learning

disorders (Halliburton & Cooper, 2015).

More reviews and meta-analysis are emerging that provide empirical evidence for the
efficacy of ACT on improving PF, which is seen as an important mediating factor for anxiety
and depression. ACT has also been shown to have pre-post session improvements on

general stress levels and psychosis-related stress (Bach & Hayes, 2002; Johns et al., 2016).

ACT neurological processes appear to work in a different way to CBT processes (Burklund
et al., 2017) and reviews and meta-analyses (including Halliburton & Cooper, 2015; Swain et
al., 2015; Lgnfeldt et al., 2017) provide encouraging indications for the potential benefits of
ACT for young people experiencing trauma, for which very little research exists. No RCTs
have yet been conducted using remote ACT with 18—24-year-olds, and there are very few
empirically supported studies which have examined a remote TF-ACT approach

supplemented with SE and psychosensory techniques.
1.21  Relevance to counselling psychology

Cooper (2009) describes the perspective of counselling psychology as being less

pathologically orientated, working towards restorative, positively focused recovery pathways,
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encouraging each individual to reach their potential — and doing so through following their
own intrinsic values. ACT, by its very nature, is a therapy that engages the process of
becoming aware of our deepest goals and wishes and enables us to move actively towards
them. This makes ACT an extremely suitable counselling psychology approach which could
help to influence clinical services to move more towards focusing on patients’ strengths
rather than their deficits to become a ‘recovery-oriented service’ (Cooper, 2009; 2012).
Working in collaboration with another towards an aim is a core value within counselling
psychology, and as ACT is by nature intrinsically a collaborative journey towards identified

goals, this aligns it well with a counselling psychological approach.

If adopting a ‘life course perspective’ (Douglas et al., 2016), we acknowledge that
development must involve a perspective of both context and plasticity. Post-traumatic growth
(Tedeschi & Calhoun, 2004) can occur after extreme mental health crisis, so if we promote
young people as active organisms within their challenging environment through remote ACT-
based integrative approach, can we promote their agency and growth, despite living through

systemic stressors such as a pandemic?

1.22 Conclusion

The current overarching paradigm of the medicalisation of mental health is still in effect,
though this theoretical approach is gradually changing as research provides evidence that
an individual’s inner dialogue and interpretation of experiences can exacerbate and maintain
mental health disorders or alleviate them (Lanfeldt et al., 2017; Livheim et al., 2020;
Burklund et al., 2017). Current recommended treatment of CBT and exposure therapy for
trauma and other moderate-to-severe mental health disorders seems to be inadequate for
many young people. There is a huge gap in current research regarding effective
psychological therapies for young people, in particular remote or online interventions which
increase accessibility and flexible delivery. Mindfulness- and acceptance-based interventions

are showing us that ACT is acceptable and effective for these clients at reducing stress,
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anxiety and depression and increasing PF, and furthermore SE has shown to be effective in
treating trauma, although there is a paucity of research in these areas and empirical studies
with sufficient controls, power and ecological validity are extremely rare. To bridge this gap, |
suggest a much-called-for change of paradigm towards individually tailored and

transdiagnostic approach to treatments for young people experiencing trauma in this hugely

influential time of their lives.

An important potential benefit is empowerment of the young person in therapy to identify
their own intrinsic goals. This approach aligns strongly with my felt responsibility as a

counselling psychologist trainee to pursue promising lesser-known transdiagnostic therapies.

The suggested research approach is integrative and addresses not just cognitions but the
whole person. Approaching recovery through a trauma lens means valuing the whole context
of the person, including their physiology, internal and external perceptions and behaviours,
and intrinsic values and aims for life as well as therapy. An integrative approach also has

more chance of enabling the client to reach integration.
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Chapter 2: Methodology

2.1 Ontology and epistemology

The purpose of research is to yield useful and meaningful knowledge about the world. This is
inevitably influenced by assumptions which are held by myself as researcher regarding the
nature of reality (ontology) and intrinsic beliefs about how knowledge is produced
(epistemology), which is determined by theoretical opinion derived from a range of
philosophical paradigms (Poznanski & McLennan, 1995). Due to these elements creating the
context for research, this also has a direct influence on any chosen methodology and various

methods of engaging with the inquiry, and so should be defined from the outset.

In my efforts to determine the research paradigms informing this study, | used Poznanski
and McLeccan’s (1995) guidance and Bishop and Yardley’s (2017) recommendations to
identify and synthesise the assumptions lying beneath the overall research itself and the
research question. Creswell (1998) stated that ‘Qualitative researchers approach their
studies with a certain paradigm or worldview, a basic set of assumptions that guide their
inquiries’ (p. 74). Believing this to be true, | began from the outset to identify and align myself
with firstly an overarching worldview which ultimately brought about the research question
and, secondly, to determine a suitable methodology with which to examine my route of

inquiry. Below is the definition and detail of my positions held for the purposes of this study.

211 Ontology

Ontology is relevant to all stages of research and is the way we understand reality, what we
know and how we come to know this, ranging from a realist view — said to exist
independently of human thought (Pilgrim, 2020), where the external objective world exists
independently and truth is said to be measured objectively and perfectly — to an idealist
position, which states there is no objective world to be known, only a myriad of subjective
realities with an assumption that reality is an intellectual construction (Larkin et al., 2006).

Between these two perspectives lies the critical realist view, which ‘does not deny that there
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is a real physical world but does question the extent to which social scientific data can truly

or fully reflect such a real world’ (Howitt, 2019, p. 33).

Therefore, while | consider that some objective truths exist in the world independently of
internal experience (for example, an individual’s factual account of a traumatic car accident
or kidnapping), there also exists an internal experience which may be subjective to that
individual. Two people experiencing the same incident can respond internally and
physiologically uniquely. (This reflects the evidence that some trauma survivors of the same
incident can go on to recover with no PTSD while others can develop persistent PTSD
symptoms.) Therefore, | define my ontological position with regard to this study as critical

realist, situated between realist and relativist positions.

2.1.2 Epistemology

Epistemology asks the question ‘How and what can we know?’ (Willig, 2013, p. 37) and is
shaped by the ontological position of the researcher and the beliefs they hold about truth

and the gathering of knowledge.

Scientific research, including psychological research, has historically comprised largely
quantitative methodologies, which are underpinned by a realist position, generally intending
to objectively test generated hypotheses (Pistrang & Barker, 2012). These methodologies
work by deduction, seeking to deduce a phenomenon or concept, and are usually influenced
by already existing evidence, meaning that novel theoretical insights around the area of
inquiry can be limited (Willig, 2013). As it is important that therapy approaches are based on
an evidence base in order to replicate and deliver to services effectively, it was deemed that
part of this study should be quantitative in that standardised measures be used in order not
only to test the efficacy of the intervention but also to identify which processes and elements

of experience were most affected.
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Contrastingly, qualitative methods focus on subjective experiences and how reality is socially
constructed (Denzin et al., 2017). This approach to research is more inductive in nature and
exploratory, and in this way novel illuminations of phenomena can be discovered (Flick,
2018). A qualitative approach, therefore, was also deemed appropriate as its more fluid,
inductive approach would allow for a deeper understanding of the processes and
mechanisms of the intervention as they related to each individual, which aligned well with the
study’s aims and adopted paradigms. This was also felt to be essential for this topic of
inquiry, where the participant population being studied had already experienced
disempowerment and helplessness through trauma. Providing each individual with a voice
was deemed imperative in order to re-empower and recognise this underserved group.
Therefore, mixed methods was chosen as the most appropriate methodology with which to

undertake this study in fitting with the ontology.

Biesta (2010, p. 8) argues that there are postulated controversies around mixing quantitative

and qualitative methods but that these ...

... seem to focus particularly on epistemological questions about the objectivity or
subjectivity of knowledge and ontological questions about causality and the specific
nature of social phenomena. What is remarkably absent is a discussion in terms of the
purposes of the research — and it is important to acknowledge that decisions about the
wider purposes of research provide the framing for specific research questions, not the

other way around. (Biesta, 2010, p 8)

| therefore felt justified in allowing the research itself and the research question to weigh
heavily in influencing my epistemology. | felt that, as the research question was trialling a
fresh intervention approach, it was important that some standardised measures were used
(implying a real truth can be established around measuring levels of trauma and quality of

life in a quantitative manner), but | also felt it was imperative to add more context around
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these measures in terms of the individual experiences of the participants through a more
qualitative element. Embracing both quantitative and qualitative aspects adds context and
deeper meaning to singularly objective measurements (Greene et al., 1989), a combination

of objective truth-seeking and the subjective experience of the individual (Willig, 2012).

A common theoretical framework into which quantitative and qualitative approaches can sit
together is possible as argued by Bishop and Yardley (2017), who discuss the impact of
Dewey’s pragmatic influence regarding his theory of action (Dewey, 1896), termed the ‘reflex
arc’ concept, which is summarised as a theory of experimental learning. Dewey speaks of
the ability of all living organisms (including humans) to establish and maintain a dynamic
interaction with their environment, which as a result develops their predispositions to
become more focused and attuned to their forever-changing environment. This, he claims, is
how they learn. However, this way of learning is not about ‘how the outside world is’; ‘It is a
learning process through which living organisms acquire a complex and flexible set of

predispositions for action’ (Biesta, 2010, p. 11).

As my worldview is very much informed by my biopsychosocial approach, being a body
worker who has gone on to study psychology but also one who is heavily influenced by
knowledge from various other fields, including neuroscience and epigenetics, | very much
believe that the biopsychosocial feedback loops within which we all exist marry well with
Dewey'’s philosophy. Groundbreaking epigenetic studies have demonstrated that that
common DNA sequence variation and rare mutations account for only a small fraction (1%—
2%) of the total risk of inheriting personality traits and mental disorders (Dick et al., 2010;
Gershon et al., 2011). Which poses the question: what are the other influential factors in the
development of our psychological experience? The fact that gene expression itself can be
altered depending on the environmental/behavioural cycles of an individual speaks strongly

to Dewey’s reflex arc concept adding weight to this epistemological approach.
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Dewey developed the epistemological view of pragmatism, and pragmatism has since been
put forward as a viable philosophy for combining both qualitative and quantitative inquiry
(Greene & Caracelli, 2003; Tashakkori & Teddlie, 2010; Morgan, 2014). Dewey defines
knowing as being related to ‘the transformation of disturbed and unsettled situations into
those more controlled and more significant’ (Dewey, 1929, p. 236). He also speaks of
knowing as being necessary in order to improve levels of control, and claims that knowing
‘facilitates control of objects for purposes of non-cognitive experience’ (Dewey, 1929, p. 79).
This way of thinking matches my own perspective in that it relates to the individual
discovering and knowing more about their trauma experiences and understanding the effects
of these in a way that enables them to recapture control over their responses and, ultimately,

over their subsequent experiences of life.

Functional contextualism (FC) is another aspect of the pragmatic approach taken within this
inquiry. It is related to but differs from descriptive forms of contextualism, such as social
constructionism, as its analytic purpose is not merely to ‘appreciate’ the participant’s
situation within the whole; more specifically, the purpose of FC is the ‘prediction and
influence of psychological actions with precision, scope and depth’ (Hayes, 1993, p. 11).
What differentiates FC from other contextualist approaches is that function is key. The core
unit of analysis adopted is always the ‘act in context’ (Skinner, 1974, p. 234), the ongoing
situated purposive action (Hayes, 1993; Pepper, 1942). Therefore, within FC, all knowledge

is inherently practical and must be linked to some specific goal within a context.

This mixed-methods study followed a sequential explanatory strategy, comprising two
phases. The first phase of the research study involved the collection and analysis of
quantitative data, while the second phase involved the collection and analysis of qualitative

data.
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2.2 Assumptions underlying the research question

¢ Individuals who have experienced higher numbers of ACEs have been reported to be
more likely to suffer from adverse psychological, physiological and social outcomes
as well as reduced life expectancy (Bellis et al., 2014; Leitch, 2017; Reavis et al.,
2013)

¢ The pandemic in which the research took place was a further traumatising event
which could compound existing traumatic experiences leading to increased trauma
symptoms (Karatzias et al., 2020; Bridgland et al., 2021; Horesh and Brown, 2020)

e Young people up to the age of 25 are at a critical neurobiological developmental
phase for brain development and at this time are more susceptible to developing
anxiety and depression (Fuhrmann et al., 2015; Sawyer et al., 2018; Arain et al.,
2013)

¢ At this crucial developmental stage, they are also capable of developing coping
strategies such as PF.

o ACT has been shown to increase PF, so there is an assumption it could be used to
increase PF levels in young people experiencing trauma.

¢ PF may be a mediating and protective factor of trauma symptoms and other

comorbid conditions for young people (Richardson & Jost, 2019).

The research question therefore is: Can remote ACT for young trauma survivors improve

outcomes and quality of life despite living through a pandemic and further trauma?
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2.3

Aims

The primary aims of this study are to investigate whether trauma symptomology as the

primary variable being measured in this study can be mediated through the primary process

of PF, and secondarily if whether as a result of this change whether comorbid presentations

of anxiety and depression change as a result and as a secondary gain.

Additionally, the study will test whether PF is a mediator for post-traumatic growth,

personally defined proactive behaviours and quality of life for young people.

Therefore, the objectives of this study are:

1.

to examine effects of a remotely delivered ACT-based integrative approach on self-
report of trauma symptoms during a pandemic, specifically in relation to PF and core
processes of the model underpinning ACT

to ascertain whether a decrease in trauma symptoms as a result of increased PF has
a secondary effect on anxiety and depression levels

to explore if a reduction in trauma symptoms indicates further secondary positive
gains such as improved quality of life, post-traumatic growth and increased
behaviours towards individually selected goals

to begin to assess acceptability and feasibility of remote ACT-based integrative
approach for this population

to understand individual perspectives of participants regarding perceived change and

attribution for these changes.

Objectives 1, 2 and 3 shall be predominantly addressed by the quantitative aspect of

research, and objectives 4 and 5 shall be predominantly addressed via the qualitative aspect

of research.
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24 Hypotheses

It is hypothesised that an increase in PF may mediate a decrease in trauma symptoms,
anxiety and depression. Part of living with trauma symptoms is related to re-experiencing the
past, and as a result the fear and anxiety generated by this can exacerbate experiential
avoidance, creating more separation and isolation — particularly during a pandemic, when
experiential avoidance can reach high levels and potentially compounding and exacerbating

trauma symptoms.

2.5 Research design

2.5.1 Choice of method and analysis

This was a mixed-methods study. The quantitative aspect of the study followed the single-
case research design (SCRD). A fixed mixed-methods multiple-case series following a
staggered ABC format was used, with A representing the setting of the baseline period, B
representing the intervention phase and C representing an interview and final batch of
measures collected after a period of time had passed following the ending of therapy, six to

eight weeks later.

Strictly speaking, internal validity increases if ABA or ABCD forms of delivery are used, with
each letter representing a different phase of treatment or a withdrawal of the intervention.
This is because it can be more clearly seen if an effect changes on withdrawal of the
intervention through using a SCRD in a therapeutic study. However, the difficulty with
employing ABA or ABCD structure within a therapeutic intervention is that the very nature of
therapy implies that the client would be expected to learn strategies or to have found a
benefit in the A-phase session interventions which would leave lasting change or growth.
Therefore, on withdrawal of the therapy, there would not necessarily be observable change
in symptoms being measured. | have attempted to address this concern by the use of
multiple single cases and staggered-delivery of intervention, which should allow

demonstration of replicable mechanisms across the cases. This means that each participant
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began therapy at different points in time, increasing internal and external validity while
maintaining a comparison of each participant’s own scores to their own baseline, which is

seen as the control, instead of using a control participant or group.

25.2 Strengthening validity

As Gearing et al. (2011) observe, ‘Monitoring the delivery of intervention is considered the
heart of fidelity.” So, although the current study may be seen by some to be lacking the
validity an ABCD design can bring, introducing fidelity testing will add an element of integrity
to the study overall, as this will reduce the possibility of obfuscating accuracy of the

intervention results. This will increase the overall validity of any findings of the study.

Despite the above caveats regarding internal reliability, it remains that SCRD is still thought
of as the most appropriate way to study processes of therapeutic change with individual
clients and to document improvement (Kazdin, 1981). Therefore, multiple-baseline AB
design remains frequently perceived as the best option, offering the most rigorous design to

counselling research (Ray, 2015), and so was seen to be most appropriate for this study.

The qualitative aspect of the study was to combine the self-reported measures with data
collected through a semi-structured interview called the ‘change interview’, which offered an
opportunity for triangulation and to strengthen validity. The semi-structured interview (see
Appendix 1) provided complementarity, expansion and deeper understanding of the

quantitative results within cases.

Due to the fact that qualitative aspects could be captured by various methods, interpretative
phenomenological analysis (IPA) (Smith et al., 2009) was initially considered in the design.
However, IPA is bound to a phenomenological epistemology and has a dual focus both on
the unique characteristics of individual participants and on patterning of meaning across
participants. As this is a mixed-methods study and the quantitative method is single-case

design, each participant is being considered according to their own individual context and
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baselines. And although the processes of change and their meaning are relevant to the
research, they are specifically of interest within the framework and context of ACT as an
effective intervention. Therefore, it is of primary concern which of the ACT processes were
effective for each individual. After careful consideration, | decided instead on utilising the
‘change interview’ as a triangulating qualitative tool alongside the quantitative data for a
‘within case’ approach to formulation and to analyse this using framework analysis, a type of

content analysis described in detail in Section 2.10.3.1. This research is focusing on a case-

by-case basis, and each participant is their own control, so | decided to relate each
individual’s outcomes to their change interview and then to synthesise this across data
cases to determine whether there is evidence of change or attribution to ACT overall. The
change interview data would therefore be treated in a structured way as another within-case
source of data. Using framework analysis with the change interview in this way aligns with
the overall pragmatic stance of the research, whereby qualitative data can be used within a
mixed-methods approach primarily to ‘elaborate and illustrate quantitative findings’ (Bishop
and Yardley, 2017, p. 3). Each individual set of quantitative results can then be explored in

relation to their individual change interview data.

2.5.3 Quantitative strand

2.5.31 Outcome measures

Case-study design has been shown to be more exploratory and relevant to individual change
when many variables are measured with an open attitude as to what may have been
significant for the individual (Morley et al., 2018). So, although the main process outcome of
psychological flexibility was of key interest, as well as any mediating effect this may have on
trauma symptoms, it was seen as beneficial to take several other measures which research
has shown to be linked to PF to capture as much data as possible in order to understand
how ACT may have been impactful, useful or, indeed, unhelpful to individuals. All the

measures that were used have been outlined below.
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2.5.3.2 International Trauma Questionnaire (ITQ)

As mentioned earlier, the WHO’s definition of PTSD was updated and a new construct of
CPTSD was created in 2019. The newly termed construct of CPTSD comprises the original
six PTSD symptoms plus six other symptoms termed ‘disturbance in self-organisation’
(DSO) symptoms. Each group of symptoms has three subgroups. The PTSD cluster
comprises re-experiencing of the trauma in the present, avoidance due to the trauma and a
sense of current threat. The CPTSD cluster comprises the three PTSD subgroups then
additionally three subsets that represent DSO symptoms: affective dysregulation, negative
self-concept and disturbances in relationships. For the diagnosis of PTSD or CPTSD to be
fulfilled, there is also a requirement of traumatic exposure and significant impairment in
functioning to be present. Participants were asked to indicate how much they have been
bothered by each of their core symptoms in the past month, considering their most traumatic
event, using a five-point Likert scale ranging from not at all (0) to extremely (4). To qualify
diagnostically for PTSD, a score of 22 (moderately) for at least one of two symptoms from
each of the re-experiencing, avoidance and threat clusters is required, and at least one

functional impairment item must be measured (=2).

The ITQ (Cloitre et al., 2018) was used as a trauma symptom measure in order to
differentiate between PTSD and CPTSD symptoms. The participants were a treatment-
seeking sample who considered themselves to be affected currently by past or current
trauma (including the global COVID-19 pandemic). As the study is not primarily aimed at
reducing symptoms and is focused on the transdiagnostic approach of the ACT intervention,
it was still seen as useful to use standardised measures in order to monitor changes in
participants’ perceived experience and quality of life in order to determine if any second-
order change due to increased PF may have led to changes in experiences of all measures.
Both PTSD and CPTSD symptom scores were recorded throughout to show any change in
either direction of trauma experience, despite CPTSD scores normally being clinically

discarded if PTSD levels are not met.
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25.3.3 CompACT
PF was measured via the CompACT (Francis et al., 2016). The three factors of the

CompACT (openness to experience, behavioural awareness and valued action) were arrived
at by considering the six core processes within the original ACT hexaflex (Figure 2) and
categorising and re-grouping these down into the ‘triflex’ (Harris, 2009). The three aspects of
the triflex are commonly termed being open, noticing and being active. An exploratory factor
analysis suggested a theoretically coherent three-factor structure (clustering ACT’s six
processes into three dyadic processes) for a 23-itemed version of the CompACT. Scores are
derived by summing responses for each of the three subscales (openness to experience,
behavioural awareness and valued action) or the scale as a whole (CompACT total score).
Although the triflex terms are slightly different, the concepts relate directly to the CompACT,
of which overall Cronbach's alpha was 0.91. In previous studies, high levels of internal
consistency were found for the PTSD items (a = 0.88), the DSO items (a = 0.90) and the

total scale (a = 0.91) (Murphy et al., 2020).

Present Moment Self as Context

Be present

Leaming
psychological
Flexibility

Acceptance Values

Do what
matters

Open up

Defusion Committed Action

Figure 4. The triflex, which has developed from the ACT hexaflex (from Harris, 2009). The
six hexaflex processes are combined and reallocated to three areas of focus: being present,
opening up and doing what matters.
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2.5.3.4 GAD-7

The GAD-7 (Spitzer et al., 2006) is a seven-item, self-report anxiety questionnaire designed
to assess the patient’s health status during the previous two weeks. The items ask about the
degree to which the patient has been bothered by feeling nervous, anxious or on edge, not
being able to stop or control worrying, worrying too much about different things, having
trouble relaxing, being so restless that it is hard to sit still, becoming easily annoyed or
irritable and feeling afraid as if something might happen. It demonstrates good reliability, as
well as criterion, construct, factorial and procedural validity (Spitzer et al., 2006). A cut point
was identified that optimised sensitivity (89%) and specificity (82%). The GAD-7 is a valid

and efficient measure used frequently in clinical practice.

2.5.3.5 PHQ-9
The internal reliability of the PHQ-9 has been shown to be excellent (Kroenke et al., 2001),

with a Cronbach’s alpha of 0.89 and 0.86 in two retrospective studies. Test—retest reliability
of the PHQ-9 was also excellent; correlation between the PHQ-9 completed by patients in
the clinic within 48 hours was 0.84, and the mean scores were almost identical (5.08 vs

5.03) (Kroenke et al., 2001).

2.5.3.6 Emotional Regulation Questionnaire (ERQ)
The ERQ is a ten-item self-report questionnaire based on Gross’s (1998) process model of

emotion regulation. It is a commonly used measure of emotion regulation, specifically two
emotion regulation strategies: cognitive reappraisal (changing the way one thinks about
potentially emotion-eliciting events) and expressive suppression (changing the way one
responds behaviourally to emotion-eliciting events). Cognitive reappraisal to regulate
emotions is generally associated with healthier patterns of affect, social functioning and well-
being than is expressive suppression. In a recent study (Preece et al., 2020), confirmatory
factor analyses in each sample demonstrated that the traditional two-factor model
(comprising cognitive reappraisal and expressive suppression factors) was replicable and an

excellent fit to the data. In all samples, ERQ cognitive reappraisal (a = .89-.90) and
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expressive suppression (a = .76—.80) scores had acceptable to excellent levels of internal

consistency reliability (Preece et al., 2020).

25.3.7 Rumination Response Scale (RRS)
The RRS is a two-factor model developed from the response styles questionnaire (RSQ)

(Nolen-Hoeksema & Morrow, 1991). It consists of 22 items that assess responses to
dysphoric mood that are focused on the self, on symptoms and on possible causes and

consequences of moods. The internal consistency of this scale (Cronbach’s alpha) was .89.

Support for this two-factor model of rumination was found by Treynor et al. (2003). These
analyses indicate that the two components, reflective pondering and brooding, are
differentially related to depression in regard to predictive ability and gender-difference

mediation.

2.5.3.8 Quality of Life Scale
First developed by American psychologist John Flanagan (1978) and since updated by

Burckhardt and Anderson (2003), the Quality of Life scale (QOLS) is a self-reporting
measure which identifies 16 domains such as health, work, friendship and independence. It
has had high test-retest reliability over several studies (r = 0.78 to r = 0 .84) (Burckhardt et
al., 1989) with clinical samples experiencing chronic illness as well as within samples of
individuals suffering from obstructive pulmonary disease (Anderson, 1995). The 16-item
QOLS satisfaction scale was also internally consistent (a = .82—.92) (Burckhardt et al.,

1989).

2539 Post-traumatic Growth Inventory
The 21-item Post Traumatic Growth Inventory (PTGI) (Tedeschi & Calhoun, 1996) gives an

overall score for five subscales (range: 0—105): new possibilities, relating to others, personal
strength, spiritual change and appreciation of life. It is one of very few standardised and

validated questionnaires on positive post-traumatic change.
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Psychometric properties offer good internal consistency for the total scale (a = 0.91) and its
subscales, ranging from a = 0.85 to a = 0.70 (Silva et al., 2018). Silva et al., in their sample
of 300 Brazilian university students, also observed evidence of construct and convergent

validity through correlations with post-traumatic and depression symptoms and personality,

demonstrating validity of the scale.

2.5.3.10 AQualitative strand measure

A semi-structured interview called the change interview (Elliott et al., 2001) was administered
post-intervention. The interview was administered after a time interval of four weeks to two
months of the intervention ending. This was phase C of the ABC approach and included a
full battery of all the measures. This was included in the study for two reasons: firstly, to add
a richness to the quantitative data in line with the aims of the study, and secondly, to provide
sufficient exploration into potential confounding influences. To this latter end, it could help to
rule out any other reasonable explanations of change other than the controlled aspect of the
intervention. The interview schedule comprised nine questions covering helpful or unhelpful
aspects, changes, and perceived attributions for these. Each specific change was rated on a
Likert scale for levels of expected change, importance and likelihood of change occurring

without ACT.

Data from the change interview was evaluated in terms of such questions as: How have you
found the ACT therapy? Have you noticed any change in the way you think, act or speak
since therapy began? Was there anything detrimental about the therapy? Was there
anything difficult but which was helpful? To what do you attribute any change (including
factors outside of therapy)? Has anyone else noticed any changes? The full interview

schedule is given in the Appendix 1.

A subjective research journal was kept in order to provide additional information and

perspective, enabling further triangulation of data at the analysis stage.
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2.6 Setting and procedure

2.6.1 Sampling considerations

2.6.1.1 Setting

The sample of 18—-25-year-olds was chosen due to the implications of continued extensive
brain development in this age group (Blakemore, 2018; Fuhrmann et al., 2015). The aim of the
study was to work with individuals who were still developing neurobiologically, with a view to
improving outcomes of trauma, particularly in those who were yet to go through the final
synaptic pruning stage of brain development. Optimum recovery from trauma was of interest,
and in particular early intervention, before more possibly hardwired responses to trauma-
triggering stimuli may have been established in the individual. | also thought that the COVID-
19 pandemic, and the fact that many students would have been forced to make a change to
online learning, may have meant that a transition to online therapy might have been easier for

this group of participants, who were now accustomed to using online platforms for learning.

2.6.1.2 Inclusion criteria
Inclusion criteria were therefore students aged 18-25 who were living in the community in

the UK (due to opportunity sampling of City University students, all participants were
currently living in London, at least during term time) who were experiencing low to severe
levels of anxiety, who could identify at least one traumatic incident in their experience
(identified as a feeling that they are still presently affected by a stressful event that happened

in the past) and were capable of giving informed consent.

2.6.1.3 Exclusion criteria

Participants were excluded if they were experiencing psychosis, as distorted perceptions of
reality could have prohibited their ability to engage and process the intervention content.
Those presenting with high risk of self-harm or suicidal ideation were also excluded from the
research, as it was deemed inappropriate for me to be working with this level of risk as a

sole worker, without the support an organisation can bring to working with such clients.
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2.6.2 Recruitment

Opportunity sampling was employed in order to recruit participants. Recruitment took place
via an initial invitation email which was sent out to psychology undergraduates. Students
who expressed an interest were offered a telephone call to discuss the research and
supplied with information sheet (see Appendix 2), as well as being invited to ask any
questions they had. Participants were therefore all undergraduate students at City
University. Any interested students then replied to the email and were sent a detailed
information sheet about the study. Once they had read the information sheet, they had the
opportunity to ask any questions via email, and if they were still interested they went on to fill
in a Qualtrics questionnaire checking for suitability of trauma symptoms and levels and
answered the built-in consent form. At all stages it was made clear that the participants could

withdraw consent at any point but still continue with the therapy.

Any potentially suitable participants were then offered a telephone call by me to give an
opportunity to ask further questions and to discuss the therapy contract should they decide
to take part. A copy of the therapy agreement (see Appendix 3) was exchanged, and | then
called any potentially suitable participants to give them an opportunity to ask further
questions and to be set up on Pragmatic Tracker ready for screening. | had a special
research account arranged to be set up through City University. (Pragmatic Tracker online
software is a reliable GDPR (General Data Protection Regulation) (Information
Commissioner’s Office, 2018) -compliant and secure system as well as an approved data-
collection and -storage system.) Initial screening consisted of the participant remotely
completing several measures via Pragmatic Tracker to identify levels of anxiety, depression
and trauma symptoms. Individuals who met the inclusion criteria were then selected for the
study. Those students who met the inclusion criteria but were deemed to be unsuitable for a
research study due to high levels of risk were signposted to suitable organisations for further
support. (There was only one participant who fell into this category, as she presented high

risk and was also currently receiving treatment through the NHS. She was emailed with
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details of other organisations who could offer her support once her current treatment phase
ended, and she was also encouraged to contact her GP if the current support was not
meeting her needs.) After giving informed consent and having had an opportunity to ask any
questions about the study, individual therapy contracts were then signed by each participant

before the intervention commenced.

The recruitment process occurred in two batches, the first in April 2021 and the second in
October 2021. Twelve people expressed interest in the study, all of them female. Eight met
the inclusion criteria post-screening, and during the collecting of baseline measurements two
participants were lost due to attrition. (Neither participant gave a reason for not completing
the baseline measures.) This left six remaining participants who met the inclusion criteria

and also completed all baseline measures.

Of the sample who had started therapy, four participants completed the six sessions and two
participants dropped out of the study mid-way through, one because they felt they were not
yet ready for therapy and another because they felt they could not commit to therapy at that

time due to too many other stressors in their life.

2.6.3 Demographics

Additional data collected was in line with standard details required when starting therapy,
such as gender, age, existing diagnosis and previously undertaken therapy. This information
was useful in that it helped to establish any homogeneity and would prove useful in
understanding representativeness of the data in relation to the wider trauma population. All
participants were female and aged between 18 and 25. All six original participants
considered themselves to be still presently affected by past traumas. Three of the
participants’ traumas had occurred more than two years in the past, but three of them
remained within current familial relationships which were perceived to be causing them

ongoing trauma. All six recruited participants also considered the pandemic to have caused
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them additional stress. All had received past treatment for their traumas: two had received

trauma-focused CBT and the other four had received standard CBT.

264 Measures schedule

See Table 2 for a schedule of measures. In ‘Baseline’, ‘Tn’ signifies the unknown length of
baseline period (minimum: three weeks). In ‘Intervention’, ‘T6’ assumes weekly measures
taken over a six-week period. Each participant began the intervention at different times. This
meant that the intervention was time-staggered overall. As can be seen from the schedule,
ITQ and PTGI were not taken weekly as this was not suited to the measures. ITQ questions
are based on the past month, not collected weekly, and similarly PTGI was also not suited to
a weekly measure. This also meant there was no baseline set for these measures, which
may have implications for generalisability of results. (This is discussed further in results

section.) Baseline stability was aimed for in all other measures that were taken weekly.

Table 2
Temporal interval schedule of measures taken.

Pre- . . Two-month
Measure Baseline Intervention

treatment follow-up

T1 T6

GAD-7 v N v Weekly v v
PHQ-9 v v v Weekly v v
ITQ v v Weekly v v
QOLS N v Weekly v v
CompACT N v Weekly v v
ERQ v v Weekly v v
RRS v v Weekly v v
PTGI N Weekly v v

Note: T1 represents time point 1 (week 1) trough to T6 (timepoint 6 ) week 6 of the
intervention. Pre-treatment is the screening process. Note that the ITQ was not administered
weekly as it worded to be filled out at 1-month intervals.
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Table 3
Information on psychometric characteristics and reference group norms for the measures used
in this study.

Internal consistency

Test Sample N Mean SD (Cronbach’s alpha)
GAD-7 Adults primary care 2739 14.4 0.89
PHQ-9 University students 582 5.72 0.28 0.83
ITQ Community sample - g5q 1.19 1.36 0.77
no diagnosis
Community sample —
PTSD 56 1.57 1.58
Qlinical §ample -no 60 270 158
diagnosis
Clinical sample —
PTSD 36 2.61 1.55
CompacT Non-clinical adult 352 31.34 0.91
sample
PTGI Community sample 28 0.90
Coanitive 3.64 (men) 1.11 (men)
ERQ 9 . 1048 and 3.14 and 1.18 0.79
Reappraisal
(women) (women)

Note: A comprehensive battery of standardised self-report measures were implemented
weekly.

2.7 Data confidentiality and storage

Systems and processes were considered from the outset and all data held securely on
encrypted devices was anonymised. According to the GDPR, adults have the right to access
their personal data, request rectification, object to processing and have their personal data
erased. This was outlined in the consent form (Appendix 4). It was also made very clear to
participants that they could opt out at any time. The audio and visual files of session
recordings were stored on an encrypted device and then transferred to a secure OneDrive,
only to be accessed in order to share with an ethically approved external professional for
fidelity-testing purposes. City University guidelines state that it is recommended for students
to retain their data until after graduation, so data will therefore be kept on the university’s

encrypted platform for one year following my graduation, whereupon it will be erased.
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2.8 ACT-based intervention

As already stated, a large body of evidence suggests that a phase-based treatment
approach is effective for CPTSD (Cloitre et al., 2010) comprising stabilisation, reprocessing
of trauma and re-integration. The recommended content of these phases is still being
developed, but the consensus is that CPTSD sufferers require a period of stabilisation and
development of skills focused on regulation of affect, and interpersonal functioning prior to
successful trauma reprocessing work, in order to avoid re-traumatisation. The National
Institute for Health and Care Excellence (2018) recommends exposure work, trauma-

focused CBT (TF-CBT) or EMDR for PTSD.

The current intervention was designed with all the above in mind, but also, considering it was
a time-limited and online intervention for trauma sufferers, a priority was given to the
stabilisation phase in the hope that skills learned in this area would enable safe titration of

very safe processing and would in turn lead to gradual re-integration.

| delivered the intervention, being a professional therapist trained in ACT. Sessions were
delivered online for a duration of 60 minutes and were delivered weekly for six weeks. As
experiential avoidance (EA) is seen within the ACT model as a maintaining factor of distress,
the overall aim of ACT therapy is to increase psychological flexibility for the client. It is
hypothesised that, by becoming more aware and present, and by experientially making
contact with their difficult thoughts and feelings, while becoming aware of intrinsic personal
values and then determining to take specific steps towards those personal values, this will
reduce experiential avoidance. By the same token, it is important that the therapist embodies
the ACT processes by modelling being flexible, present and aware, and choosing
appropriate course of action depending on what is presented by the participant in the

therapy session.
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In order to achieve this desired reduction in EA, metaphor and between-session behavioural
tasks are used heavily in ACT. But in order for all these processes to be effective, they must
be relevant to the individual and their unique experiences and circumstances. Therefore, the
ACT intervention was highly individualised and not linear in its delivery or fixed in its content.
Additionally, ACT processes are conceptualised to work non-sequentially; therefore, in
theory they can be introduced in any order (Blackledge & Barnes-Holmes, 2009), so each
participant was introduced to the triflex aspects of ACT as and when it was most appropriate

in their personal therapeutic journey.

2.8.1 Intervention epistomological influences

ACT’s philosophical foundation lies within relational frame theory (RFT), and both ACT and
RFT fall within functional contextualism (FC) (Hayes, 1993). A fundamental functional
contextualist follows a pragmatic truth criterion which intrinsically does not speak of the
‘nature of reality’ as such because, according to FC, pragmatic truth is only true insofar as it
leads to a ‘desired outcome’. Hence the ACT intervention as part of the methods used fits

coherently within the pragmatic approach taken.

Overall, taking into account the mixed research methods used, | adopted a critical realist
ontology and an overarching pragmatic epistemological stance within this study, believing
that there is no ‘perfect’ or absolute way to access knowledge (Maxcy, 2003). The effect of
these positions on methods used were that | decided that multiple perspectives would be

advantageous to elicit deeper contextual understanding in this inquiry.

As an ACT-based integrative therapy is the clinical intervention being used here, this reflects
further my overarching FC philosophical stance. The use of standardised measures
indicates that there is a ‘truth’ that can be known and measured, but only insofar as the truth
criterion for this study is that of contextualism. Therefore, ‘successful working’ toward one’s

analytic goals (Hayes, 1993) or basing the gathering of knowledge on ‘what is effective
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within the situation’ is the aim. As | was ultimately looking at participants being released from
experiential avoidance to pursue their valued living, in the expectation that this would reduce
the shackling results of trauma symptoms which separate and segregate individuals from
integration and prevent them reclaiming their lives, it seemed that individuals’ behaviour
changes and goals would be important factors in understanding the efficacy of the

intervention.

Using additional qualitative exploration indicates a seeking to understand deeper the context
in which this ‘truth’ exists. Therefore, | chose to add a qualitative dimension to this research
alongside the quantitative side. | hoped that the qualitative aspect may illuminate the broader
social context and impacts resulting from individual perspectives (Braun & Clarke, 2006). |
also acknowledge that my area of research is a complex real-world environment where the
paradigm of psychopathology and necessity of diagnosis currently governs treatment and
care. It is therefore important that standardised measures are used alongside idiographic
measures, Quality of Life scales and a qualitative element to ascertain whether relationships
may be further understood. This fusion may help to place this research within the current
environmental and social climate with a view to contributing to the counselling psychology

field both theoretically and clinically (Kasket, 2012).

As this is applied research, which is exploring a clinical intervention within a complex
population and pandemic setting, there is arguably a further benefit in adopting multiple
methodological perspectives towards aiding depth and richness to understanding
(Schulman, 1986) — further reasons why this research fits within an overarching paradigm of

pragmaticism (Bishop & Yardley, 2017).

FC is rooted in contextualism but also in philosophical pragmatism (Dewey, 1896). In
considering the interaction of interpretation of belief and meanings, | adopt a pragmatic

philosophical overview (Morgan, 2007), believing in the pragmatic truth criterion that there is
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no ‘right’ behaviour, only what works for the individual (Burr, 2003; Hayes et al., 2006). This
fits with the qualitative aspect of data collection, in that it seeks to elucidate individual
meanings and experience in relation to specific measurable behaviours. FC therefore
seemed an appropriate philosophy with which to approach this study. Embracing both
quantitative and qualitative aspects adds context and deeper meaning to singularly objective
measurements (Greene et al., 1989). The validated measures give structure and factual data
which can then be contextually explored. For example, if PF improved on individual ACT,
this will have identified PF as malleable, and if trauma levels also improved, then this may
suggest the existence of a relationship between the process of PF and trauma symptoms
(and possibly other measures). The qualitative strand from the semi-structured interview
would allow for the participants to add the richness and depth of their personal experience to
the visual data, adding deeper understanding of the mechanisms and meanings of these

changes.

2.8.2 Individual tailoring to reduce power imbalance

The functional goal is movement in the six ACT core processes, as outlined previously, and
‘techniques that move these processes can be part of an ACT intervention’ (Hayes, 2013, p.
188). This was also a core consideration by which techniques were selected and used with
each participant. As the aims of the study were exploring PF within a vulnerable group with
potentially complex presentations involving trauma, it was imperative that the intervention
used was non-harmful, trauma-informed and, where appropriate, trauma-focused. Due to the
nature of intense, intrusive thoughts and emotions which are associated with trauma, this
can often increase feelings of overwhelm, and an underlying feeling of powerlessness can
then accompany this. There is also a strong possibility of re-traumatisation within therapy.
For this reason, the delivery of the ACT intervention being highly individualised was further

appropriate.
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2.8.3 Development of the intervention: theory meets practice

As previously mentioned, the National Institute for Health and Care Excellence (2018)
recommends exposure work, trauma-focused CBT (TF-CBT) or EMDR for PTSD, with TF-
CBT being most commonly used as treatment for CPTSD (Cloitre et al., 2010). However, it
has been shown that some CPTSD cases cannot be effectively treated by TF-CBT alone. |
also wanted to appropriately provide support to CPTSD participants, so in an attempt to
provide a theoretical background for the clinical work | developed the following approach,
which utilised a combination of trauma therapy techniques including primarily ACT but also,
where necessary and appropriate, flavours of trauma-focused psychoeducation, narrative
trauma therapy and a heavy somatic element encompassing techniques such as havening
(Sumich et al., 2022) and somatic experience (SE) (Levine, 1997). In the context they were
used, all of the techniques used could be justified as being part of the ACT ftriflex and fell
under one of the three aspects of being open, noticing or being active. My synthesised
approach then became a three-pronged trauma approach which was based on the following
theoretical structure for all therapy. As this intervention was tailored to individual participants
in a very idiographic way, while still maintaining an element of repeated measures as well as

quantitative analysis, this sits very well with the PBT approach which is currently emerging.

1. Stabilisation. Specifically within this intervention, this involved emotional regulation and
ability to de-escalate intrusive thoughts and emotions. SE, psychosensory techniques
and mindfulness were at the forefront of this phase.

2. Trauma processing, using only a carefully titrated technique. Specifically within this
intervention, this involved gradually empowering participants to feel safely able to either
write down or talk about general aspects of their trauma as a start to beginning to
process them.

3. Re-integration. Specifically within this intervention, this identified participants’ intrinsic
motivations and values for realistic change within the six weeks (based on clients’

chosen goals for increased connection with others and decreased fragmentation of self).
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2.8.4 Integrating bodywork techniques into ACT

Bearing in mind that stabilisation was a priority, multiple techniques in line with this three-
pronged approach were used, as individually appropriate, but developing a sense of safety
and skills in emotional regulation came foremost — for instance, creating a safe place with
somatic anchoring and embodiment of this was used with all participants. | felt that this was
one of the essential trauma-focused stabilisation techniques for the participants to have
access to an internal stabilising resource while working remotely. Another technique was
dropping anchor (Harris, 2009), which was useful to bring a client safely back to the present
if they became overwhelmed emotionally or began to experience dissociation, while another
was defusion, which enabled the participants to step back from their overwhelming
memories and intrusive emotions enough so that they could cope without overwhelm. This
was achieved via several techniques, one of which was externalisation, which enabled the
clients to externalise the recurring difficult emotions, then re-frame them as a functional part
of their personality. Once this was achieved, they were able to make choices about how
much this externalised part of their personality controlled behaviour. As a result, participants
were able to begin to recognise sooner when trauma symptoms began to be triggered. They
were also then able to use self-soothing techniques to regulate emotion before they became

too highly activated physiologically in their trauma memories.

As the importance of fidelity to the ACT processes is more crucial to integrity of the protocol
than a manualised, linear delivery, there was no strict manual being followed in the delivery
of ACT. Rather, sessions were tailored to each individual in relation to the therapy aims and
goals as identified by the participants initially and throughout therapy, as governed by their
personal values. Content of sessions was also determined by individual need in relation to
emotional regulation according to personal levels of distress in relation to current and past
stressors which came up in therapy. Integrity of adherence was monitored with a fidelity-
testing procedure by an ACT professional (Nima Moghaddam) using the ACT-fidelity

measure (O’Neill et al., 2019).
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2.9 Data collection

Scores on trauma symptoms, anxiety and depression levels, as well as emotional regulation,
rumination levels, quality of life and behaviour data regarding behavioural goals, were
retrieved from Pragmatic Tracker. The CompACT was used as a process measure to identify
any changes in PF levels. The main outcome variable of trauma was measured using the

ITQ.

Baseline of GAD-7 and PHQ-9 was taken for at least two weeks, until a stable pattern had
been established, as recommended by Lane and Gast (2014). A minimum of three data
points were taken, where possible, as recommended by Smith and Gore (2012), in order to
establish a secure baseline which would become each individual’s ‘control’ for each

measure.

The use of standardised clinical measures such as GAD-7, PHQ-9, RRS, ERQ and PTGI
were beneficial as they enabled referencing of each individual’s responses compared to the
general population (Morley et al., 2018). Analysis of GAD-7 and PHQ-9 was considered in

light of clinical significance according to IAPT standards (NHS, 2014) (see Table 4).

Table 4
RCI and caseness threshold for PHQ-9 and GAD-7 (NHS, 2014).

A - Measure | B -Diagnosis C-Range D -Reliable E -Caseness
change index threshold
PHQ-9 Depression disorders 0-27 26 210
GAD-7 Generalised anxiety disorders | 0-21 24 28
(and unspecified anxiety
problems)

Reliable change index (RCI) (Jacobson & Truax,1991) was used to calculate reliable change

pre-post intervention.
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Following analysis for clinically significant change, ACT process measures (from the weekly
CompACT questionnaires) were analysed further using visual analysis to evaluate trend,
level and stability, and were guided by recommended systematic procedures (Lane & Gast,
2014). The definition of trend is progress and direction over time, level as magnitude of the

data, and stability as the variability or bounce of data (Gast & Spriggs, 2014).

2.10  Data analysis

2.10.1 Quantitative analysis

Visual analysis is commonly recommended to inspect single-case experimental design data
(Smith & Gore, 2012, p. 521), so this was the primary method of analysis used. | chose to
utilise the reliable change index (RCI) (Jacobson et al., 1999), as it has demonstrated
efficacy in calculating whether an individual's change is reliable and clinically significant
(Morley et al., 2018). Many also advocate that the ecological validity of empirical findings
using visual analysis can be further enhanced in naturalistic studies by employing baseline
mean and trends (Bloom et al., 2006; Kazdin, 2008). Therefore, | employed visual analysis
using the dual technique of Fisher et al. (2003), employing baseline mean and trend lines to

inspect graph data to increase reliability (see e.g. Figure 14).

2.10.2 Effect size calculation

There is currently no agreed single best method for calculating effect size in single case

design. Kazdin (1978) suggests:

If performance during an intervention phase does not overlap with performance during
the baseline phase when these data points are plotted over time, the effects usually
are regarded as reliable. The replication of non-overlapping distributions during
different treatment phases strongly argues for the effects of treatment. (Kazdin, 1978,

p. 63)
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Therefore, in this study, alongside visual analysis, | employed percentage of non-overlapping

data, as recommended by Kazdin (1978) and Tawney and Gast (1984).

2.10.3 Qualitative analysis: the change interview

The change interview (Elliott et al., 2001) was 60—90 minutes long and was conducted and
recorded over live Zoom sessions. These were then transcribed and analysed to be
presented within a structured table. Data was analysed and synthesised alongside each
individual participant’'s outcome measures to ascertain if any aspects of the therapy had
been helpful or unhelpful and had either strengthened or weakened results and assumptions

made on the basis of the quantitative data.

2.10.3.1 Framework analysis
Framework analysis was the method used to analyse the qualitative data from the change

interview. From a FC perspective, self-examination and reflection is perceived as a relatively
unimportant focus and as such the change interviews provided additional information in
order to supplement the quantitative data rather than an independent perspective into
psychological change. Framework analysis is a form of content analysis sitting under the
umbrella of qualitative methodology. Ritchie and Spencer (1994) developed the approach,
which is particularly germane for examining differences, similarities and relational themes in
the context of semi-structured interviews (King et al., 2018). It differs from some qualitative
methodologies, such as grounded theory or interpretative phenomenological analysis, as
framework analysis is not naturally aligned with any specific epistemological approach (Gale

et al., 2013) and is therefore most suitable for use within a pragmatic FC approach.

The framework analysis was utilised in conjunction with the quantitative data to support or
refute quantitative findings. A priori themes had already been generated by the questions
within the semi-structured interviews and were then expanded in an inductive style. A five-
step process was adopted, as suggested and described by Srivastava and Thomson (2009),

comprising: 1) familiarisation of the data, including listening and transcribing; 2) identifying
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thematic framework from a priori themes; 3) indexing sections of the data that correspond to

the themes; 4) Charting the indexed data; and 5) mapping and interpreting the key

characteristics of the indexed information.

2.10.3.2 Credibility of analysis
In order to ensure that the qualitative research was of high quality, | referred to Yardley’s

(2000) quality-control recommendations, which list various criteria which were used to

measure its rigour and credibility.

Table 5

How this study ensured standards of high-quality research

Yardley (2000) quality-
control elements
required

Methodological response

Sensitivity to context
(e.g. theoretical,
relevant literature,
empirical data,
sociocultural setting,
participants’
perspectives, ethical
issues)

Chapter 1 reviewed literature relevant to this topic in order to
contextualise the current inquiry.

Initial screening gathered data from the relevant identified population
(18—25-year-olds).

Intervention was sensitively planned and implemented in order to be
easily individually tailored to each participant’s unique experience of
life and trauma.

Young people’s experience of trauma and the unique development
for every survivor is mentioned in every chapter.

Invisible sufferers of trauma are acknowledged in regard to the
context of the pandemic.

Undiagnosed and invisible sufferers of trauma in regard to those
falling below clinical threshold (discussed in Chapters 3 and 4).
Every intervention session was guided by participants’ preferences
and needs on that day.

Overall therapy goals were directed strongly by participants who
chose their values and long-term aims from the first meeting.

Commitment and
rigour

In-depth engagement
with topic;
methodological
competence/skill;
thorough data
collection;
depth/breadth of
analysis

Strong scientist practitioner involvement through offering of a
therapeutic intervention, one-hour duration over six weeks, to
produce brand-new, topic-relevant data.

Ongoing objective journal as well as detailed client notes, plus
supervisory discussions in clinical supervision developed deeper
engagement with the topic and elicited analytic interpretations which
became important themes with clinical implications (discussed in
4.20 Reflexivity statement).

Guidance was gathered from peers and researchers with experience
in both qualitative methodologies and single-case design (SCD) to
enhance SCD competence. My research supervisor provided
feedback at all research stages to ensure rigorous standards.
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60—90-minute interviews were offered to provide participants with
the opportunity to voice their individual experiences, which
generated rich data.

Limitations of the study are detailed in Chapter 4.

Transparency and
coherence

Clarity and power of
description/argument;
transparent methods
and data presentation;
fit between theory and
method; reflexivity

Initial therapy contracts were discussed individually with each
participant. Power issues were addressed in discussion of the
agreement. Participants could suggest amendments.

Clear methodology of mixed methods described in Chapter 2.
Results presented openly in Chapter 3. Raw data available on
reasonable request.

After each session, participants were asked to give feedback
regarding their satisfaction with the sessions, which was gratefully
received and acted upon immediately and also in the succeeding
sessions in order to ameliorate power imbalance.
Between-session tasks were collaboratively set but driven strongly
by participants’ personal preferences and needs.

Impact and
importance
Theoretical (enriching
understanding); socio-
cultural; practical (for
community, policy
makers, health
workers).

Chapter 1 acknowledges current and emerging theories impacting
treatment of trauma as well as changes in paradigm surrounding
trauma symptoms and treatment.

Chapter 4 addresses routes for disseminating knowledge garnered
in current trauma service settings for children and young people as
well as their immediate community (parents, family and other
counselling psychologists).

Intention to publish non-linear intervention guidance for
dissemination and use in current and wider trauma organisations.
Chapter 4 discusses the original contributions of this research,
alongside its counselling psychology and wider implications and
potential applications of the findings, in particular trauma-informed
and trauma-focused approaches by healthcare professionals.
Chapter 4 discusses potential benefits to healthcare professionals
this research brings.

2.11  Design standards

SCRD was chosen as the methodology for the reason that it offers rigorous experimental

evaluation of intervention effects, but importantly it also proves a useful basis for establishing

causal inference (Kratochwill et al., 2010). This method was appropriate for this study, and

preferable over other methods, such as a randomised control trial, as it permitted a thorough

exploration of a relatively un-researched area with great breadth and open mindedness in

that, even though there were hypothesised to be improvements in PF and trauma scores

overall, there were other measures taken where the outcome was not predicted. It is a

feasible design both in relation to the purview and breadth of this study as well as being able
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to generate appropriate data to address the hypotheses and achieve the outlined aims and

objectives.

2.11.1  Threats to validity

Two of the most prominent threats to validity of the research design and potential
conclusions that might be drawn concern adherence to a replicable intervention and also
potential for either researcher bias (due to the researcher — me — also being the therapist) or
that there may be a therapist effect which could be influencing outcomes without being
measured. Of course, any individual delivering therapy will be exerting an effect over a
participant, regardless of whether they are the researcher or not. Nevertheless, it was
important to me that | minimised any personal effect | might have on outcomes by following
scripts for introduction to the intervention, delivery of certain techniques such as dropping
anchor, safe-place exercises and SE exercises. A strong fidelity-testing procedure was also

introduced to mitigate any possible divergence from the ACT modality.

2.11.3 Fidelity testing

Treatment fidelity in outcome research refers to verification that the independent variable
was manipulated as planned. Confirmation of fidelity is essential in ensuring that powerful
and valid comparisons of replicable treatments can be carried out (Moncher & Prinz, 1991).
As Gearing et al. (2011, p. 82) observe, ‘Monitoring the delivery of intervention is often
considered the heart of fidelity, as it involves measurement of fidelity during the course of the
intervention.” Therefore, the ACT fidelity measure (ACT-FM) (O’Neill et al., 2019) was used
to ensure uniformity of delivery and adherence to ACT principles and processes. All
recordings were shared with the fidelity tester, who then applied a strict method of randomly
sampling sessions of each participant’s therapy, throughout all stages of therapy. The ACT-
FM measure awards points for ACT-consistent behaviours and deducts points for ACT-
inconsistent behaviours of the clinician delivering the therapy. The one-to-one sessions were

recorded and a stratified sample fidelity was checked to determine adherence by the
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clinician to an ACT approach. (See Chapter 3 and Appendix 5 for a detailed outline of the

fidelity results.)

2.12  Ethical considerations
Ethical approval was granted by City University initially in December 2019 and then, due to

restrictions imposed because of the COVID-19 pandemic, a substantial restructuring and
rewriting of the study was required. This led to re-application for ethical approval in June
2020. Approval was finally granted in November 2020 (see Appendix 6). British

Psychological Society (BPS) (2017, 2021) ethical codes were adhered to throughout the
research process, as was the ethical framework for the counselling professions from the
British Association for Counselling and Psychotherapy (BACP, 2018). Ethical codes and

matters were considered throughout and are outlined below.

As there were two main areas of ethical consideration surrounding practitioner research
(McLeod, 2014), namely the wellbeing of the participants but also the basic ethical
coherence of the study, | considered both. Particularly as my research involved delivering
therapy, there were additional ethical considerations to take into account. To ensure that |
was upholding participants’ rights to well-being and non-maleficence, the BACP Code of

Practice was followed at all stages.

| was aware that there was a dual role present in that | was therapist as well as the
researcher. McLeod (2014) warns to guard against dual roles where diluting of the
therapeutic role can occur or a lack of therapeutic focus can result. To guard against this, |
kept a personal reflective diary about the therapeutic process and relationship with each
participant, and | also engaged in regular professional supervision so that any lack of focus
could be addressed early on. McLeod also warns against confusion regarding the
therapeutic agreement where research overlaps therapy. | ensured that the information

sheet gave thorough explanations of roles and boundaries, and when conducting telephone
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screening | emphasised these aspects before screening even began. It was also clearly
stated that participants could withdraw from the research at any time and that this would not

affect their therapy.

Another consideration was whether, as the therapist, | could deliver therapy with fidelity to
ACT and uniformity without attempting to influence outcomes of the research. This was a
tension which | thought about deeply and came to the conclusion that, as a therapist, | am
attempting to go beyond non-maleficence and entering into the area of attempting to improve
the participant/client’'s well-being. As long as transparency is held here, this tension is
acceptable, especially where research is taking place in order to further the development
and improvement of therapeutic services both for the participants involved and for young
people in general. No payment was taken for any therapy service in the course of the study,

thus removing some of the imbalanced power dynamic from the relationship.

Finally, the consideration of whether participants would feel able to be honest with me at the
follow-up phase, due to my dual role of therapist and researcher, was also at the back of my

mind. | prepared for this by retaining a relational transparency throughout the therapy.

Individual therapy agreements were exchanged with each participant where confidentiality
and events denoting a need for breach of confidentiality were clearly stated (see Appendix
3). The information sheet clearly outlined strict boundaries between the therapy and
research interview and stated that sessions could not be extended in any case, but that
where appropriate signposting would guide participants to other useful services should they

still need further support at the end of the intervention.

2.13 Risk management

Due to the fact that the participants were likely to be experiencing anxiety, depression and
trauma symptoms, levels of risk were an important factor. | carefully considered and

discussed this with my supervisor and agreed that | would screen participants for level of
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risk. It was agreed that no participants displaying moderate-to-severe levels of risk would be
eligible for the research. This was screened for using the CORE-10 online measure, which
has an individual risk element embedded as one of the questions asks if the client has felt
hopeless or despair and another asks if they have made any plans to end their life. This risk
element is recorded separately in its own timeline so it can be observed independently. Each
participant was also assessed during the first session via clinical interview, which added
another strand of reliability to the risk assessment undertaken through screening . It was
stated clearly in the advert (see Appendix 7) for the research that participants would need to
be seen as eligible for the research as a result of this screening, but the eligibility criteria
were not advertised so that the screening could be done blind. This avoided participants
deliberately skewing the screening results if they were experiencing levels of risk that were

too high for the study.

Due to the often complex nature of trauma symptoms and the concern about possibility of re-
traumatising, | felt that it was imperative that this intervention was not only trauma-informed
but also trauma-focused. Therefore, the planned content for the therapy sessions, as well as
remaining true to the ACT core processes, was heavily weighted towards stabilisation,
emotional regulation, and safe and titrated processing of emotion. Protocols for loss of
internet connection during sessions were also clearly explained in the therapy agreement to

prevent further distress should this occur unexpectedly.

2.14 Dual-role standards

As | took the role of both researcher and therapist, | was conscious of potential dual-role
complications as well as a possibility of the power imbalance, which is unavoidable where a
therapist is also the researcher. Therefore | carefully followed the five criteria as laid out by

Bond (2004) to ensure good practice as a researcher/practitioner (Table 6).
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Table 6
Five criteria essential for good practice (Bond, 2004, p. 9).

Criterion

1 Care is taken to ensure that the undertaking of any research by the practitioner is both beneficial to the client and
consistent with the integrity of the research.

2 Thorough consultation, with both a research consultant or ethics committee and the practitioner’s counsellor or
psychotherapy supervisor, is undertaken before the research commences and continues throughout the duration of
the research.

3 The challenge of obtaining free and informed consent in these circumstances is adequately considered and the
procedures for obtaining consent outlined in section 3.1 (Consent, pages 6-7) followed.

4 The impact of the dual relationship is carefully monitored and, when appropriate, addressed in any reports of the
research process and outcomes.

5 The use of any records is restricted to the purpose(s) for which they were created and authorized by the client’s
consent.

| was aware from the outset that role duality could create some bias both within the therapy
and during the follow-up interview. However, | felt that there were also benefits of this dual
role, as being present for all the therapy sessions meant | would already have an in-depth
knowledge of the participants’ values and goals before going into the interview. To alleviate
this bias as much as possible, however, | stressed the importance of honesty and candour in
the interview and explained that everything we can learn about ACT will be beneficial, even
in cases where ACT may have caused difficulties or have been unhelpful. The fact that I, as
therapist, also took the role of interviewer may have actually led to a stronger rapport which
could help the participants to be more open, leading to richer qualitative data collection and
possibly more insight into their personal experiences. As Stiles (2007, p. 126) observes,
‘Practitioners of counselling and psychotherapy routinely witness people’s pain, struggle,
courage and joy in a depth and detail rarely possible in psychological laboratories.” For this

reason, | felt the benefits of my dual role outweighed any potential negative aspects.

| attempted to maintain an ethically minded approach throughout the study, as
recommended by Bond (2004, p. 9), and further adopted a ‘role-fluency’ approach (Figure
5), as recommended by Gabriel and Casemore (2009), whereby the therapist maintains a
primarily therapeutic role in the mid-stage of the project (i.e. during the data-gathering
intervention delivery stage), with care that the researcher role is bracketed off in part for the

planning and early stages and is the primary role in the analysis stage. This worked well as,
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although the cases were staggered in delivery times, full analysis was undertaken only after

the final interview was complete and all contact had ended with the participant.

LTRSS,
=g

Figure 5. The role fluency process in clinical research (Fleet et al., 2016)

2.15 Reflexivity and axiology

It is important to acknowledge my role and influence as the researcher in that my values and
biases have undoubtedly already interacted and influenced the research questions asked,
the type of data that was collected, the method of interpretation and the overall research
process. | am aware that, having personally worked therapeutically with young people
affected by trauma, and having witnessed ACT'’s efficacy when offered to individuals
experiencing severe psychological distress, these experiences have instilled within me a
desire to explore effective care options for young trauma sufferers. | feel that this group is
under-provided for, particularly in the wake of COVID-19, when existing trauma is likely to

have been compounded by the trauma of the pandemic.
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2.15.1 Impact of personal experience on emerging research question

Having worked with children and young people within the public sector and Tier 4 inpatient
settings for adolescent acute admissions, | became increasingly aware of the increased
incidence of traumatic experiences associated with poor mental health outcomes. Very
frequently there seemed to be a correlation between the number of adverse childhood
experiences (ACEs) (Reavis et al., 2013) experienced and severity of anxiety, depression,

CPTSD and even psychosis.

While working as a therapist alongside young inpatients and noticing that they were indeed
experiencing many comorbid symptoms alongside their CPTSD presentation, | also noticed
that, just as there were precipitating factors (ACEs) leading to these poor mental health
outcomes, there appeared to be some protective factors at play whereby some young
people were able to adapt, heal and recover with less difficulty than others. It was clear that |
was restricted in what | could do as a practitioner to prevent or alleviate the pain of trauma
they had already experienced, but | did witness that, where individuals were able to access a
more psychologically flexible state, they were able to improve coping, adapt better and move
on with their lives positively. In some cases they even demonstrated an ability to learn from
their difficulties, own them and transform them into strengths for the future. This ability of
some individuals to be flexible and flourish despite their past trauma led me to feel that my
role as practitioner and responsibility towards helping young people lay in developing this
PF. With little existing research into PF development in this age group, | determined to
investigate if trauma symptoms could be alleviated or other benefits could be gained from

young people developing PF despite their difficult experiences.

As a practitioner, | have worked voluntarily within schools where young people were
repeatedly isolated during lockdown, combined with experiencing the fear and dread of
imminent threat from illness or death of their loved ones. | feel strongly that it is imperative

that young people are provided with accessible options for therapeutic intervention in order
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to lessen, where possible, the impact of such trauma on their future lives, particularly in the
wake of the pandemic. If the post-pandemic youth are not given support, and as soon as
possible, they will have a very unfair and unequal start in life. | feel it is our duty as

psychologists to stand up for this unfairly impacted group.

To guard against my being so close to the research that this might compromise my ability to
critically and objectively engage with the data, | kept a research diary. This stimulated and
encouraged reflexivity within the work as research progressed. | also engaged in external
supervision as well as personal therapy, and kept a reflexive journal throughout in order to
segregate and address these tensions. | remained aware, however, that my personal
perspective would nevertheless influence every stage of the research, and so engaged with
reflexivity at every stage by consulting closely with both my academic supervisor and also

my clinical supervisor of the ACT work.

As ACT is a fundamentally idiographic treatment tailored to the clients’ intrinsic values, it is
an ideal intervention to use alongside the chosen measures, but it also fits well with my own
philosophy that a pragmatic approach is strongly bonded to social-justice goals (Morgan,
2014). New paradigms allow new sets of belief, and it is my hope that the findings of this
research will contribute towards a dialogue about the benefits of treating trauma as
‘psychological distress’ and providing effective transdiagnostic, process-oriented, short-term,

trauma-focused support to post-pandemic youth as a priority.
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Chapter 3: Results

3.1 Main outcomes

There was a large amount of data collected for this study. The summary of results follows
here and are then described in more detail first by measure then by participant. Given the
nature of the single case design, results per measure cannot be generalised, yet there was
still usefulness in considering change across every individual process for each participant, in
line with the aims of the study. Lastly, some between-measure comparisons are explored in
line with the aims of the study to examine any relationship between PF, trauma and QOL.

Table 7 shows demographics of the population sampled.

3.2 Demographics

Table 7
A summary of demographics of the 4 participants who completed the intervention.
Participant Previous Previous Length Gender Age Trauma Trauma
diagnosis therapy of time occurred still
in present
therapy
P1 None CBT 12 Female 19  Throughout Sitill
weeks childhood present
P2 None CBT 10 Female 20  Throughout Still
weeks childhood present
P3 Depression TF-CBT 16 Female 22  Throughout Sitill
weeks childhood present
P4 None None None Female 23  5years No
ago —
single
event

3.3 Change results

The following tables summarise change for participants across outcome measures. Table 8
illustrates change at post-intervention and Table 9 illustrates change maintained at follow-up.

Table 10 illustrates further change from post-intervention to follow-up.
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Table 8
A summary of positive change across quantitative measures for all participants from
baseline to post-intervention.

Participant GAD- PHQ- CompACT PTSD C- PTGI RSS QOLS ERQ
7 9 PTSD

P1 v v v v v v v v v

P2 v v v

P3 v v v v v v v

P4 v v v v v v v v v

As illustrated in Table 8, from baseline to post intervention, two participants (P1 and P4)
experienced positive change in all nine measures, one (P3) experienced positive change in
all but two measures, and one (P2) experienced positive change in three of the measures.
(Significance of level of change in each measure is discussed in more detail in the results by

measure section).

Table 9

A summary of positive change across quantitative measures for all participants from
baseline to follow-up.

Participant GAD- PHQ- CompACT PTSD C- PTGI RSS QOLS ERQ
7 9 PTSD

P1 v v v v v v v v v

P2 v v v v

P3 v v v v v v v v

P4 v v v v v v v v v

As Table 9 shows, two participants (P1 and P4) showed positive significant change in all
measures from baseline to follow-up while another (P3) showed improvement in all but one

measure.
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Table 10
A summary of maintenance of improvement or further positive change from intervention to
follow-up. * represents further positive change.

Participant GAD-7 PHQ-9 CompACT PTSD C- PTGI RSS QOoLS ERQ
PTSD

P2 v v* v v* v v v

P3 v v* v v* v* v

P4 v v* v* v v* v*

As Table 10 shows, there was continued improvement from post-intervention to follow-up in
many of the nine measures. One participant improved in all but one measure, two
participants continued to improve in all but two measures, and one participant continued to
improve in all but three measures. Of note is the fact that one participant had improved in
only three of the nine measures at post-intervention but by the time of follow-up had gone on

to improve in seven of the nine measures, with further improvements in two of these.

3.4

Table 11
Reliable change index (RCI) for all participants across all measures, pre-intervention
to FU score.

Main outcome of reliable change index

Participant GAD-7 PHQ-9 CompACT PTSD CPTSD PTGI

P1 Significant Significant ~ Significant Significant
decrease  Significant increase decrease  Significant increase
* decrease * * decrease *

P2 Significant Significant
Significant Significant Significant decrease Significant decrease
decrease* decrease* increase * increase

P3 No Significant Significant Significant Significant Significant
change decrease* increase decrease decrease increase

P4 Significant Significant Significant Significant Significant Significant
decrease* decrease* increase decrease decrease increase

Participant ERQ RSS QOLS

P1
No Significant  Significant
change decrease increase”

P2
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Participant ERQ RSS QOLS

Significant No No

increase change change
P3 Significant Significant Significant

decrease decrease increase*
P4 Significant Significant Significant

decrease decrease increase*

Notes. Table based on Jacobson and Truax (1991). RCI calculated using Cronbach’s Alpha for
scales/subscales with mean and SD for T1 total scores. Using RCI to calculate change from T1 to FU.
[*] Indicates a positive significant clinical outcome. [-] indicates a negative clinically significant
outcome.

3.5 Visual analysis

The remote ACT-based intervention was the only experimental variable introduced and was
the primary process variable being measured. Visual analysis was utilised in order to assess
validity and reliability of the data and therefore the strength of any conclusions drawn.
Results were highly individual for each participant with a lot of variability within the visual

analysis. Therefore, caution is necessary when visually interpreting the data.

Table 12
Percentages of non-overlapping data for each participant
between baseline and intervention phase within the

CompACT scores.

Participant Percentage % of non-overlapping data for PF
P1 100

P2 28

P3 42

P4 100

Calculations of percentages of non-overlapping data, which is data in the intervention phase
that is equal to or higher than the highest value in the baseline phase, illustrates that there

was variance across participants ranging from 28% to 100%.
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Table 13
Percentage of non-overlapping data within each condition

Participant QOL RRS ERQ GAD 7 PHQ 9
P1 100 100 71.42 85.71 100
P2 57.14 14.28 100 28.57 42.85
P3 42.85 85.71 0 42.85 42.85
P4 100 28.57 28.57 87.71 100

Table 13 describes percentages of non-overlapping data between baseline and intervention
phase for the measures shown. Calculations of percentages of non-overlapping data, which
is data in the intervention phase that is equal to or higher than the highest value in the
baseline phase, illustrates that for the above measures there was variance across

participants ranging from 0% to 100%.

Baseline stability was aimed for in all measures apart from ITQ and PTGl for reasons
mentioned on p 92. However, some posit that baseline stability does not necessarily reduce
type 1 errors (Lanovaz & Primiani, 2023) and that therefore it is not necessary to wait for
baseline data to be stable. Also, importantly, as Tables 5, 12 and 13 show, the percentage of
non-overlapping data with all measures also adds weight to the fact that the level of variance
displayed is likely to be due to the intervention, despite a lack of stable baseline. However, it
is also important to note that many of the measures were standardised clinical measures
with widely accepted ranges of reliable and stable recovery (see Table 4). This meant that
each participant could be measured against their own clinical score even as a standalone,
one-off measurement from a clinical standpoint. The trendlines produced at baseline stages
also are good visual indicators of the direction of projected change or stability to be

compared to the trendlines produced by the data points during the therapy phase.
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3.5.1 CompACT scores

CompACT scores pre-post-follow up
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Figure 6. Bar graph showing comparison of each participant’s PF scores over time.
Improvements were demonstrated in every participant from baseline to follow-up.

3.5.2 PTSD scores

PTSD scores pre-post-follow up
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Figure 7. Bar graph showing a comparison of each participant’s scores for PTSD over time.
Improvements were demonstrated in every participant from baseline to follow-up.

Of the four participants, only one (P4) was identified through screening as experiencing
clinical PTSD. The other three were borderline by a minimal margin as being classified as
clinically suffering from PTSD. P1 was one point away from being classified as having PTSD

yet scored almost maximum for CPTSD symptoms (yet this would not have classified them
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as clinically suffering from CPTSD, as a PTSD diagnosis is required first before a CPTSD
classification can be made). P2 was also marginally under the clinical cut-off point for both
PTSD and CPTSD, and P3 scored as a definite clinical case of CPTSD (having scored the

required PTSD score initially).

As can be seen from Figure 7, P1 made the most significant decrease in PTSD symptoms.
Of note is that all four participants made significant positive reduction in PTSD levels from
baseline to follow up, although P2 experienced a worsening of PTSD symptoms between
baseline and post-intervention before improving at follow-up. So, although we cannot
generalise from a multiple-case-design study, it can be said that all four of the participants

did experience a decrease in trauma symptoms after the ACT intervention.

3.5.3 CPTSD scores

CPTSD scores pre-post-follow up
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Figure 8. Bar graph showing comparison of each participant’s CPTSD scores over time.
Improvements were demonstrated in every participant from baseline to follow-up apart from
Participant 2.

As stated previously, CPTSD scores relate to the subscales of affective dysregulation,
negative self-concept and disturbance in relationships. At baseline, although two of the

participants were borderline PTSD clinical cases, and so would not have been diagnosed as
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PTSD or CPTSD, they nevertheless had very high CPTSD scores. On examination, it
appeared that there was one PTSD subscale they had missed out on by one point: ‘re-

experiencing in the here and now’.

P1 was one point too low to qualify as clinical PTSD, yet their CPTSD score was almost the
maximum possible score. P2 also was marginally under diagnosis level, yet their CPTSD

symptoms were also moderately severe at baseline.

Three participants showed significant decrease in CPTSD symptoms from baseline to follow-
up. P2’s score increased from baseline to post-treatment, and P3’s increased from post-
treatment to follow-up, although overall showed an improvement by follow-up.

3.5.4 Psychological flexibility change over time alongside trauma
symptom score
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Figure 8.1. Graphs depicting psychological flexibility (PF) scores alongside trauma symptom
results for Participants 1-4.
Note: Red lines depict scores for trauma symptoms. Black lines depict PF scores.
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3.5.5 QOL scores

QOL scores pre-post-follow up = pre
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Figure 9. Bar graph showing QOL scores over time, and in relation to national average.
Note: Blue dotted line indicates average score in general population.

All participants’ QOL scores were significantly below average at baseline. P1 showed a QOL
score of only approximately 50% of the national average (Burckhardt & Anderson, 2003). As
shown in Figure 9, the general trend from baseline to follow-up after intervention shows a
positive increase in quality of life, and all participants’ scores were moving closer to the

expected clinical cut-off average for this sample.

3.5.6 Ruminative Response Scale scores

RRS scores pre-post-follow up
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Figure 10. Bar graph showing RRS scores over time, and in relation to national average.
Note: Blue dotted line indicates average score for female in general population.
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All participants’ baseline levels were above the population norm for this measure at baseline.
Clinical cut-off of 42, as shown by the blue line, indicates this. The general direction of
change is towards the population norm, with P1 showing the largest decrease in ruminative
responses. P2 experienced the smallest decrease of 2 points which was analysed as being
non-significant according to the RCI, but all participants’ scores indicate an improvement in

ruminative response post-intervention.

3.5.7 PTGI scores
PTGI scores pre-post-follow up
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Figure 11. Bar graph showing PTG scores over time.

As shown in Figure 11, P1, P3 and P4 all show a positive increase in post-traumatic growth.
P2 shows a clear deterioration in this, however, from baseline to post-treatment, and then

with further decline until follow-up.
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3.5.8 GAD-7 scores

GAD-7 scores pre-post-follow up
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Figure 12. Bar graph showing GAD-7 scores over time, and in relation to national average.
Note: Blue line shows clinical cut-off score.

A score of 10 or greater on the GAD-7 represents the accepted cut point for identifying

cases of GAD. Cut points of 5, 10 and 15 are interpreted as representing mild, moderate and
severe levels of anxiety (Spitzer et al., 2006) All participants began the study with a baseline
level of severe anxiety. Three participants showed a very significant and reliable reduction in

anxiety levels (see Figure 12), although P3 remained at baseline score throughout the study,

up until follow-up.
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3.5.9 PHQ-9 scores

PHQ-9 scores pre-post-follow up
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Figure 13. Bar graph showing PHQ-9 scores over time, and in relation to national average.
Note: Blue dotted line shows clinical cut-off score.

Depression severity is interpreted as: 0—4 none, 5-9 mild, 10—14 moderate, 15-19

moderately severe, and 20-27 severe (Kroenke et al., 2001).

At baseline, three participants were reporting depression-severity scores of moderately
severe (P1, P2 and P3) while P4 scored as moderately depressed. All participants’ mood
levels had improved significantly and clinically from baseline to post-intervention, and all
participants experienced further improved mood levels post-treatment to follow-up. By the
point of completion of the study, two of the participants (P1 and P2) had reduced their
clinical depression levels from severely depressed to non-clinical levels of depression, and
P4 had also reduced their levels to significantly below clinical cut-off scores. P3 remained

experiencing moderate levels of depression.

3.6 Results by measure

3.6.1 Overall psychological flexibility

The following graphs show overall psychological flexibility per participant over time.
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Figure 14. Graphs depicting overall psychological flexibility for Participants 1—4.

Note: The blue dotted line depicts the average score for PF in a healthy population.

A = a significant traumatic event took place at that point during the intervention (for further
details see extended results under framework analysis).

As Figure 14 shows, all participants’ overall psychological flexibility had improved by follow-
up. P2 shows a slight decline from baseline to post-treatment, but by follow-up this has
significantly increased. Trend-line analysis shows that all participants demonstrated an
improvement above what was expected from baseline trends. (As can be seen in each
graph, the baseline trend is extended by the dotted line, and this baseline trend indicates the
probable trajectory if the current pattern continues with no intervention.) In each case, the
follow-up score for PF is above where the baseline trend had predicted. PND (see table 13)
shows that effect size for change is as follows: P1 (100), P2 (28), P3 (42) and P4 (100).
Indicating that the level of change for P1 and P4 is a large significant effect, for P3 moderate

significant effect and for P2 a small significant effect.
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3.6.2 GAD-7

Table 14
RCI and caseness threshold for PHQ-9 and GAD-7 (NHS, 2014).

A - Measure | B -Diagnosis C-Range D -Reliable E -Caseness
change index threshold
PHQ-S Depression disorders 0-27 26 210
GAD-7 Generalised anxiety disorders | 0-21 24 28
(and unspecified anxiety
problems)
Participant 1 Participant 2
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Figure 15. Graphs depicting GAD-7 results for Participants 1-4.

Note: The blue dotted line depicts the average score for GAD-7 in a healthy population.
A = a significant traumatic event took place at that point during the intervention.
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All participants established a stable baseline before intervention. Trend line for baseline
measures were matched with intervention trend line in direction for P1 and P4, with both
showing a trend of significant positive reduction in clinical symptoms. Two participants (P1
and P3) demonstrated an improvement beyond what the baseline trend line indicated. The
remaining 2 participants (P2 and P4) demonstrated a reduced improvement compared to
what baseline trends suggested, although both still resulted in sub-clinical outcomes by
follow-up. NHS guidelines on reliable change (NHS, 2014) report change of equal or greater
than 6 points to show reliable significant change (see Table 14). RCI analysis results
reinforces this as a reliable improvement also for P1, P2 and P4 from baseline to follow-up.
PND shows that levels of change were significant: P1 (85.71), P2 (28.57), P3 (42.85) and P4
(87.51). P1 and P4 showed large significant change, P3 a moderate significant change and

P2 a small significant change.

3.6.3 PHQ9
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Figure 16. Graphs depicting PHQ-9 results for Participants 1—4.
Note: The blue dotted line depicts the average score for PHQ-9 in a healthy population.
A = a significant traumatic event took place at that point during the intervention.

127



Two participants (P1 and P4) demonstrated arrival at a follow-up score that was on track and
in line with baseline predictions. The direction of change of one participant (P2) had altered
from baseline to intervention in a negative clinical direction, although by follow-up this had
reduced in a large jump to be just below clinical levels. The trend line of one participant (P3)
suggested an upward trend at baseline, which altered drastically towards the opposite
directionality of decline in score throughout intervention, landing at a point just above the
clinical cut-off point for depression by follow-up. PND shows that levels of change were
significant: P1 (100), P2 (42.85), P3 (42.85) and P4 (100). P1 and P4 again showing 100%

effect size for significant change.

3.6.4  Quality of Life
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Figure 17. Graphs showing QOL results for Participants 1—4.
Note: The blue dotted line depicts the average score for QOL in a healthy population.
A = a significant traumatic event took place at that point during the intervention.

The QOLS scores are summed so that higher scores indicate a higher quality of life. The
average total score for healthy populations is around 90. Burckhardt and Anderson (2003)

state that it is reasonable to expect that patients who participate in a treatment programme
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and rate their symptoms as improved by 60% or more will gain 7—8 points on the QOLS total

score.

Of note is the fact that, as can be seen in the visual analysis in Figure 16, all participants’
baseline trends initially indicated a projected decline in quality of life. Three of the four
participants (P1, P3 and P4) demonstrated a direction of change towards a positive
improvement of QOL during intervention stage. P2 demonstrated a decrease in QOL during
the intervention stage but by follow-up their QOL score had significantly improved. PND
shows that levels of change were significant: P1 (100), P2 (57.14), P3 (42.85) and P4 (100).

P1 and P4 showing large (maximum) significant effect sizes of 100%.

3.6.5 Ruminative Response Scale
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Figure 18. Graphs showing RRS results for Participants 1-4.
Note: The blue dotted line depicts the average score for RRS in a healthy population.
A = a significant traumatic event took place at that point during the intervention.

Three participants scored much higher than average for the RRS pre-treatment, and the

trend lines extrapolated from baseline indicated a downward trend for three of them. P1, P3
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and P4 all demonstrated a significant decrease in ruminative response style from pre-
treatment to follow-up. P2 showed a minimal change which was of non-significance
according to RCI. PND shows that levels of change were significant: P1 (100), P2 (14.28),

P3 (85.71) and P4 (28.57).

3.6.6 ERQ results
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Figure 19. Graphs showing ERQ results for Participants 1-4.
A = a significant traumatic event took place at that point during the intervention.

Figure 19 shows that ERQ responses, unlike those recorded by many of the other
measures, were relatively stable throughout intervention. P1’s remained unchanged at final
follow-up scoring. P3 and P4’s had decreased slightly over time to follow-up, and P2 showed
a slight increase in score. PND shows that levels of change were significant: P1 (71.42), P2

(100), P3 (0) and P4 (28.57).

3.6.7 Change interview results

The data gained from the change interviews is summarised in Table 15.
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Table 15

Change interview data from four participants summarised by question.

Question P1 P2 P3 P4
1. How are you | Better. Very much better. | A lot better. Better.
doing now in
general?
2. How has the | Very good. Very good. Good. Good.
ACT therapy
been for you?
3. What Increased social | Increased Improved Improved
changes, if any, | connection. functioning. mood for communication
have you Been more Increased longer periods. | in relationships.
noticed in authentic with acceptance. Drastically Study/life.
yourself since others. Increased improved Decreased
ACT therapy Been engaging emotional sense of self- self-judgement.
began? more socially. regulation. worth and self-

Increased self- compassion.

compassion. Reduced

Increased self- people-

awareness. pleasing.

More

empowered.
4a. Has No. Not really. Only some life | No.
anything circumstances.
changed for the
worse since
you started
ACT?
4b. Is there No. No. Yes, anxiety No.
anything that and
you wanted to overthinking.
change that
hasn’t since
therapy
started?
5a. For each 5: Very surprised | 4: Somewhat Self-worth: 5 3: Neither
change, please | by it. surprised about (very much expected nor
rate how much change of surprised by it). | surprised by
you expected it perspective on Less people- the change.
VS. were anxiety. pleasing: 4
surprised by it. (somewhat

surprised by it).

5b. For each 1: Very unlikely | 2: Somewhat 1: Very unlikely | 2: Somewhat
change, please | without therapy unlikely without without therapy | unlikely without
rate how likely | (clearly would therapy (probably | (clearly would | therapy
you think it not have would not have not have (probably
would have happened) happened) happened) would not have
been if you happened)
hadn’t been in
ACT therapy.
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Table 15

Change interview data from four participants summarised by question.

Question P1 P2 P3 P4
5c. How 5: Extremely 4: Very important | 5: Extremely 5: Extremely
important or important important important
significant to
you personally
do you
consider this
change to be?
6. Attributions: | Been doing yoga | Different Realisation of | Intrinsic
In general, more as well as | perspective led to | extent of past motivation
what do you more different goals. difficulties. initially.
think has mindfulness, Experiments ACT has given | Personal
caused these realising what | between a new different | support in
various want in life more. | sessions. perspective. therapy
changes Self-awareness. Comparison session.
(including with friends. Outside of
things therapy,
both outside of deadlines were
ACT therapy motivating.
and in
therapy)?
7. Helpful Mindfulness, Passengers on Helping to Learning
aspects: Can emotional the bus exercise. | define goals in | emotional
you sum up regulation Enabled life that align regulation
what has been | techniques. acknowledgement | with values. techniques and
helpful about Acceptance of of various needs. | Definitely being | emotional
your ACT difficult Sharing this listened to and | defusion (leaf
therapy so emotions. exercise with supported. on river
far? Please Self-knowledge others. Therapist’s exercise).
give examples. | of dimensions of | Defusion approach and

self (through exercises. attributes.

passengers on SE exercises. SE exercises.

the bus).

Increased

empathy (for

other people’s

passengers).

Therapist’s

approach and

attributes.

SE exercises.
8a. What kinds | Nothing. Nothing. Sometimes the | Nothing.

of things about
the therapy
have been
hindering,
unhelpful,
negative?

emailed
resources did
not feel
accessible in a
moment of
overwhelm.
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Table 15

Change interview data from four participants summarised by question.

Question P1 P2 P3 P4
8b. Were there | Revisiting painful | Initial distress that | Nothing was Initially, talking
things in the events at times anxiety cannot be | difficult about to therapist
ACT therapy but at the same | dismissed the therapy. about difficult
which were time it is helpful | entirely. However, | Life was things. But
difficult or to go over them | this led to difficult, helpful in the
painful but still | as well increased though. end as found a
OK or sometimes. freedom overall, narrative
perhaps It was difficultto | and a new safely.
helpful? push myself out | perspective of

of my comfort accepting anxiety.

zone.
8c. Has Having longer Not really, no. Desire to No.
anything been | time in therapy. unpack past
missing from Having more trauma more.
your treatment? | sessions to really
(What would hone the new
make/have techniques and
made your create new
therapy more pathways. Good
effective or to practise the
helpful?) techniques with

the therapist.
9. Do you have | Would have liked | Online therapy Having more Online
any longer time in might be hard for | sessions would | questionnaires
suggestions for | therapy, 8—10 some people to have been are useful as
us regarding weeks ideally. open up. good. you have more

the research or
the therapy?

time to think
and answer
them.

Notes: ‘Passengers on the bus’ exercise is an ACT experiential exercise whereby different
parts of the self are identified, and the role of each part is explored and validated. The
participant can then identify when these parts show up and can chose to follow advice or
coercion of the part, or to choose a different action based on their pre-identified values and

goals.

SE exercises comprised butterfly hug, self-havening technique (transpirational), safe-place
embodiment and dropping anchor, psychosensory exercises.

Mindfulness comprised a range of techniques including mindful breathing, body scan, leaf-
on-a-river technique (whereby thoughts are seen as leaves floating by on a river), eternal
blue sky visualisation (whereby thoughts are seen as clouds floating through the eternal blue
sky — self-as-context, where the sky represents the self).
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3.6.8 Framework analysis

There were a priori themes created by the change interview (Appendix 1). These were a) the
therapy, b) core ACT processes, c) changes. After immersion in the change interview data
and extensive listening and transcribing, this framework could be expanded upon and further
themes were generated, as can be seen in Table 16. Further analysis, including direct

quotes, can be found in Appendix 8.

Table 16

Expanded themes from framework analysis

ACT processes The therapy Changes
Values Acceptability Perspective
Acceptance Feeling safe Behaviour
Committed action Difficulties Integration
Self as context Skills/techniques Coping better
Defusion

Contact with present moment

Overall, participants’ responses in the change interview were congruent with the responses

in the quantitative data.

3.6.9  ACT processes

The six ACT processes — values, acceptance, committed action, self as context, defusion,
contact with present moment — were all tied in with the expanded framework, so in order to
avoid duplicating data they are mentioned as being intrinsically linked within the two strands

of 3.7 The therapy and also 3.8 Changes. Considering the ACT processes in this way adds

another level of understanding and interpretation (see below).

3.7 The therapy

3.7.1 Acceptability

When acceptability was discussed in the interview, no participant identified any
unacceptable elements. P3 and P4 rated their experience of trauma-focused ACT as good

and P1 and P2 rated theirs as very good. All participants rated that they were feeling better,
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a lot better or very much better at follow-up. When asked if anything was missing from the
therapy, P1, P2 and P3 stated that they would have preferred more sessions; P1 specified
8—10 sessions would have been preferable to 6. P4 particularly liked the online
guestionnaires that could be completed remotely, as it meant they had more time to think
and answer them in their own time. P3 specifically said that they felt they had a lot more
unpacking of trauma that they would have liked to have had time to do. P2 commented that
some people may find it too difficult to open up online initially. They also commented that
their initial expectation for therapy was to do more talking about problems but were
pleasantly surprised that they were now equipped with skills which meant that they could
reduce their internal distress more easily, which reduced the need to talk things out so much

with others.

3.7.2 Feeling safe

When asked about how the therapy had been experienced, every participant mentioned that
they felt more at ease in general at follow-up. P1 felt ‘more at ease with myself’. P4 felt more
relaxed in general. Although P3 was still reporting feeling very stressed about current life
events, they were emphatic about stressing how safe they had felt during the therapy
sessions and mentioned this several times in the interview — for example, ‘I think like the
most important thing is like the safe place.” P1 also mentioned how they felt safe during
session, saying, ‘You made me feel safe from the start, your way of being accepting and

warm.’

All four participants also specifically mentioned their use of the SE techniques when they
were feeling activated between sessions and how these had enabled them to feel safer,
more regulated and less anxious, and even enabled them to change their behaviours.
Statements from the change interview corroborated the change in measures related to
anxiety in that P1, P2 and P4 all reported significant reduction in the GAD-7 measure. P3’s

GAD-7 score remained unchanged from baseline to follow-up, but this could be understood
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further by referring to the subjective research journal which showed that P3 was still living
within one of the relationships that had caused their initial trauma so were still dealing with

the anxiety day-to-day.

3.7.3 Difficulties

When | asked which aspects of the therapy had been unhelpful, hindering or negative, P1
reported nothing had been so. P3 commented that sometimes the resources from sessions
did not feel accessible enough in a moment of overwhelm (regarding emailed resources). P4
reported that some of the exercises ‘felt weird in the beginning’ and that it had been hard to
visualise some of the techniques, such as ‘leaf on a river’. They went on to add that with
practice this ability improved and it ‘got easier to be in the moment’, but in moments of
overwhelm some visualisations did not always work to reduce this. P3 reported that the most
difficult thing for them was external challenges, i.e. living with the ongoing situation, which
was stressful, particularly when they returned home for holidays or when they had contact
with the individual associated with their trauma. P1 and P4 mentioned that talking about
traumas had felt difficult at first, but both added that it was beneficial in the long run to have
done this. (Even though during the therapy sessions trauma was worked on for the most part
content-free, there were still difficult thoughts and emotions which the participants tuned into

during the intervention, which was clearly challenging.)

3.7.4 Skills and techniques

Skills and techniques were another heavily weighted theme in the framework analysis. Skills
learned in therapy were mentioned by every participant. P1 and P2 both specifically named
the ‘passengers on the bus’ exercise as something that they used regularly and found
beneficial. P1 even elaborated to say that they were now becoming aware of other people’s
passengers on the bus, indicating increased empathy and understanding of others due to
this skill. P2 named this exercise as something they had shared with their friends as they

found it so helpful.
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Havening was another skill which was named by P1, P3 and P4 as being a useful calming
skill which induced calm in moments of overwhelm and enabled better coping. P3 had found
this particularly effective at calming them in moments of distress and they had taught the skill

to their friends also.

Mindfulness skills were also named by P1 and P4 as helpful. P4 stated that the mindfulness
technique ‘leaf on a river’ was particularly effective at allowing them to control their thoughts

and to reduce the impact of intrusive thoughts.

The ‘identifying values’ exercise was cited as beneficial by P1 and P3. P3 stated that it was
helpful to define their goals in life which aligned with their values. P1 also said that they now
realised more what they wanted from life. Interestingly, the participants who identified that
they now knew more what they wanted from life had also taken the most actions towards
these goals; P1, P3 and P4 had all changed their behaviours in relation to idiographic aims
they had identified for therapy from the beginning as a direct result of identifying their values
(a core ACT component). The change interview in this instance corroborated the objective
research journal, which recorded valued action taken by each participant as being frequent

and consistent for P1, P3 and P4.

Idiographic tasks between sessions was another technique which was named as helpful by
P1, P2 and P4, with P2 stating that these felt like ‘experiments’ between sessions. These

behavioural changes can be recognised as the core ACT component of committed action.

3.8 Changes

3.8.1 Coping better

All participants mentioned coping better with life since the intervention. P1 mentioned being
able to calm themselves down and be more at ease with negative emotions, as well as

feeling more willing to face these negative emotions. P2 mentioned how, when things get

137



difficult, they can now have a plan and know that there are things they can do to reduce the
distress, as well as noting that they were now coping with the distress better, in that it was
not stopping them from ‘doing life’ and doing their activities anymore. P3 mentioned that they
were coping better with overwhelm and that havening in particular helped with that, and P4

mentioned that coping mechanisms from the intervention in general had been very helpful.

Mood improvements were also reported from all four participants. This reinforced the
quantitative data from the PHQ-9 which showed P1, P2 and P4 all displayed reliable
significant improvements according to NHS (2014) of = 6 to mood (see Table 14). P3
specifically reported that their depressive periods were much shorter now than before the
intervention. However, they were the only participant to fail to show reliable significant

change as their PHQ-9 score improved by only 4 points.

3.8.2 Perspective

All four participants made several comments about changes in perspective, which was a
heavily weighted theme of the framework analysis, mentioned 11 times in total. P1 reported
that they were aware of being much kinder to themselves now and that this had led to them
living a much more authentic life. Now that they were aware of their own ‘passengers on the
bus’, they were also seeing life from others’ perspectives, which further speaks to the ACT

component of defusion.

Compassion was a perspective which was reported as significantly changed by P1, P3 and
P4. P3 stated that they had a drastically improved sense of self-worth since intervention,
which had led to them becoming less of a people-pleaser, realising that they did not owe
anyone anything. P4 reported that they have a ‘different way of looking at thoughts now
rather than hiding them away’ and as a result hardly ever judged themselves. P4 added that
they now had a different perspective of their childhood, which helped them to be more self-

compassionate.
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P2 made 4 of the 11 comments on perspective. Specifically, they reported that initially they
felt a lot of rejection for anxiety and negative thoughts and previously had concentrated on

trying to ‘get rid of them’:

P2: My anxieties, like, | can't just work on stopping them. Like, they will always be

there, and like that’s okay ... so | think that was like a massive thing for me, personally.

P4 went on to add that the change of perspective had led to a change in values in life:

P4: Things like ‘this anxiety will never disappear’, like, | think in the start was very
scary, when we thought about it was just like what ... like, this was like my whole hope
... but | think, like, that eventually kind of freed me ... It's disappointing that there's no
such thing as anxiety-free, and also, like, it was very disappointing, but now it’s not

disappointing, as | said — like, it’s freeing.

P4 expectation of therapy was to free them from anxiety, but in the end they felt ‘freed’ by

accepting the anxiety instead of rejecting it and fighting it internally.

3.8.3 Behaviour

Behaviour was spoken about in terms of internal behaviour (cognitions and emotional
reactions) as well as more external tangible behaviours. With internal behaviours, many
changes were listed, ranging from becoming aware of internal reactions or ‘passengers on
the bus’ to making conscious decisions not to focus on some ruminative thoughts and allow
them to exist but pass by (the ‘leaf on a river’ exercise) and planning ahead to use
distraction techniques in order to break a rumination cycle. Tangible behaviours reported
included making a conscious effort to turn off mobile phones for a set time, to allow focus on
study, and deciding to spend less time with certain individuals who caused distress in
participants’ lives. Some of the more significant behaviours began with small steps such as

deciding not to leave a room where social interaction was taking place when this would have
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been a default reaction prior to therapy, and went on to involve decisions to dissolve
dysfunctional relationships, strengthen difficult but important relationships such as those with
family members, take action towards valued outcomes such as taking up yoga and

meditation classes, and increase health behaviours such as exercise frequency.

3.8.4 Integration

Integration was identified and reported both as integration of self and also as integration with
society. P1 spoke of how they felt more whole (‘I feel more whole, like more myself)’ and also
reported how they had been engaging more socially, which was their principal difficulty pre-
intervention. They also had been taking steps to speak up socially, which meant that they perceived
their connections with others as more authentic. They also reported that they were now able to

reach out to others more now, whereas pre-intervention they had felt unsupported and isolated.

P2 reported internal integration with regard to engaging with internal dialogue with aspects of
themselves: ‘That bus activity we did, you know. Sometimes, when like a lot of negative
thoughts come out, | just think of that bus and, kind of like, trying to voice them down and, like,
change the perception ... I'm not really talking out loud and | do it by like in my head.’” This
internal dialogue helped P2 to accept their difficult thoughts, and they felt this also enabled

them to become better at approaching tasks and between session goals for behaviour.

P3 reported that they were less likely to go along with other people who had a toxic influence
on them: ‘I don’t spend time with people who drain me anymore. | recognise when someone
is not good for me.” Although this comment it is not in the direction of increased social
connection, it is related in the theme as it shows that dysfunctional social relationships were
being recognised, and perhaps if quality of social support was being measured this
participant may have shown as a negative score pre-intervention. But experience of social

support and integration for P3 appeared to be moving in a more functional direction.

140



P4 reported that communication in their relationship was improved, as was their social life.
Relationship issues due to a previous trauma had been a principal concern on entry to
therapy, but P4 was now able to discuss issues honestly and openly which had led to
increased closeness in their relationship. They had also integrated their work—life balance
more as they reported that they were now able to manage university work better alongside

other life demands.

3.8.5  Change interview results summary

These detailed discussions from the change interview add depth and richness to the
quantitative data and help to illustrate some of the changes in measures and processes.
They also help to provide more context for each participant in respect of their current life
challenges and perpetuating life stressors. This adds another dimension of context for the
participants and sheds light on potential external factors of attribution for change —
particularly, for instance, in P2’s situation, where we were able to discuss the outcomes and
explore their thoughts behind sudden changes in direction and reasons for changes which
may not have been expected. P2 was able to provide the background information, in Week 7
of the intervention, that they had been given notice that their visa had run out and that they
may have had to leave their course. This event is marked as a red triangle in all line graphs
for this participant (e.g. Figure 14). Participant 3 also experienced a significant life event
during therapy — the death of a childhood friend — while simultaneously contracting COVID-

19 mid-therapy. This is also marked as a red triangle on P3 line graphs (Figure 13).

3.9 Results by participant

Individual scores are here described per participant. PF outcome is the main variable being
measured and has already intervention is not to alleviate symptoms (although this often
occurs as a secondary order of change after therapy) been reported previously represented
in. Individual PF scores are also here considered next to QOL scores, as per the aims of the

study, to identify if process change may also result in secondary changes of other measures.
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QOL is considered an important consideration alongside PF score, as the purpose of the
ACT but to enable the participant to experience a life which they themselves consider to be
of better quality in alignment with their own core values. Where the change interview is

discussed, speech marks denote verbatim language used by the participants.

3.9.1 Participant 1

Participant 1 compACT
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Openness to Behavioural Valued action Total compACT
experience awareness score

CompACT subscale

Figure 20. Bar graph showing the triflex broken down to subscales of CompACT relating to
P1. This shows that each area improved from pre to follow-up with a stagnant point of little
improvement of BA or VA from post to follow-up points.
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Figure 21. Bar graph depicting PF, QOL and PTG (post-traumatic growth) for P1 over time.
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Psychological flexibility for Participant 1 showed significant improvement from baseline (56)
to post intervention (86), with a further increase at follow-up (91) (see Figure 21). The
increase in PF appeared to mirror in this participant with many other improvements in other
measures, such as their PTSD score, which started as 27 pre-treatment and had decreased
to 4 (see Figure 29) — a very significant decrease — at follow-up. CPTSD score had also

decreased, from 34 to 7.

P1’s GAD-7 score at baseline was 17, indicating clinically severe anxiety levels. Post-
intervention, this had dropped to 7 (mild anxiety) and then dropped further to 4 (sub-clinical
level) at follow-up. Their PHQ 9 score at baseline was 16, indicating a clinically moderate-to-
severe level of depression. This had decreased post-intervention to 7 (mild depression) and
had reduced further to 3 (sub-clinical level) at follow-up. According to NHS standards, results
for both GAD-7 and PHQ-9 would indicate significant and reliable recovery (see Table 14).
Participant 1’s RRS score at baseline was 74, which was almost twice as high as the
population norm for this score. This has reduced to 44 at follow-up, which took the RRS
score to marginally above the population norm, indicating that P1’s ruminative behaviours
had significantly reduced after intervention. This was also the greatest difference in RRS
score between all participants. Participant 1’s ERQ score at baseline was 42, and this

remained unchanged at post and follow up time points.

Both PTGI and QOL scores improved at each stage of the study. QOL began at 54, which
was almost half that of the average population. This had increased to 78 at follow-up, and

the trend line from intervention had a significant upward trend from baseline.
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Figure 22. Bar graph showing how, as PF increased, trauma symptoms reduced in both
PTSD and CPTSD for P1.

P1 gave a considered review of the intervention in their change interview. They noted how
they were tangibly more at ease in general post-therapy and that they found the intervention
helpful as it enabled a better understanding of themself and their family dynamics. This had
enabled them to reach out to others for support rather than sink further into isolation at times
when they most needed it. They had noticed that they had put clearer boundaries in place
with current relationships and family, and had also developed a kinder way of talking to
themselves internally that led to them feeling happier about being authentic. They were very
surprised by these changes (5/5) and felt that they were very unlikely to have occurred
without therapy (1/5). These changes were also seen as extremely important to them (5/5).
Other possible external causes for these attributions were identified as more time spent

doing yoga and increased mindfulness.

Consulting subjective process notes from the research, it was noted that this participant had
engaged in emotional regulation techniques, SE and behavioural changes right from
Session 1. Engagement remained high, with small steps being taken regularly towards their
valued goals. There was a tangible change in P1 from the beginning to the follow-up.

Acceptance of difficult emotions seemed to be a valued change, and they could give specific

144



examples of having used ACT techniques in recent weeks. They did not identify any
hindering aspects of therapy but did state that more sessions would have been helpful as
they found it useful to do experiential work collaboratively until they felt at ease with the
techniques. The summarising quote below illustrates that difficult feelings and worries are
still present, but there is less impact of these worries in that they are occurring less and

despite their presence, joyful times are more frequent in their life.

Summarising quote from P1: It’s okay, like, you know, whatever happened will happen.
I'l do my best, and | feel like we have more time to actually have more like joyous
time ... There’s still stuff there, and I’'m worried about stuff like this, but | think |

definitely notice that I'm doing it much less.

3.9.2 Participant 2

Participant 2 compACT
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Figure 23. Bar graph showing the triflex broken down to subscales of CompACT for P2. This
shows an initial improvement in openness to experience, but BA was static from pre- to post-
treatment and most visible is a decrease in valued action from pre- to post-treatment point.
(This coincides with a particular EA issue identified in sessions and noted in subjective
research journal — see Table 15.)
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Figure 24. Bar graph showing a reduction in PF from pre- to post-intervention for P2. This is
shown to be tracked by a reduction in both QOL and PTG. However, from post-intervention
to follow-up, a significant increase in PF is then tracked by a rise in QOL, but PTG does not
follow this pattern and instead continues to decrease.

Overall, PF for Participant 2 initially showed a decrease from baseline to post intervention
(50—45). However, from post intervention to follow-up, a significant improvement was shown
(46—79) (see Figure 24). Their PTSD score started as 19 baseline but then increased to 23
at post-intervention, but then went on to show a decrease to 13 by follow-up (see Figure 30).

CPTSD score had also increased, from 18 to 26 baseline to post-intervention, and similarly

showed a slight decrease to follow-up but remaining higher than baseline levels.

P2’s GAD-7 score at baseline was 14, indicating moderate anxiety levels (see Figure 12).
This had increased to 15 (severe anxiety) post-intervention and had dropped to 6 (mild
anxiety) at follow-up. Their PHQ-9 score at baseline was 19, indicating a clinically moderate-
to-severe level of depression. This had decreased post-intervention to 17 and had reduced
further to 10 (moderate depression) at follow-up. According to NHS standards, results for
both GAD-7 and PHQ-9 would indicate significant and reliable recovery (see Table 14). P2’s
RRS score at baseline was 75 (see Figure 23), which was also almost twice as high as the
population norm for this score. This had reduced marginally to 73 at follow-up — also the

smallest difference in RRS score change between all participants.
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P2’s ERQ score at baseline was 39, and this had increased slightly to 42 by follow-up. QOL
score at baseline was 78 — 12 points below average — but this had increased to 85 at follow-

up. PTGI declined throughout the study from 66 to 32 (see Figure 34).

Of note in Figure 24 is the fact that, when PF decreased between pre- and post-treatment
phases, QOL also decreased for this participant. When PF increased between post-
treatment and follow-up, QOL also increased. A notable finding within the individual process
measure of PF and standardised measures was that, where the PF score increased, there
was also significant clinical improvement, to the point that P2 reduced to ‘reliable recovery’

status in GAD-7, PHQ-9 and the International Trauma Questionnaire.

P2 reported how they had found particularly beneficial the process of accepting difficulties
and still taking small steps towards valued outcomes. This change of perspective was a very
important (4) change for them which they were somewhat surprised by (4), and they
identified it as somewhat unlikely to have occurred without therapy (2). For them, a difficult
aspect of the therapy was the shock of the realisation that anxiety can never be dismissed
entirely, yet they pointed out that this realisation ultimately led to a definitely increased sense
of freedom. They stated that they were engaging with activities in life in many more ways
and with increased frequency, and that the emotional-regulation techniques had been so

useful they had taught them to their friends.

| noted that, on first data collection from pre- to post-measures, this participant had actually
appeared to experience increased anxiety PTSD and CPTSD scores — the opposite of what
was expected. They had also not reported any external attributions for any outcomes.
However, on follow-up some drastically positive improvements had occurred in many scores.
P2 had not identified any external attribution for this, yet on consulting my subjective notes
from my research journal | noted that, in the weeks leading from mid-therapy to post-therapy,

they had been experiencing the threat of not having their visa renewed, which would have
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meant having to leave the country mid-course and move away from their partner and friends.
They were also not discussing this with anyone or doing anything to address the issue (see
Figure 19). However, during the last session, this was one issue in which EA was confronted
by P2, and a small behaviour task was set in relation to it. This became a goal of therapy,
and once this particular hurdle had been addressed, P2 felt that this symbolised their
progress and change of perspective and had solidified their emotional and psychological

learning during the intervention.

3.9.3 Participant 3
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Figure 25. Bar graph showing the triflex broken down to subscales of CompACT for P3. This
shows an overall increase in PF with most change occurring between post-intervention and
follow-up.
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Figure 26. Bar graph showing PF alongside QOL and PTG for P3. This shows that, as PF
increased pre- to post-intervention, it decreased slightly to follow-up. However, even despite
this decrease, QOL and PTG continued to improve to follow-up.

Participant 3’s pre-intervention score for overall PF