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Abstract

Intrusive images are a common phenomenon in gestimatic stress disorder
(PTSDAmerican Psychological Society, 2018ageryRescripting (ImMR#&rntz &
Weertman, 1999) is an experiential technique for targeting intrusive images and is gaining
popularity as a treatment for PTSD (Arntz, 2012). Although there is evidence to suggest that
ImRs is an effective treatment of PTSD (&e#z, 2012), it is currentlunclear how ImRs
works.The aims of the present study were 1) to develop a coding scheme that captured
important factors of ImRs session, a®dto apply this coding scheme prospectively to
investigate how certain factors might relate to treatment outoant he study usethematic
analysigBraun & Clarke, 2006) develop an ImRs coding schemixt, a single case
experimental design was employed to track six participants over the course of their ImRs
therapy for PTSIBession content captured by tleding schemeavascompared to changes
in weekly outcome measures to investigate whether the presence of certain codes related to
a reduction in PTSD symptoms. Results sugdeshumber of factors might be important
for determining treatment outcome. Specifibg Attitude towards ImRsActivation of the
image, Ability to follow ImRs, Activation of original internal proceaadénternal processes
during the rescript, Believabilitand Attitude towards the outcomare suggested as
potentially important factos for determining ImRs efficacy. Study strengths, limitations and
clinical implications are discussed. Recommendations for future research, includiegtin

investigation of individual factors are suggested.
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1. Introduction

Posttraumatic stress disorder (PTSD) is a cooditharacterised by the presence of
AYGUNHzZAA @S AYIF3ASa 2N a02yiSyita 2F O2yalOArzdaysS:
GK2a$S GKIG | NB LidgNadskmann, A8 wIB01that 2rbldelated fodhed O G €
traumatic event{American Psychiatric Association (APA), 20I#ditional traum&ocused
therapies have focused on exposure to traumatic memories and updating maladaptive
cognitions associated with these meries(National Collaborating Centfer Mental Health
(NCCMH), 2005More recently, Imagery R&cripting (ImRs) has gained increasing support
as a treatment for the intrusive images experienced by those with PTSD. However, little is
known about how and why ImRs is effectid@ntz, 2012) The present study aims to devise
a coding scheme that captures features of ImRs sessions, and use this coding scheme

investigate what make ImRs an effective treatment for intrusive images in PTSD.

What is PTSD?

te¢{5 A& I 0O2YY2y NBIOGA2Y G2 al Obdz2t 2NJ
GA 2t I(APA, 2003)Symptoms of PTSD includeengoeriencing, avoidance, negative
cognitions, low mood and hypearousal.Individuals with PTSD experience recurrent
dreams, flashbacks or intense or prolonged psychological distress. Avoidance of distressing
memaries, thoughts, feelings or external reminders of the event is common.ithidils can
have persistent and distorted sense of blame of self or others, estrangement from others,
severely reduced interest in activities and an inability to remember key aspects of the event.
Individualsmay also experiencaggression, reckless or sdistructive behaviour, sleep

disturbances and hyperigilance (APA, 2013).



Intrusive images in PTSDntrusiveimagesare a normal part of dajo-day mental
experiencgRusch, Grunert, Mendelsohn, & Smucker, 20608y many, such images are
fleeting and are easily dismiss@@dachman & de Silva, 1978) PTSD however, intrusive
imagesare associated with intense rexperiencing of all or part of theaumatic event
(Birrer, Michael, & Munsch, 200Z@hda lack of temporal awarenegslackmann, Ehlers,
Speckens, & Clark, 2008uch intrusions can take the form of a complet& f | &,Ko | O €
where the original event is flived in full, or briefer sensory fragments of thedratic
experiencg(Ehlers et al., 2002accompanied by a sense of current threat @andwnessg
(Brewin, Dalgleish, & Joseph 1996; Ehlers & Clark, Fo@0& Rothbaum, 1998).

Intrusions can take many forms including sounds, smells, tastes, or bodily sensations
such as paifHad&mann et al., 2004)ntrusive visual images appear to be the most common
phenomenaEhlers & Steil, 1995; Ehlers et al., 2062 he majority of individuals with
PTSD, intrusive images relate to the subjectively reported worst moments of the trauma
20KSNBAAS 1Yy 2 dh¢ mdmansocéuRingjustPeiose ¢h@ hotspots andir to
imagined scenarios that have a strong themationection to the traumatic ever{Grey,

Holmes, & Brewin, 2001;r&/ & Holmes, 2008; Hackmann et al., 2004; Holmes, Grey, &
Young, 2005; Reynolds & Brewin, 199%¥rusive images are one of thmainsymptoms that

prompt individuals to seek help.

Treatment for PTSD

In the UK, current evidence suggests thgposurebasedtraumafocused
interventions such as imaginal exposure, traufdeused cognitive behavioural therapy (TF
CBThandeye movement desensitization and reprocessing (EMDR) are the most effective
treatments for PTSEINCCMH, 2005xposure techniquesivolve asking individuats recall

the detals of the traumatic event while focusing their attention on any occurring sensory
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feelings, thought&indemotions(Arntz, Tiesema, & Kindt, 200The aim behind such
techniquesisfirstly to allowindividuals to emotionallyt LINE ¢h& tiaginga memories more
fully so that they are less easily triggered and not experiencalist®ssing flashbacks
(Holmes, Arntz, & Smucker, 2008econd, individuals are helped to update previously held
maladaptive beliefs about the trauma and its sequelae using verbal cognitsteuturing
(Hirsch & Holmes, 2007; Kindt, Buck, Arntz, & Soeter, 2008)effectiveness of these
techniques has been well documentéRusch et al., 200@nd effect sizes are lard&leim

et al., 2013)

Despite the evidence base liead these techniques, a number of findings raise
guestions regarding the efficacy of exposina&sed techniques. Firstlgpgnitive therapy,
which involves littlere-living or exposuréo the traumatic event has been shown to be
highly effective (Ehlers, Clark, Hackmann, McManus, & Fennell, 200&yefore, exposure
persemay not be the key ingrediengecondlyexposure techniques seem most effective
when the predominant traumaelated emotion is fea(Smucke& Dancu, 2005)When
emotions such as guilt, shame, anger and-Bkdime prevalil, treatment can appear more
limited (Grey et al., 2001)ndeed, some suggest that when shain¢he predominant
emotion, traditionalre-livingtechniques may be rraumatising(Lee, Scragg, & Turner,
2001)and may impede emational processifighlers & Steil, 1995Researchers and
clinicians alike araow consideringother techniques to facilitate changérntz &

Weertman, 1999)

Imagery ReScripting
ImRs is an experiential technique that specifically targets intrusive in{&gascker,
2004) It has gained much interest in recent yedeslwards, 2007 ypically, ImRs takes

place over a number of weekly sessions. During ImRs, the individual is asked to focus on the

11



content of their intrusion. The client gives a detailed oral descrippiotie intrusion
including details about the event, surroundings, sensory experiences, thoughfeedimg)s.
dients arethen asked what outcome they wid have liked to have occurrehd are guided
by their clinician to use their imagination to introdricnagethat allow them to reach their
desired outcomdgHackmann, 1998)n doing so, ImMRs combines imagery, verbal processing
and schema madification in an attempt to reduce intrusions, challenge maladaptivesbelief
linked to the intrusion and promote adaptive coping stratedi®rasch et al., 2000t may
take multiple attempts to introduce an effective chandelditional intrusions can be treated
in the same wayArntz & Weertman, 1999; Hackmann, 2005; Smucker, Dancu, Foa, &
Niederee, 1995; Smucker & Dancu, 2005; Wheatley, Hackm8aBrewin, 2009; Wheatley &
Hackmann, 2011)Unlike in traditional FEBT, active verbal challenging of cognitions is rare
(Brewin et al., 2009)

Although ImRs broadly follows the guidelines set out above, a number of variations
exig. Some (e.g(Arntz & Weertman, 1999; Young, Klosko, & Weishaar, 2003)
advocatedhe use of treatment manuaksnd recommend thathe client relives the trauma
in full first, before introducing changes. In practice, clients oftienggleto re-live the full
trauma, dissociate when they attempt to do arntz, Sofi, & van Breukelen, 2018F a
result, newer techniques involve a more emergent stylg.(&8/heatley & Hackmann, 2011)
where ImRs can be employed without first havindived the trauma in fulllmRs methods
also vay in the amount of guidance given by the therapist, and the length of the ImRs
sessionSome rescripts take no more than 105 minutesandothers lastan hour(Arntz et
al., 2013, 2007)In this way, there are numerous methods a clinician could employ when

using ImMRs as a treatment for PTSD.
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Efficacy oimRs The evidence base behind ImRs is growing. lcaReeduce the
intensity of nightmareg¢Davis & Wright, 2006; Krakow & Zadra, 204/6) provide
substantial relief from distress associated with intrusive imggessch et al., 2000)n their
uncontrolled, open trialGrunert, Weis, Smuckand Christianson (200#und that ImRs
was a helpful treatment when imaginal exposure for accieketated PTSD failedrntz et
al. (2013used a single case experimental design to investigate the efficaen séssions of
ImRs as a standalone treatment for complex PTS&nirefugees Compared toverbal
exploration, ImRs significantly reduced scores on thetRaghatic Symptom Scale, with
nine participants no longer reaching the recommended clinicalaftifor PTSD

ImRs has also been incorporated inther treatment models. ImRs combined with
cognitive therapy for PTSias showrstrongtreatment effects(Ehlers et al., 2005)mRs
with imaginal exposure has been found to be superior to no treatment and is associated
with reduced dropout, PTSD symptoms, anger, control, shame and guilt and therapist
helplessness compared to exposure algAentz et al., 2007; Kindt et al., 200However, it
is unclear how much these effects can be attributed to ImRs alone, rather than toarther
combined elementsf the full treatment package.

In summary, although onlyleandful of studies have tested to what degree ImRs
offersan effective and complete treatment, existing studies imply that ImRs is a viable
additionto standard treatment packagdgrntz, 2012) However, despite thapparent
successes, there has been little, if agystematic investigation of the mechanisms behind
ImRs as a therapeutic techniq@&rntz, 2012) As a result, it is unclear why or how ImRs
leads to reductions in distress. The present study is the first to our knowtedsggin to
untangle the various factors that mighe relevant for understanding the efficacy of ImRs as

a treatment for PTSD.
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Causes of Intrusive Images
To understand how ImRs might impact on intrusive images, it is necessary to
considerwhy some images become intrusive. Many authors have attempteatag the
presence of intrusive images in PT&dthe associatedntense emotional responsg@.g.,
Brewin, Dalgleish, & Joseph, 1996; Brewig@ry, Lipton, & Burgess, 2010; Ehlers & Clark,
2000; Foa & Kozak, 1988Jthough preciseéerminology differs, most theories agree that
two memory systems are involved. The first memory system, knovin/a2 f R Y SY 2 NE ¢
(Conway & Pleydefearce, 2000) a GSND I £ & | (QAMBiewin, Ddlghishyed Y 2 NB ¢
al., 19962 NJINGS/LEBréwin et al., 2010Jepending on the model in usdescribe
YSY2NRSE O2yidlAyAya 02y GSEGdZ t A&SR AseF2NNI (A
can be recalled and dismissed at \{jNeuner et al., 2008)
The second memory system concerns the storage of memtrésare formed
during highlytraumatic events At these timesindividuals focus only on key aspects of the
event, creating fragmented, incomplete memori@hlers & Clark, 2000) ¢ KS&S a K2 {
YSY2NIsiSdz baAayl tfe& | O0S4aaA-bB Rankis demikd serisdry, 0 { | a &
cognitive and motional elements in the unigue form in which they were experienced, but
lack contextual information that anchors them in time and plé@ewin et al., 2010)They
are easily triggered by matcaty cues in the environmengxperienced as a true event
rather than a memory and result in a cognitigtfective experience of current threat
(Brewin, Hunter, Carroll, & Tata, 1998)though theories roughly agree on the presence of
these two memory systems, they differ in their explanation of how these mesare
triggered. Three such theories will be discussed here; the fear network theory, the dual

representation theoryandthe warning signals hypothesis
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The fear networktheory (Foa & Kozak, 1986)Vhen individuals experience
prolonged, repeated traunt& events, theirhot SY2 NA S&a f Ayl G23SGKSNI Ay
containing sensory, emotional, cognitive and physiological representations of g¥eat{
Kozak, 1986; Lang, 200The greater the number of traumatic events that are experienced,
the stronger the links between represetions become. The stronger the links between
representations, the more quickly the full network can be triggered by both internal and
external stimuli(Elbert, Rockstroh, Kolassa, Schauer, & Neuner, 2@26&)ing to re
experiencing of the original event.

According tdFoa, Steketee and RothbaytR89) three features of the memory
structure promote intrusions. First, network activation is accompanied by intense hyper
arousal. To attempt to moderate arousaldividuals engaga avoidance behaviour,
avoiding cues that may trigger anxiejvoidance prevents the individual from processing
any material that contradicts the fear netwd@k f A YA G Ay 3 { KB mddifykha A Rdz £ ¢
network. Second, the authors claim that the fear network is large. When trainflasnce
what can and cannot beadsified as safe, the fear network becomes awetusive
increasinghe number of stimuli that could potentially activate the fear network and its
associated responses. Given the size of the network, it proves difficult to match corrective
information tothe appropriate network components. As a result, keys parts of the network
remain highly active, while other parts remain dormant and unchanged. Finally, given the
large number of elements in the structure and the low threshold for structure activatien, t
likelihood of network activation and the occurrence of intrusions are high (Foa et al., 1989).
When triggered, the individual further engages in behaviours designed to keep themselves

safe(Long & Quevillon, 2009pnce more preventing updating of the fear network.
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Dual representation theoryBrewin, Dalgleish, et al., 1996; Brewin et al., 2010)
The dual representation theory places less emphasis on the fear network and more
emphasis on two memory typesofextual memoies(Greps) are defined as detailed
memories that contain contextualising informatiandare viewed as being under the
A Y RA @A R dzISitu@iénal dembiie§SRepsipare defined as sensory snapshots of an
event that are outside of conscious contrdlihey spring to mind unbidden and can be
associated with intense emotional arougBrewin et al., 2010)During the encoding of
normal episodic memories, temporary perceptual information storegiapsis activated
and integratedo form elaborated and contextualisedr€ps. Information stored in-&ps
then quickly decays, leavitgghindmemories that are autobiographical or narrative in
nature and can be recalled and edited at \i@tewin, Dalgleish, et al., 1996)

At times of extreme danger however, memory processing is impainémmation
that is crucial for swival is capturedbut information that contextualises these details is not
(Brewin et al., 2010)As in the fear network model, connections betweeres and their
associatecemotional, behavioral and physiological responses are strgHgimes,
Mathews, Dalgleish, & Mackintosh, 2006; Holmes, Mathews, Mackintosh, & Dalgleish, 2008;
Holmes & Mathews, 2005 ctivation of one part of the-8p can be rapidly triggered by
internal or external stimuli includg physical cues, emotional statesd physiological
sensationgEhlers & Clark, 2000Vhen Srep activation is particularly intense, tfiell
emotional experience that was present at the time of the original event besa@uivated
(Hackmann et al., 2004; Holmes et al., 2008; Holmes & Mathews, 2005; Lang,c288ating
vivid intrusbns that feel as though they are happening in the present mon(@inter et al.,
2007; Michael, Ehlers, Halligan, & Clark, 2005)s results in intense emotional distress

(Reynolds & Brewin, 199B)cluding feelings of fear, sadness, anger, anxiety, shame or
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helplessnesgBrewin, Andrews, & Rose, 2000; Grey et al., 2001; Speckens, Hackmann,
Ehlers, & Ciitbert, 2007)

To prevent such a response, there is often marked cognitive and behavioural
avoidance of $ep activation(Brewin et al., 2010; Mclsa&cEich, 2004)which can reduce
emotional distress in the shoterm6 5 Q! NASY 06 S| dz 3 + [HpweRENdg[ A Y RSy :
term avoidanceorevents individuals from locating their experience in time and space
(Richards & Gross, 200Mstead, information remainstored as highly distressing and
intrusive Sreps(Brewin et al., 2009; Kuyken & Brewin, 1994; Spenceley & Jerrom, 1997;
Williams & Moulds, 2007hich are easily triggered amadn create a feeling of being
G G NI LILISR A (WilsoriK&SZigalhaling2d86¢ p. 30K)emory sippression prevents
individuals from updating appraisas$ the traumatic event with additionally learnt
information (Ehlers & Clark, 2000%uch appraisals heighten levels of distress, promoting
further use of avoidance as a coping mechanidwoidance makedifferentiation ofthe
trauma memory from other related memorieiifficult (Baddeley, 1997)As a result,
discrimination between stimuli present during the trauma and related, but harmless stimuli
isimpaired, increasing the chances that a feeling of threat will be triggered unnecessarily
(Hirsch & Holmes, 2007)

In summary, the dual representation theory argues that intrusive images in PTSD are
maintained when brief, but easily triggereetéps of the origial event are associated with
such high levels of distress that they are avoided. While avoidance helps to reduce distress in
the short term, it prevents-feps from being adequately encoded and contextualised into C
reps. Instead, individuals are left Wwihighly distressgand intrusive images of the

traumatic event, whictiurther impact on mood and functioning.
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Warning signals hypothesi\nalternative theory is provided bighlers and Clark
(2000)anddraws on learning theorfWatson & Rayner, 1920\ccording to learning theory,
when a neutral stimulus is repeatedly paired with an aversive event (unconditioned
stimulus, US), the neutral stimulus acts as a predictor (conditioned stimulus, CS) for the
occurrence of the US. Such expectation can lead to anticipatory fear (the conditioned
response CRWwhen the CS is presentéDibbets, Poort, & Arntz, 2012 ccording tcEhlers
and Clark (200Q¢ues present at the time of traumatic events come to act as predictors for
imminent dangerThese cues will be mostly visual in natEhlers et al.2002) The theory
argues that presence of these cues results in activation of thi@ @R fear) regardless of
whether threat is actually igsent in the environment or not. In this way, preserofthreat-
related cuessignal danger to the individual with PT&mitriggers the associated emotional
response present at the time of the original traumatic event.

More recent studies have indicatedat acquisition of a conditioned response can
take place even when there is no direct@S pairing. Instead, pairing an actual CS with a
mentally imagined US can evoke a CR on subsequent CS preser(aiiiets et al., 2012)
Smply thinking about the original traumatic event in the form of intrusive images can result
in the presence of the CR, strengthening the link between the intrusive iar@djemotional

response.

Implications for Treatment

All three of the above theories emphasise the importance of corrective learning in
order to reduce the distress associated with cognitidite fear network theongsuggests
that treatment should be mosgffective when the fear network is activated in the presence
of corrective informatiorthat challenge®rroneous associations and evaluatiqgi®a &

Kozak, 1986)The dual representation theorglaims that effectivéreatment should
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encourage individual® access, process and contextualise all information contained in S
reps in order to create a coherent account of the traumatic event. Finally, the warning
signals ipothesis implies that repeatedly pairing the feared C& wéutral or positive
outcomes will alter the CRArntz, 2012; Dibbets et al., 2013l theoriesmply that the aim

of treatment should be to help individuals overcome avoidance so that they canthestrn
objectively safe situationgand memories of the trauma amot dangerous despite the
symptomsthey trigger that anxiety decreases given the right conditions and that symptoms

of PTSD to not indicate a loss of contfedd & Meadows, 1997)

How Might ImRs Work?

Given the above theories and the importance they place on exposure, the use of
ImMRs seems paradoxical as an interventmrPTSD. If activation of the original memory and
exposure to that memory is important for symptom reduction, hcanimagining an
alternative ending lead to a reduction intrusive memordesl their associated distre®s
Currently, therds no definitive aswer to this question, although a number of theories have

been suggesteddescribed below

Creating a competingnemory. Theretrieval competition account suggests that
ImRs creates an alternative, highly accessible memoryigHass toxic than the oiiigal
representation of traumatic eventsnd can compete with the original intrusive memory
(Brewin, 2006)Rather than changing the original memory, the ImRs image competes for
retrievalwith the original, negative one, regardless of image accufaosywin, 2006)
Provided that the new representation is more accessiblesponse taetrieval cues,
activation of the omginal traumatic memory will be inhibite@rewin et al., 2009; Frets,

Kevenaar, & van défleiden, 2014; Wheatley et al., 200The theory suggestsis not
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habituation to the original image that is important for determining treatment effigdoyt

the ability for the new image to inhibit activation of the old image.

Image vividness in ImMR# ImRs efficacy is determined by the accessibility of the
new image, interventions that promote accessibifityouldlead to better outcomes. One
way in which images can be made more easily accessible is through maximising vividness.
VividnesshasbedRSa ONA O SR | & (KS dafdzyAyzairde FyR Of 1
extent to which an individual's subjective experience of imagery is similar to actual
LIS N S LJG dzl f (Pedisdn)DbidprBs¢, OValkaERdrill, Burnett Heyes, & Holmes,

2013, p. 7)Activation of one sensory modglican promptsubsequent activation in other
promoting vividness furthefGreenberg & Rubin, 2003)

The more vivid an image the more likely it is to be recalled, regardless of image
accuracy(Carroll, 1978; Gonsalves et al., 2004; Hyman & Pentland, 1996; Johnson, 2006;
Tversky & Kahneman, 1978)deed, brain actity for highly vivid, but imagined
visualisations is similar to that produced when an object is actually €&ensalves et al.,

2004) Vivid image activation can be sathintaining in that the more an image is brought to
mind, the easier accessing the image becofie®rsky & Kahneman, 1973} is therefore
suggested that ImRs works by guiding individuals to create vivid, alternative, less distressing
images that become easier to bring to mind than the original distressing image.

Although plausible, there are caveats to this theory. First, no research has, as yet,
investigated whether steps to improve accessibilityprove ImRs efficacy. Second,
measurement of accessibility is abstractd subjective. Some researchers have assumed
that asking people to describe an eventdetail creates a vivid image.g, Hyman &

Pentland, 1996\vhereas others use image questionnaires (&gQ! NBESYo6 St dz 3 =ty |

Linden, 2006)Without consistehmeasurement, comparison of results becomes difficult.
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Third,accessibility could be promoted in numerous wai/shinge is surprising, it is more

likely to be remembered than change that was expeaadthus may have the ability to

compete more (Anrt22014, personal communicatior}.is unclear which characteristics

promote accessibility-urthermore focusingon a positive but unrelated image has a far

smaller impact on intrusions than images created as part of liHRgehaars & Arntz, 2012)
PfGSNYIFGAGS AYF3ISa aSSY o0SySTAOAITE 2yteée sKSy
idiosyncratic appraisal of that imagedwhen followed bymodification of dysfunctional

beliefs and assumptions about the initial evéKindt et al., 2007)Simplyincreasing the

accessibility of a new imagdonedoes not seem to be enough teduce distress

Emotions in ImRsCurrentevidence suggests that treatment for PTSD should
promote elaboration and contextualisation of the intrusion and its associated iemelt
content (Brewin et al., 2009; Ehlers & Clark, 2000)erefore, while vivid, but emotionally
unrelated images may not be strong enough to compete with the old intrySdmeatley &
Hackmann, 20119r promote contextualisatioiHolmes & Mathews, 2010bhe creation of
accessiblémagesthat are emotionally relevantight. By facilitating access to eotional
responses, IMRs may reduemotional suppression and attempts to constantly monitor and
control emotional responsefR{chards & Gross, 200®)hich in turn may promote
contextualisation of the memory. Indeed, ImMRs has been found to triggeti@mso
associated with the original intrusigBrewin et al., 2009Andto a greater extent than
verbal processin@Arntz, 2A.2). Conversely, @rbal worry following a traumatic event
correlateswith increased intrusions in comparison to imagining the traumatic e{®utler,
Wells, & Dewick, 1995 hese results suggest thatimagining the traumatic image

facilitates enotional processingvhich in turn may reduce the frequency of intrusions.
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Field \ersus observer perspectiveff.ImRs efficacy is determined by emotional
processing, interventions that promote access to these emotsiiaildlead to better
outcomes. One ayto promote emotional processing through the adoptiomfad ¥ A Sf R
LIS NA LIS O i amddes aredelteéd ldagl described as if tiedividualwere re-living the
scene as it was experienced during the original eyBidro & Neisser, 1983ylemories
recalled when adopting a field perspective tend to include detail about emotional reactions
and sensationgMclsaac & Eich, 2008y contrastanobserver perspectiverefers to
those images that are perceived asvidtching theevent unfold from afafNigro & Neisser,
1983) Memories perceived in this way tend to include more information about spatial
relations and physical appearance than about emotional reactions and sensgilolsaac
& Eich, 204).

Situations involving high levels of physical threat such as those leading to PTSD give
rise to more observer than field recollections of the traumatic e®hitjro & Neisser, 1983)
By adopting an observer vantage point, people with Pd&@bnentally distance themselves
from the traumatic even{Mclsaac & Eich, 200hlowever, observer perspective recall does
not allow for full retrieval othe original memoryRelevant information cannot be accessed
and contextualisediurther maintaining symptomg&rewin et al., 2010)f, as has been
suggested, memories recalled from a field perspective include emotional reactions and
sensations, then by using ImRs to promatption of a field perspective, the individual
should experience more complete activation of affective reactions, physical sensations
psychological states that match the original trauma mem@mnewin et al., 2010Q)acilitating
emotional processing.

While this argument has face validity, limitations must be noted. First, the studies
used to support this argument tend to be small scale, with no control group. Second, no

study has explicitly téed emotional ersus norremotional ImRs, or field vs. observer ImRs,
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making this hypothesis theory only. Third, it is unclear how much of the original emotional
response should be accessed. It is possible that accessing the full emotional response could
be harmful to some individuals if distress is too interjBeewin et al., 2009). If so, then

adoption of anobserver perspective may prove useful when attempting to access contextual
details that are unavailable when distress during image recall is intérisgaossible that a
combination of techniques aimed at both accessand modulatingemotionswill be more

helpful in processing the memory effectiveBinally, if accessing the original emotion was

the only important factor in ImRs, traditional-tiwing without ImRs should be sufficient.
However, the efficacy of riiving has been questioned when the associated emotion is not
fear basedLee et al., 2001 hese findings imply that there is something specific and

additional offered by ImRs that is not captured by traditionaliveng techniques.

Introducing emotional changeOne of thekey differences between riving and
ImRs is that ImRs involves actively changing the outcome of the image and thus the
associated emotional response. It is possible that ImRs efficacy is determined not by the
extent to which original emotions are accedsbut by the extent to which the new image
creates a shift away from the original emotional respofig® more an image is linked with
an emotion, the more easily the new image is remembdiggvaters, Andrade, & Turpin,
2004; Rubin & Siegler, 2004 ctivation of old memory, blended with nemore positive
emotions may either create a@p with the ability to compete with the old representation
of the event Brewin et al., 2010)

Many individuals choose to generate absurd or humorcenges to their images
(Rusch et al., 2000)he associategositive emotion may directly inhibit the negative
arousal associated with the original intrusi(Rusch et al., 2000; Wolpe, 1958, 1995)

Individuals may feel that it is safe to approach parts of the old memory in the knowledge
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that the full distressing emotional response is partly inhibjtaiowingnew emotions to
become incorporated into the fear network in place of the old fear response. Alternatively,
ImRs may change the relationship to the initial trigger. Specificadliziduals may learn that
triggers do not have to result @ctivation of theoriginalimageor the associatediegative
emotions or beliefs. The more that triggers activate the nevscept rather than the original
image, the weakethe links between the CShd CRoecome or, the more inhibited the CR
becomes as a new Q3S develop§Craske et al., 2008)miting the associated distress
(Ehlers & Clark, 2000)

In summarylmRsmay alleviatelistress by weakening the association between the
intrusion and feared outcomandby allowing individuals to update their intrusive memory
with more positive and thus lessstressing emotions, which in turn facilitate further
emotional processing by reducing cognitive avoidance. However, the link between emotion
and outcome is not straightforward. Numerous emotions could be accessed during ImRs
(Young et al., 2003hcluding masteryWheatley et al., 2007ontrol(Smucker et al., 1995)
andselfefficacy(Smucker, 2004 Some individuals report experiencing sadness at the end
of ImRs. Although not traditionally seen as a positive emotion, expression of emotions such
as sadness or regret may still be associated wititp@ outcomes in ImMR#rntz &

Weertman, 1999and mightt S | aA 3y 2F aKSIfGKeéé¢ IANRST
whether it is the valence of the final emotion thatisgortant, ora shift in emotion that

facilitates change.

Mastery and compassionlo address these questions, researchers have begun to
investigate the importance of specific emotions in ImRs. Masiad/compassion are two
emotionsthat havebecome the feaus of investigation. When beginning ImRs, individuals

often report a desire to regain contr@l NJ & Y | (ﬁn&&é«‘ﬁté&l., 1995; Smucker & Dancu,
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2005) According tadhe model of metacognitive worry(Wells & Sembi, 2004; Wells, 1995)
individualswho believetheir intrusionsare uncontrollable or unacceptable are more likely to
experience distresdt is possible that through the direct modification of intrusions, ImRs
allows individuals to directly challenge feelings of helplessness, victimisation and loss of
control (Ehlers et al., 2005l is suggested that ImRs helps to modify beliefs about intrusive
memoaries,enhancingselfefficacyandemotional processingGermain et al., 2004;

Gollwitzer, Meder, & Schmitt, 2011; Smucker et al., 1995)

One way of acleiving mastery in ImRs is to encourage people to imagine taking
revenge against perpetratorsvhich can promote feelings of conti@iolmes et al., 2005)
andsafay (Seebauer, Frol3, Dubaschny, Schdnberger, & Jacob, Zidaern has been
raised regardingevenge fantasiesas imaginingcting outcertain behaviours has been
shown to increase the likelihood efigaging inhose behaviourgCarroll, 1978)These
concerns do not appegustified. Seebauer et a[2014)found that ImRs$nvolvingrevenge
did not lead to increases in anger, rage or aggression in comparison tavithBst
revenge Instead, seeking revenge may help individuals to process emotional responses that
were previously inhibited and thus tqpdate the corresponding memories and their
associated responsé&ollwitzer et al., 2011; Haen & Weber, 2009)

An additional emotion that has attracted interest is compasg®ilbert, 2005a)
Feelings of compassion are rare in spontaneous intrusive images. However, by introducing
compassion, individuals are often able to indirectly challenge the validity of feelings such as
seltblame, siame or worthlessnesgdackmann, Bennettevy, & Holmes, 2011; Hackmann,
2005; Smucker, 2004iRegarchers have gone so far as to suggest éxaeriencing
compassion in imagery activates specific neural pathways. Providing a compassionate

extlSNA Sy OS Ay L Y whese pathivaysingd pfoindteieir &ctfvation in
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response to later compassionatare signal¢Gilbert, 2005a)Thus, ImMRs has the potential
to giveindividuals the true felt experience of being safe and cared for.

Despite these suggestion® study has explicitly investigated the whether
introduction of certain emotions over others improves the efficacy of ImRs. It is unclear how
best to combine them during ImRs, or what their relative contributions to change are
(Wheatley & Hackmann, 201@) why the introduction of typically norpositive emotions
such as anger cdaad to a reduction in distres€learly, this area requires further,

substantive investigation.

Modifying maladaptive beliefsintroducing new emotionthroughImRs may help
reduce distress by creating a shift in the way an individual feels about both the traumatic
event and the presence of PTSD symptoms. In doinigdtsmight facilitate updating of
interpretations associated with setfefining intrusiongHackmann et al., 201 Wheatley &
Hackmann, 2011)magery has the potential to elicit intense emotional respor{sismes
et al., 2008; Holmes & Mathews, 20Q8hich areclosely linked to schematic
representations of self and othe(kee et al., 2001)Therefore, imagery of the original
intrusion is likely to activate negatiwanotions and subsequemegative affeciaden
thoughtssuchad A 1 Q& Yeé FldzZ G YR aLQY RIYlI3ISRE

If negative imagergan trigger negative cognitions, it seems plausihbg the
expression of positivenagery should facilitate access to positive cognitidmsloing so,
ImRsmight createa fundamental shift in thinking regarding the original event and
subsequent intrusionf_ong & Quevillon, 2009 support of this argument, IMRs has been
linked with a shift from feelings of helplessness, to attributions ofeféifacy and mastery
(Rusch et al., 2000Yia connections with other existing mgsentations, these additional

details further modify the memory network, reducing the toxicity of the original image

26



(Wheatley & Hackmann, 2011; Wheatley et al., 2G0W) associated distre¢Brewin et al.,

2009)

Emotional avoidance and ImRHK.has been arguedhiat ImRsallowsindividuals to
access blocked emotions and update the beliefs about the original traumatic event in order
to create a consolidated memory of the event that can be controlled by the individual
(Brewin et al., 2010; Reynolds & Brewin, 19%®)wever, a concerninglternative
hypothesis exists. The fundamental principle of ImRs is that the client is allowed to change
the ending of the image to a more positive outcome. In doing so, is it not possible that the
insertion of more positive emotions perpetuates the dedio avoid the expression of
negative emotion? If so, ImMRs may only lead to skemrn relief from intrusive imageand
may cause longerm harm by fuelling the very avoidance it is trying to overcome. Indeed,
avoidance has been associated with immediatel ongoing PTSD symptoms and an overall
poorer prognosigKkenny & Bryant, 200/jaking this argument to its extreme, individuals
who are told by a therapist to focus on a more positive ending could feel as if the therapist is
telling them that the event is not important and that they shadsimply forget abouit. This
has potentially severe implications for the therapeutic relationship and subsequent
treatment outcome(Keller, Zoellner, & Feeny, 2010)

Qurrent evidence suggests IMRs does not involve denial of the factual details of the
event(Wheatley & Hackmann, 2011pstead, ImRs focusen what the client should have
experienced at the timgmaking it clear what was wrong with the original event.
Furthermore, ImRs has been found to enhance recall of traumatic material, while
simultaneously reducing distress in comparison to unrelatesitp@ imagery or imaginal
exposure(Hagenaars & Arntz, 2013)inks have been drawn between mindfulness based

cognitive therapyMa & Teasdale, 2004nd ImRs as both encourage clients to acknowledge

27



the emotional content of mental events and change their relationship with that event
through reflection and elaboratiorfHolmes & Mathews, 2010; Wheatley & Hackmann,

2011) This then promotes a sense of empowerm@ruisch et al., 2000; Smucker, 2Q04)

rather than encouraing suppression and avoidandeseems thalmRs changes the

meaning of the original experience, rather than replacing or erasing the factual details of the

memory(Arntz, 2012)

Summary.Theory suggests that ImRs facilitates the creation of an image that is
accessible enough to compete with the original intrusive im&jeen the emotional overlap
with the original image, the process of ImRs facilitates activation of fragmented trauma
memories, which, when combined with new emotions and a resultant shift in beliefs about
the trauma, facilitates the development of a fulaborated memory that is nen
threatening, feels nofpathologicalRusch et al., 200@nd can be controlled and

manipulated at will.

Present Study

As dscussed above, several theoretical approaches exist that could explain ImRs
efficacy. While plausible, the current status of research means that gaps in knowledge exist
and explanations remain theoretical. While there are a nunddgrossible mechanismsah
could explain or influence ImRs efficaoy, study to our knowledghas systematically
reviewed what happens during ImBsdhow this might relate to outcome. Without such
research, iisimpossible to determine why, when and for whom ImRs proves aesstd
treatmentfor intrusive imagesndwhether additional modifications could be matte
further improve outcome. This study aims to take the first step towards investigating how

ImRs has the potential to reduce the distress associated with intrusizgas
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Before investigating ImMRs mechanismdbarrier needs to be addressed. Currently,
there is noagreed methodologyor evaluating ImRs sessionntent Without such a
framework it is difficult to determinewhich aspects of ImRs might relate to outaam
Therefore, before exploring potential ImRs mechanisms, a method by which to examine the
process of IMRs needs to be éped. The present study then had two aims. The first was
to devise a coding system which captures salient characteristics of bimnigkesessions in
order to provide a framework for the exploration of InRs mechanisms (Phase 1). The second
aim was to use this coding system to investigate which, if @mracteristics predict
symptom improvement in individuals with PTSD (Phase 2).

Phasel of the study involved collecting and transcribing-pseésting recordings of
ImRs sessions in order to systematically summarise and quémtfgcomponents. In
addition to ImRs sessions for PTSD, ImRs sessions for depression were included in this phase
This decision was taken for a number of reasons. First, ImRs for depression and ImRs for
PTShoth target intrusive images by changing the ending of the distressing ifBagevin
et al., 2009) Second, therare many similarities bateenintrusive images in depression
and PTSIBreslau, Davis, Peterson, & Schultz, 2000; Brewin, Hunter, et al., 1996; Kuyken &

NEBGAYS mMmppnT hQ52yy Sttt / NSI YSNEDepressioniGAazy:

iy UNHzAA 2y a KI @S 0 S Softhe workt ngngem of ihe everdseriedackd? G & €
by individuals with PTS@Grey et al., 2001; Grey & Holmes, 2008; Holmes et al., 2005)
Some authors have gone so far as to say that depression and PTSD lie omauwordaf
responses to traumatic life eventBriedman et al., 2011jith shared predictive variables
and vulnerabilitiegBreslau etal., 21 n T h Q5 2 y y SHinglly, hé usé dfsbth H nnn 0
depression and PTSD recordings means that the coding system beaidkrinclusive It is
considered unlikely that anything would le&cludedthrough the inclusion of depressed

participants.
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Phase 2f the study prospectively applied the coding scheme devised in Phase 1 to
AYRAGARIZ faQ LYwa aSaarzya F2NIt ¢{The dzaAy 3 |
present study followed six participants over the course of ImRs sessions. Participants were
recruited from outpatientand inpatient anxietgervices in London. They were asked to
complete a range of sefeport questionnairegthe Patient Health Questionnai® Impact
of Event Scale and four Visual Analogue Scadedgtermine symptoms of low nam, the
impact of their traumatic experience on current wbking and the distress associated with
intrusive images over the course of treatment. Their responses were used to determine
whether ImRs session characterisiidsntified in Phase felated tosymptom improvement.

Despite concerns thatase studiesre unscientific anthased on anecdotal evidence
(Morgan & Morgan, 2001 SCEDare now seen aa viable alternative to randomised
controlled trials(RCTs; Kazdin, 1998)ssuming métodological constraintsuch as stable
baselines, well specified treatments and objectarelrepeated measurements are put in
place, SCEDs enable researchers to track distinct change processes closely. Unlike RCTs,
which have been criticised for oveimgifying the complex nature of casual relationships
0l @y Sa g hSCEDSaidhyoXeplicaterfimdings across heterogeneous individuals.
Fndings are rarely limited to one individual at one set paintiine (Barlow & Hersen, 1984)
andcanbe solid, replicalle andempiricalacross a range of domaifiglorgan & Morgan,

2001, p. 12Q)enabling a more complete understanditglliott, 2002) SCEDsffer in-depth
analysis and exploration of new treatment approachedimplementation(Turpin, 2001)
andhelpto highlight potential mechanisms of chan@éazdin, 2007)This makeSCER
feasibleoption for beginning to unpack the mechanisms involved in ImRs.

Given the lack of focesl research in this area, the present study takes a largely
exploratory approach to imestigate ImRs characteristj¢aking existing theoretical models

into account If the factors outlinedso far are indeed important, it is expected thatRs that

30



is more vivid and associated with both the expression of and steftiotions and beliefs
about the traumatic image should be more effective at reducing distress associated with
intrusive imagestt is hoped that the present study will providgeeliminaryframework for
studying ImRs that can guide later rigorous invesibgeof specific factordUltimately, it is
hoped that increased understanding loiRs mechanisms will help to maximise ImRs

outcomesfor individuals experiencing PTSD.

2. Method
The study was split into two phases, Phase 1 to develop the coding scimeime a
Phase 2 to prospectively apply the coding scheme to a second group of participants to

investigate how codes might relate to change in outcomes over time.

Participants

Ethical approvalThe study was conducted in two National Health Serfhi¢S)
Mental Health Trusts. Ethical approval was granted through the North \Wastaster
National Research Ethics (NRES) Committee Srivs/ 2013(Appendix 1). A substantial

amendment was made to the Lancaster NRES comersitel approval granted on 18

October 2013Appendix?). Subsequent approval was granted by Royal Holloway University

Departmental Ethics Committee (RHUL DEC)landl Research and Development (R&D)

departments.Approval letters can be found ippendix3-Appendix7.

Phase 1Phase involved analysis akcordingsof therapy sessions with nine
participants seeking treatment foreghression or PTSD in one of two outpatient psycpl
services in London. The recordings had been made before the study was concereeafT

the participantshad a primary diagnosis of PTSD and had received ImRs as part of their
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treatment atan outpatient service. The remaining six had a primary diagnosis of depression
and received ImRs as part of a study investigating the impact of ImRs on intrusive images in
depression. Given that the recordings had not been collected explicitly for this study, only
minimal information about participants can be given here. Of the nine participants, five were
male and four were female. All were over thge of 18, spoke English amntperienced

intrusive images which they were willing to work on using ImRs. No partidijpaa

psychotic disorder, organic brain disease, high risk ofhseth or suicide owere abusing

substances.

Setting and treatmentTreatment was conducted iwo outpatient servicesin
London.The first was an outpatient servicgpecialising iTFCBT. Thesecondwas a mood
disorder service, specialising in CBT for depression and ankieatment was conducted by
three experienced clinical psychologid®articipants in the depression study only received
ImRs Participants from the trauma serviaeceivedimRsaspart of a larger treatment
package oTFCBT

ImRs was based on the approaches previously usédity & Weertman (1999),
Hackmann (1998), Smucker, Dancu, Foa and Niederee (1995) and Smucker and Dancu
(2005) Participants began by givimgdetailed oral narrative of their intrusive image.
Partigpantswere then asked what they woultke to change irthe image. Withclinician
guidance participants createdn alternatie, vivid image that incorporateithese changes.
Participantsvere asked to practice bringing this alternative image to mind ahbdetween
sessions. Later sessions invalveaking further modifications to the image, checking the
ease with which the alternative imageasaccesse@ndworking on additional intrusive
images thahadsurfaced. Unlike traditional FEBT, theravasno veabal evaluation of

intrusive images or direct challenging of assumptions.
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Phase 2The number of participants recruited for the present study was based on
previous suggestions t8hadish and Sullivg@011) Shadish, Hedges and Pustejovsky (2014)
andArntz et al(2013) The former foundhat the median number of cases used in SCEDs
was three. HoweverShadish et al. Z014)state that three cases wilinly yield power of .80
when there are at least 6 observations per phase and an anticipated effe¢bs)jzsf 0.8.
Theyrecommend that whers = 0.5, power is adequate with three observations per phase
and ®ven casesAccording toArntz et al(2013) a study with ten participants would have
y gz LI26SNI G2 RSGS 6HlL orthigherkat alplhs .02 thimiléd 2ifa Pairedl &
t-test was used to evaluate the treatment effect.

In light of the aboveecommendationsPhase 2imed to recruit at least ten
participants.However, onleight participants were approached by their treating clinician. Of
the eight approached, one declined to take padhe experienced symptom improvement
following traditioral re-living so had no neefibr ImRs. The remaining six participants agreed
to take part. The six participants (two females, four males) were participants seeking

treatment for PTSD aither an outpatientn=5) orinpatient (n=1) service in Londorilhe

flow of participants accepteihto the study is depicteth Figurel.

Participants approachedi=8

N

Participants appropriaten=7 Participants not appropriaten=1
Consenting participantsi=6 Nonconsenting participantsi=1

l

Participants included in studyp=6

Figurel. The flow of participants into the study
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In order to minimise time pressures on participants and cliniciarmido make the
sample mirroithe population of those seeking PTSD treatment as closely as possible, the
study did not enforce a diagnostic tool on the serviostead, PTSD diagnosis was
RSGSNX¥AYSR 06@& (K 8singlowde nénsurds sGéh @sithestt@datic O S
StresDiagnostic Scale (POFa, 1995)the Beck Depression InventelyBDHI; Beck,

Steer, & Brown, 196) and/or interview techniques. Participants were included in the study
if they experienced intrusive images and were willing to undergo ImRs as part of their
standard treatment. Participants were excluded if they had psychotic disorders, organic
brain dsease, current substance abusejfdhey required an interpreter.

The participants formed a highly heterogeneous group. Heterogeneity in SCEDs has
been recommended as a way to demonstrate whether effects of an interveappty
across several clientshwe differ in various subject and demographic characterig@zdin,
1981) Participants camedm different ethnic backgroundmcluding Asian or Asian British
(n=3) White or White Britishn=2) and Black Africam£l). Mean age was 4&D48,
range=20-65 years). In addition to PTSD, the followingmarbid diagnoses were identified;
depressionti=3), depersonalisation disorden£l), angerii=1) and complicated grieh{l).

Of the six participants, only one had experienced a-offiedrauma, while theremaining five
had experienced multiple traumatic events. Participants were not compensatedKimgt
part in the studyDemographic information has been altered here to preserve participant

anonymity.

Setting and treatmentPhase 2 sessions took place in one outpatimgntal health
service and one inpatiemhental healthservice in London. Botlesrices saw peopleith a
primary diagnosis of PTSEburclinicianstook part in the study. Alvere trained in ImRand

received regular supervision. Three clinicians worked in the outpatient semwtbene in the
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inpatient service. Individuals seenthre outpatient servicewvere offered longeiterm

therapyandcould be seen for year$hose seen by the inpatient service received up to 16

weekQ 2F UG.NBI GYSyli

All participants were undergoing TFBT. No modificationgere made to their usual
care.Partd £t LI NIAOALIYGAQ OFINB Ayg@g2f gSR
the same way as in Phase 1 of this study. Acceptable variations to the above method

included not discussing the modification beforehari not re-living the original imagm

its entirety first. All types of ImRs were accepted provided that the outcome of the original

distressing imaghad changedWhere multiple intrusive images existed, participants chose

which one theywantedto begin with.? NIi A OA LI y i & e stugy@adeddethesS vy

when their ImRs sessions finished, or when the recruitment deadline was reacMal/

2014 All participants continued to receive treatment following the end of their involvement

in the study.

Design

Phase 1Phase 1 of the studysed qualitative data from a selection of pe&isting
session recordings. Thesecordingswere usedby two researchers (CS and EPyreate a
coding scheme that quantified the subjective or qualitatbemtentsof verbal utterances

that could then form he basis of the method for Phase 2.

Phase 2Phase 2 of the study used a S@pproachto apply the Phase 1 coding
d0KSYS (2 LINIAOALIY(HAQ LYwa GNBI GYhgd
week baseline and onereek followup was used toeluate changes in imagelated

distress over the course of ImR& AB desigmvas used when followp scores were not

obtainable Replication across six participants with different trauma histories was used to
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enhance the generalisability of findings.llBaing the baseline period, ImRs was delivered
approximately weekly, with each treatment sessions lasé®§0 minutes. FollowingmRs

participantscontinued to receive routine traum#ocused therapy from their clinician.

Measures

Phase 1No measuresvere required for Phase 1 of the study.

Phase2¢ KS G O2NBé¢ 2F {/95 A& NBLISIFISR YSI adzNJ
time (Hayes, 1981)The present study administered three measures, described below. To
associate change with ImRs, rather than to maturation effects, testing effects or regression
to the mean(Cook & Campbell, 1979) was necessary tdemonstrate symptom stability
before the introduction of ImRETurpin, 2001)To investigatdaseline stabilitymeasures
were repeated on thre®ccasions, weekly, before starting ImRs. For some participants
however, ImRs was not pqanned. Therefore, it was not possible to obtain baseline
measures. Instead, measuregre administered immediately before the first InRs session.
For all participats, measures were taken immediately before each ImRs seaniwhere

possible one week following the final INRs session.

Patient Health Questionnair® (PH®@9; Kroenke Spitzer, & Williams, 2001Yhe
PHQO9 (Appendix8.) was usedo monitor depressive symptom3he PHCD is a brief, self
report questionnaire that screens f@SMIV depression symptom@_éwe, Unitzer,
Callahan, Perkins, & Kroenke, 200fe PHE has superior criterion validity as a diagnostic
measurecompared with theHospitd Anxiety and Depression Scaledthe WHO (five) Well
Being IndeXL6we, Spitzer, et al., 2004hd givesrealistic estimates of base rates for

depressive disorders in clinical trigRief, Nanke, Klaiberg, & Braehler, 2004)e PHE has
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2001) A decrease of five points or more has been suggested as indicative of clinically

significant chang@.owe, Unitzer, et al., 2004)

Impact of Event scale (IEBprowitz, Wilner, & Alvarez, 1979ThelESAppendix9.)
containsl5 questions that monitodistress associated with traumatic evelfkéorowitz et
al., 1979)The IES consists of twwabscales. Thatrusion subscaleneasures memory
intrusiveness and loss of voluntary control oviee regulation of thoughts. ThevAidance
subscale measures whether memories are consciously suppressed. Each of the 15 IES items
are scored in relation to the previous week using a founpfsequency scale (0 = not at all,

1 =rarely, 3 = sometimemsd 5 = often). IE®tlusion scores range from8b, IES #oidance
scores range frorB-40 andIESTotal scores range fromTb. Although the IES is not a
diagnostic tool, a clinical cutff of 26 has been suggested as an indication of moderate
severe impagtwith scores of betweeB0 and 6(eingfairly typical for PTSD sufferers.
(Hutchings & Devilly, 2014)

The IES has been found to be reliable, stable and valid as a measure of the distress
associated with an everiSundin & Horowitz, 20020\ newer version of the IES (thedES
RevisedWeiss, 2007)vhich includes a hypearousal scalexists. However, it was decided
not to use the IER as onlyntrusion andAvoidance scales are required to give a total
impact scorgHolmes et al., 2005)ncluding the extra hypearousal scale would have

placed increased, unnecessary demands on participants.

Visual Analogue Scase(VASBrewin et al., 2009)The intrusiveness of images was

NI} G§SR dzaAy3 . NB+epot, vidudbnalogue acales (VvEppendixi®)S T

Participants rated their most frequent inision on foulVASassessing frequency, distress,
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uncontrollability and interference. Althoughese specific VAS have not been validaieds

are seen as one of the simplest and quickest ways to measure subjective experience
(McCormack, Horne, & Sheather, 198Bhey are easy to administer, are less bustame

than multiitem instruments(Cunny & Perri, 1991; de Boer et al., 208dJ can possess high
reliability and validitfAhearn, 1997)As a result, VAS were used in this study to provide
information about the course and variability of intrusive images fromltfle NIi A OA LI y i Q&

perspective.

Procedure

Phase 1.

Sampling of itemsin total, 33 ImRs sessiorecording from nine participantsvere
availableto developthe coding schemeHalf the recordings were analysed by Researcher 1
(CS). The remaining half veeanalysed by Researcher 2 (EP). All recordings were used to

develop the coding scheme.

Developing the coimhg schemeThe procedure for developing the coding scheme
followsBraun and Clarke(2006)guidelines for thematic analysis tincover salient themes
emerging from the sessioridronson, 1994; Attridéstirling, 2001) This method was chosen
as it allows for the flexible investigation of patterns across a data set while simultaneously
emphasising the role that the researcher plays in the emecgeof those patterngBraun &
Clarke, 2006; Parker, 200@ven concern over the use of ovprescriptive methodology at
the expense of content and substan&sa(our, 2001, Holloway & Todres, 2003he
guidelines were used as a framework fromigrhto develop the coding scheme. Adaptations
and refinements to the guidelines were made where necesddrgre is much overlap

between this method an€hi's (1997yerbal analysis methofibr quantifying verbal data,
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time, the analysis takes a realist approach in orderefmrt the experiences, meanings and

reality of participants.

First,the two researchers independently familiarised themselves with the data and
identified meaningful units of text relevant to the research topic. This was followed by a
second, more rigorouanalysis of the datandproduction of an initial set of codes. Codes
identified features of the data in their most basic fo(Boyatzis, 1998As ImRs sessions
have not been investigated in depth before to our knowledge, it was deemed important to
search for codes across the entire dataset. No restrictions were imposed regarding what
couldand could not form a potential code.

Having independently devised a list of codes, the two researchers met to organise
the data into meaningful analytibemesand to assign them provisional definitio(iBuckett,
2005) To promote comprehensiveness, all relevant coded data extracts were included
within the identified themesand were placed bedé their corresponding data to aid
understanding and interpretatio(Braun & Clarke, 2006%or the purposes of this study, a
theme was defined as a component of the ImRs that was evident within a sisgierse
andor across multiple sessionEhemes were formed using both botteop and topdown
approaches. The tedown approach involved explicitly searching for themes that had been
previously identified in relevant theoretical research (eByewin et al., 2009; Hackmann,
2005; Holmes & Mathews, 2010; Rusch et al., 2000; Wheatley & Hackmann, Piod 1)
bottom-up approach involved identifying themes evident in the daardless ofvhether
theyhad been previously identifd (Patton, 1990)

Having identified an initial set of themd&e themes were assessed for inteit

homogeneity and external heterogeneifiyatton, 1990)In other words, the researchers

39



checkel that codes within the themes cohered meaningfully and that the individual themes
were clearly distinguishable from one another. In doing so, some themes were discarded as
there was not enough data to support them. Others were expanded as they trieghtorea

too many features of the data at once. The provisional themes were also shown to experts in
the field and their comments incorporated into the coding schebsually, this meant

making a particular themmore explicit or clarifying $tdefinition.The remaining themes

were defined, ensuring that the themes linked to the original datasetwere distinct from

one another. Finally, the codirsghemewas reapplied to the recordingandfinal

adjustments were made.

Phase 2Potential participants met ith their clinician for a routine appointment in
their usual NHS service. At this appointment, the clinician introduced them to the aims of
the studyandasked if the participant would like wiscuss potential involvement with the
researcher Potential @rticipants were made aware that declining to take part would have
no impact on their access to treatment. The details of those wishing to take pagt wer
passed to the lead researcher (O8ho contacted then by telephone to explain the study,
or to arrange to meet the partipant in person if preferredConsentingparticipants signed
the consent form(Appendix11.) and their clinician was notified of their agreement to
participate. Thosevho declined to take partdwing heard the full nature of the study
continuedtheir treatmentas usual

Participants were asked to complete the IES, BPHRQd VAS two weeks prior to
starting ImRs. If the clinician decided that ImRs was indicated before baseline scores could
be obtaned, treatment was not delayed. Instead, the participant completed the
guestionnaires immediately before their first ImRs session. All participants completed the

same questionnaires each week immediately before their ImRs sessid@gain one week
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following ImRs completion. Clinicians completed a demographic details sheet, giving
information on participant age, gender, ethnicity, their treatment to date and trauma
history. All data was anonymised before it left the service and was stored on an encrypted
memory stick. Every ImRs treatment session was aretiorded.

One researchefCS}ranscribed and coded all session recordings according to the
coding scheme outlined in Phase 1. A second reseafEifdcodedthe first of each
LI NIi A GésdidnsfdisSeapercent agreementDiscrepancies were discussed and
alterations made accordingly. Participation in the study ended either when treatment
finished, or when recruitment ended in May 2014. Participants were debriefed following

studycompletion in Jun@014(Appendixl2).

3. Results
Analysis Plan
Descriptions of the codes present in the coding scheme are presdingtdSecond,
Phase 2 analysis is presented. The application of the coding scheme to eachgrarticip

individually is discussed, before general conclusions across participants are made.

The Coding Scheme
The full coding scheme is presenteddppendix13with the accompanying coding
instructions found iMAppendix14. The overarchng themes are described below, with

examples of the data used to define them.

Preimagery themesPreimagerythemes refer to aspects of thgessiorthat occur

in the lead up to imagery wodklm&s Preparatiancaptures information about how much

preparation was put in place prior to ImREhis theme describes how much discussion and
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preparation tkes place before the ImRs begavhether the ImRsvasprepared in advance,

the extent to whichtipreparedandany specified end goal. Some participants chose to
decide in full how they wanted ImRs to play out and what goal they wanted to reach before
beginning any imagery work, whereas other devised a loose plot to follow, or simply began
with no ckar plan or end goaWhere an end goal was discussed, it often involved helping
the participant to feel safe, comforted or to assert themseNe®Rs preparatiomalso

captures information about how easwitasfor the participant to choose a direction ftie
ImRs, how much therapist inputasrequired and whether memory promptsere used.

Some participants found it easy to choose a direction for the ImRs. Others could not think of
any way to change the image and had to be entirely directed by the therdpist required
some form of prompting to think of a direction of change for the image.

GAttitude Towards IMRR S a ONR 6 Sa LJ NI A OA LI iy I G G A (0 dzR
process before rescripting beganSpecifically, this themeaptureshow motivated
participantswereto try ImRsand how much they understabthe rationale Participants
varied in their attitude towards the rkscripting process. Some participants were scared of
re-scripting, but understood the rationale and were willing to try. Othersensareptical that

it would have any effect on their symptoms.

Whole processthemesi 2 K2 S LINR OS&aa¢ (woRkvihthe | NBE NBf S
original and rescripted parts of the imagePafticLJ- y 1 Qa ! 6 A f A descrite® C2ft 26
how easily the participat found it to independently narrate their own ImRs from beginning
to end. Some patrticipants were not able to follow the ImRs, even with considerable therapist
prompting. Others were able to lead the-seript themselves and only requirggompts to
help them elaborate particular scenes in more detendividual codes capture how much

promptingwasrequired by the therapist, the ease with which the participaatildstaywith
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the image, whether the process foll@a a coherent narrative and the speed at whithe
image was viewed.

@ OGA @I GA 2y ddcFibes tRe®xtdntYo-wAiddrticipants wereable to
bring to mind and describe the numerous components of the image throughout the whole of
the ImRs procesg\ctivation of the Imageodes capture infanation about the verbal tenses
used to describe the imagadthe viewpoint from which the imageaswitnessed.
Participantstended to usea mixture of first and third persqriield and observer
perspectives and past and present tensistivation of themagecodes also capture
information about the specific senses engaged in the image and the repaxtigithess and
intensity of these sensesll participants could bring visual images to mamdi often
described additionadense such as sound and touchm8ll and taste were rarely present.
All were described as vivid at some point during the ImRs process, although it was common

for the vividness of the image to fluctuate throughout the process.

Reliving themes.Although traditional ImRs manuals recomnaerg-living the
memory in full prior to rescripting, therapistin these recordingsften asked participants to
briefly describe the original image or event without encouraging them to access the details
of the image. However, while full leving was rae, all ImRs included some of the original
memory in the rescripting procesReliving themes refeto work with the original memory,
regardless of whether it was Hleszed in full or not.

OActivation of Original Internal Processesptures the presencef@motions,
cognitions and physical sensations thare associated with the original image or traumatic
event and were present during any part of thegeripting sessionll aspects of rédiving
were associated with the presence of emotions, physiokigiensations and cognitions that

were associated with the original image. Emotions often included shame, guilt, fear,
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embarrassment and loneliness. Physiological sensations included feeling heavy, shaking and
having difficulty breathing. CognitionsincidR a L QY 3JI2Ay 3 (G2 RASEéX

I ¢ Fdzt LIS NA 2 y éAdtivation @fofiginal Mierikia pidEedsedsosummarises the
intensity of emotions, physiological sensations and cognitions varied between individuals.
Sme individuals experigedaccessing original internal processat®nsely, whereas others
reported how they had felt at the time, without necessarily feeling the same way in the

therapy room.

Rescripting themesRescripting themes capture information from the poiatt
which change is introduced in the imaggy definition, all rescripts involved a departure
from the original image. However, the extent to which this was true varied. The theme
6 S LI NI dzZNB FNRBY dauses oW of thefold Im¥de @S presenthe
re-script. Departure from the original imagasoexamines how far through the original
intrusive image the change is introducaddwhether there is overlap between the setting
of the original and rescripted imageMost participants introduced @nge at the point at
the most traumatic point of the old image. However, some included very little of the original
image in their rescript. Some rescripts occurred in the exact setting as the original image,
others involved leaving the scene and somekipiace in a different location entirely.
hFGSys LI NIGAOALI yia OK2aS QiersiotidReT ySé
& O Naxplaiteswhich individuals are brought into theseript Common figures included
family, friends, the therapist anithe paticipant as their currenself.More often than not,
participants did not feel able to bring about a change in theagpt as their pasself.
Others in the rescriptoutlineshow these individual$ielp to bring about change and their

emotional responséo the events occurring within the image.
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éBelievability of the R& O N@aptiirels whether or not the change could actually
have happened given the constraints of time and spadesther the participant feels the re
script is believabland whether the e-script is related to a real world event. Often; re
scriptswere not physically possible given the constraints of space and time. Time travel,
speaking to dead relatives and being visited by an angel are examples of this. Regardless of
G NSt ¢ 2adifityRpartioipénts bf@rreported finding their 4scripts believable.

All re-scripts were associated with the emergence of emotions, physiological
sensations and cognitions. The finalded NJ&A LJG A yA&ivatioK & MtSri2al Riocesses
During ResciA LJ{ #legcabes which emotions, physiological sensations and cognitieres
present during the rescript Emotions often included sadness, anger, relief and comfort.
Physiological sensations included feeling calm, relaxed and tired. Cognitions inglld&dQ &
y2G Y& TFldzZ 6 aLQY | Hiivatioh of iyit&ral pfogess during@ey al ¥ S
scriptingalso details the intensity of internal processexlwhether there has been a shift

from those associated witthe original intrusive image.

Outcome. The final themes relate to the outcome of the-seripting process.
BSTAYAUAZY 2dpturéshBrmhationialodt Yhs final change that is brought
about inthe image through rescripting and where applicable, comparetithe intended
outcomethat was outlined in the preparation stage. The theme also outlines whether the
final outcome allowed areviously unmet need to be meThere were a number of different
possible outcomes for the fscripts often involvinghe individual being protecteth some
way. All outcomes involved working towards helping participants having their previously
unmet needs met.
All participants derived meaning from the-#eO NJAttifideTodwardt KS h dzi 02 YS¢

defines the final message thparticipants took from thee-scripting procesften, this
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was reflected in the cognitioraicited during the rescript, although ér some, additional
meanings emerged. For exampé original cognition ci Q@SS &I K Sehanged oy ¢
GaKS ¢ 2dz Hurig$he ledddbtdzN R G A KS ¢ At R 24ab8gwig/ ¥ S
the re-script For others, the meanings associated with the original image had not changed,
but were less easily triggeredittitude towards the outcomalso describehow individuals

felt aboutthe outcome.Participants often reported feeling positively towards the new

imageand expressegurprise or shock that thewere able to bring about change

Reliability of Coding

The first session from each Phase 2 participant was codéukehfjrst researcher (CS)
and the second researchgEP}o investigate percent agreement. This ranged from 76% to
87%, with a mean percent agreement of 82%. Researchers tended to agree on codes
regarding the content of ImRs, for example which senses, emotions and cognitions were
presert. However, they disagreed on more subjective codes sudhtasal process
intensityand how easyarticipantsfound ImRsFurther modifications were made to the
scoring manual to enhance clarity. This manual was then used by the lead researcher as the

basis for scoring the remaining session recordings.

Phase 2Analysis Plan
This section of the analydigeginswith an overviev of the participant attendance.
Second, individual analysis of each participant will be presented. Finally, an overview of ImRs

factors across participants and how these might relate to outcome will be provided.
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Participant Attendance

The coding scheme was applied to 20 sessions collected from six participants. Each
participant had between one and eight ImRs session recordingsipldubaseline scores
were obtained for four participants. The remainder had one or two baseline scores only.
Only two participants had followip measures available. The remaining four participants
were still attending ImRs sessions at the end of the study

A summary oparticipant attendancean be seen ifrigure2. In total 31 sessions
were schedule@&nd 25 sessions were attended. Only P1 did not attend scheduled sessions,
missing six of the nine appointmentdefed to him. Of the remaining 25 sessions that were
attended, 20 involved ImRs. Reasons for not completing ImRs in session including feeling too
distressed to use imagery work, needing support with other life events or attending late and

so not having théime available.

10 A1
M Sessions attended

O ImRs sessions completed

#.Non-attendance

Number of sessions

~

P1 P2 P3 P4 PS5 P6
Participant

Figure2. Number of sessions attended by each participant
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Individual Analysis

This section of the results describes each participadividually For each
participant, background information is preded first, followed bygraphical analysis
(Barlow, Nock & Hersen, 200@) investigate trends in the data and changes in the value of
the central location between phaseke results of the graphical analysis are compared to
the sessin-by-session codes identified by the coding scheme, to investigate whether
LINS&ESYyOS 2F LI NIAOdz I NJ O2RS& O xcafedtaving | & &
investigated each participant individually, overall conclusions réggrthe importance b
each codeacrossparticipantswill be drawn.

Although some authorse(g.,Houle, 2009; Kazdin, 2007; Shadish, 204
advocatedstatistical analysis in SCEDs, théswot deemed appropriate hereaéh
participant had reached a different stage of treatment by the end of the stalgt only one
participanthad completed ImRgt would have been inappropriatto consider the
participantsas a cohort and assume that their scores were comparable. In doing so, true
effectsin one participant may be masked by the fact that some participants were early on in
therapy. Alternatively, the presence of a statistical effect may reflect a particular stage of

therapy, rather than an outcome of a complete package of ImRs.

Presentingthe graphical analysisOutcomedata for each participant is presented in
Appendix15- Appendix40. The baseline phase refers to the sessioocurring before ImRs.
The intervention phase was defined @ time between the first and last ImRs sessidle
follow-up phasewas any measurtakenafter the final ImRs session. Vertical lines separate
each phaseBaselines are considered stable when there was 5% or less variability across all
baseline measure€entral location is represented using a horizontal dashed lime. T

medianis presented as the value of the central locatiwinen there are fewer than 5 data
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points available foa givernphase. The broadened median (BMED) is used in all other

instancesTrend in central location i®presentedusing a dotted line.

Participant 1.P1 was a 20 year old, singBgngladeshinan. His sessions were
conducted in English, although this was not his first language. P1 was currently seeking
asylum in the UK. He wainemployed and had spent a limited number of years in
education. He lived in shared accommodation. P1 was referred todlyatient service by a
community mental health tearflCMHT)pne year previosly. He had experienced repeat
traumas throughout childbod, including physical abuse, negldgcaffickinganddomestic
servitude.

At his initial assessment with the service, P1 scored 8h@®DSindicating severe
symptoms of PTS[and37 on the BDBII, indicating severe depressioft the time of the
study, hepresented with current suicidal ideation and hadmorbid depression. He was
not taking medication and had received no previous psychological therapy for PTSD. He had
been in treatment at the current service for six months. During this time, hebbad
offered 14 sessions of TEBT and had attended eight. P1 found it hard to attend sessions
regularlyandthere were gaps of up to six weeks between sessions. This was for a number of
reasons includingdifficulty findingthe money to pay for transpotb attend sessionand
feelinghighly anxious about an upcoming decision regarding his immigration status.

t MQa AYUNUZAAGS AYIFISEa NBtFGISR (2yery S@Syi
prior when he was physically assaulted by his captor. His inusiages were of times that
KS 61 a 0SFGSY FT2NJ y2G OFNNRBAy3 2dzi OK2NBa aLJ
to this image. Although he returned for sessions following this ImMRs session, he either
attended late so that ImRs was not possibléhia time available, or did not want to work on

his images, preferring to prioritise his asylum application.
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Graphical analysis. & dzY Yl NB 2 F tseeQi@TalleD Altidigh POl y 0 S
completed baseline meases on three occasions, there was a six week gap betwesn
second and third baseline measure (Measures 2 and 3). Only VAS Distress measures
remained stable across the baseline phase. As P1 only attended one ImRs session, no scores
are available for the tervention phase. Pieturnedtwo and threeweeks after his ImRs
session to complete followp measures The following results must be interpreted with

caution, given the limited number of measures available

Tablel.

Central locdon (and range) at baseline arfidllow-up for P1

Baseline Followup
PHQ9 15 (1517) 14 (1216)
IES Intrusions 25 (2125) 20 (1921)
IES Avoidance 27 (2730) 23 (1828)
IES Total 52 (4855) 43 (3947)
VAS Frequency 60 (5670) 50
VAS Interference 65 (60-70) 50
VAS Uncontrollability 65 (6G70) 55 (5060)
VAS Distress 60 50

Did ImR$mpact onPHQ9 scores¥isual inspection dPHQ9 datais presented in
Appendix15.t m Q &-9 scdres increased over the baseline phase.odigh there was
GFrNRAFOoAtTAGE AYy GKS RIFEGFEZ a02NBa NBYFAYSR Ay |
was a sharp drop in scores following the ImRs session. However, this improvement had
reversed by theend of thefollow-up phase, indicating little gt SNY A YLINR GSYSy (i @

PHQh 3 02NBa& NBYIFAYSR Ay (GKS aY2RSNI GS¢ NIy3as
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Did ImRs impact on IES scorésaphical representation of IES scoiepresentedn
Appendix16 and Appendixl7. There was a slight increaseli&S Totascores over the
baseline phase, although there was variability in the data. IES Total scores decreased
following the ImRs sessi@nd continued to do so over the followp phase. Despite this
decrease in scorefES Total scoreasmained above the recommended coff for PTSD at
the end of the study.

To understand change in IES Total scores more fully, each subscale must be
considered individuallywith limited data pointsand delays between #se pointsjt is
unclear whetherchanges in scores represamtural variation, the effects of ImRs the
impact of external eventd\evertheless, igual inspection of IES Intrusion scores indicates
that while there was no trend in the data across theséiine phase, scores were highly
variable. Although scores de@sed following the ImRs sessiand the value of the central
location was lower during thillow-up phase than the baseline phase, IES Intrusion scores
began to increasever the followup phase

IES Avoidance scores increased over the course of the baseline, although scores
were variable. Avoidance in the follewp phase was lower than in the baseline phase, as
indicated by the value of the central location. This was followed by a tlegease in scores
overthe follow-up phase, implyinghat avoidance continued to decline following ImRs.
However, with only two data points in the follewp phase, it is difficult to determine

whether this decrease was steady, or due to variability in thedat

Did ImRs impact on VAS scoré&afaphical analysis &AS scores can lfieund in
Appendixl8andAppendix19.+ A adzt £ Ay alLISOGA2y 2F ! { CNBIldzsSSy
intrusive image became more fregoieover the course of ImRs, although there was

7 A
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51



stable. VAS Interference deased over the baseline phase, remairstable across the
follow-up phaseandwaslower during the followup phasethan the baseline phase. VAS
Uncontrollability decreased over the baseline phase. This negative trend continued across
the follow-up phase. Finally, VAS Distress scores remained constant during the baseline

phase, before decreasirigllowing ImMRfind then remainingtable.

Graphical analysis summarffollowing a single ImRs session, P1 experienced no
change in PHQ scores. His IES Total score decreased, but remained above the clinical cut
2FTF F2NIt ¢{5d / KInrm Avoidahoé scoresindicate thét hidinfageNdza A 2
became less intrusive and he avoided reminders of the event less following ImRs. Changes in
his VAS scores reveal that his image also became less frequent, interfering, uncontrollable

and distressing.

Sessiorcontent. It is difficult to make conclusive statements regarding the efficacy
of a single ImRs session for P1 given the lack of measures, the delay between the session and
outcome measureompletionand the potential impact of external events includingPa
Fadfdzy LINPOS&aa 2y KAa a402NBad |1 2SOSNE & t m!
2yS LYwa aSaarzys AdG Aa OSNIFAyfe @g2NIK SELIX :
ImRssessiorwas prepared prior to beginning ImMRs. No memory prismygere used during
the sessionThe session involved him wanting to change the ending of his intrusive age
seekingeevenge on higaptorandred Ay Ay 3 02 y i NB({mR$mepaiafion)d K (i A y 3
P1 appeared unsure about the purpose of ImRs, kag mevertheless motivated to try
(Attitude towards the rescript) During the rdiving aspect of the session, P1 was able to
access emotions, physiological sensatiandcognitions present at the time of the original

event(Activation of original internigprocessesspecifically, & reported feeling intense
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feelings of fear, anger and helplessness during this part of the session. He identified his heart
beating quickly, reported wanting to dandfelt worthless
Plpausedthe image during the worst moemt of theassault ane&nded the image
by leaving the scene entireffpeparture from the original imageile decided to bring his
adult-self, the therapist and two relatives into the image.#dlpedto bring about change,
although it was his adultelf who was ultimately responsibl&©¢hers in the image)nitially,
P1 explained tht although the red O N LJG  FitSlifl ot feeH NB R £ ¢ & faurther | NB & dz
change was introduced, which P1 described as feeling veryBekldyability) P1 was ablea
access new emotions, physiological sensations and cogn{#atisation of internal
processes during the1seripf). He reported a shift from fear and anger to happiness. He
described this feelingasvery®ty a S alt @Ay 3 KS TF.Gthiskhifini Ay KAA&
emotion was associated with a shift in cognitions. During thecrgt, P1 no longer felt
worthless and helpless, but instead identified feeling worth something, that he did
something good and that he was going to be resc{ftitude towards the outcome)
Activation of the imag®2 RSa4 NB @St SR GKFId twmQa AYlF3AS
Specifically, the image wagewedmostlyfrom a field perspectivandnarrated in the first
person, present tense\t times however, he reporteseeing theimage & A T gétthg ¢ &4 &
beatefy R2 g6y (KSNB 0 dZhXimagd way mRostly dewsdSriNdtiie,
although the therapist occasionally had to prompt P1 to slow danahto view the image as
if watching in slow motion, to ensure that P1 included asyndetails as possible in the
image. For the majority of the time, the image was described in the first person. All five
senses bar taste were includeddd P1 reported the image to be very vivilith prompts
from the therapist, P1 was able to stay withettmage throughouandformed a coherent

narrative to accompany the imag€l{ent ability to stay with the image).
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By the end of the session, P1 had been able to seek revenge on the perpetrator and
stand up for and comfort higoungerself, whichallowedP1 to meet the previously unmet
need of comfort and protection in the imagB€finition of the outcome The final message
taken from the image and the associated emotion were positive, in that P1 felt cared for. P1
reported surprise that he had been alitedefeat theperS G NI 12 NJ Ay GK&E AYIl 385
0K2dzAKG GKFG y2 2ySQa 3I2Agughttha?noO@easStsuck Y R 06 ST i

K A YAdtitude towards the outcome

Summary.P1 attended a single ImRs session. In this session he was motwvated
able to create a rescript that was vivid, involved accessing original and new thoughts and
feelingsandwas associated with a change in the way that P1 viewed the original image and
F3a20AF GSR S@Syiaod t mQa a02 NE dtiohoVtheNRRGBS R 2y |  f
following this single ImRs session. However, with a lack of stable baseline data, a three week
gap between intervention and the first available follayg point and limited followup data,
it is difficult to assess whether these changeseva direct result of the ImRs session, a
conseguence of external circumstances such as a change in his asylum application, or due to

natural fluctuation over time.

Participant 2.P2 was a 49 year old single woman from America. Her first language
was Entish. She was employeshd had spent approximately 20 years in education. She
lived alone in councdccommodatiorandhad two daughters. P2 was referred to the
outpatient service by a CMH©®ur yearspreviously She had experienced repeated,
prolonged traimas including childhood abuse and neglect. However, she had been referred
as a result of domestic violenae adulthood At her initialassessment four years prid?2

scored 39 on the PDS indicating severe symptoms of BA& on the BDII, indicatiry
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mild depression. She had been in treatment at the cursswice for three and a half years
and had received 151 sessionsstdbilisation, risk management affd=CBT. At the time of
the study, she presented with current suicidal ideation and deperssatadn disorder. She
was not taking medication.

tHQA YFAY TFtlakol Ol NBfF SR (8yedrsprioB @Sy i
when she was physically assaulted by her husband in front of her ydaughter There
were two key intrusive images thatene rescripted in therapy. Image 1 involved the time
AYYSRAFGSE@ FFFOUSNI GKS FaadldAf G 5dzNAy3d (KA A
help, only to find her husband was there. Image 2 involved the assault itself. When
describing these images #®ey happened, she struggled pat her experiences into words
and began to dissociat®?2 received eight ImRs sessions over the course of ten weeks. Gaps
between ImRs sessions were because P2 required sufilirmgta complaint to an external
organisatia, which caused her distresshe completed theneasures during these sessions

andthey have been included in the analysis.

Graphical analysis. Yy 2 GSNIJA S ¢ @ékentediiflable2iBagei® & A a
measues were taken on three occasions on a weekly basis prior to starting treatment. Only
VAS Distress remained stable across the baseline. Measures for Image laga®lare
presented separately. At the time of writing, P2 had not completed her ImRs trefitme

Therefore, followup data are not available.

55



Table2.

Central location (and range) at baseline datfiow-up for P2

Baseline  Intervention-Image 1  Intervention Image 2

PHQ9 17 (1618) 17.5 (1424) 15.7 (1319)
IES Intru®ns 15 (1215) 7.5 (79) 13.3 (1121)
IES Avoidance 28 (2628) 19.5 (1822) 22.7 (1830)
IES Total 41 (4045) 28 (2529) 37.3 (3151)
VAS Frequency 40 (3040) 20 (1030) 35 (2650)
VAS Interference 20 (20645) 15 (1020) 38.3 (2660)
VAS Uncontrollabiy 20 (20630) 15 (1040) 36.7 (1680)
VAS Distress 20 15 (1040) 30 (20660)

Did ImRs impact on PHEscores¥isual ispection of thedata Appendix20)
suggestghat there was a small improvement in P¥@cores over the batine phase
althoughsheNB Y AYSR GY2RSNI St & RSLINE 34 théSvRlgedf 5 dzNA y 3
the central location increased marginally, but continued to decrease across the.phase
Scores became highly variable towards the end of this intervenpilagse. This variability can
be explained by an outlier (Measurement 6). This measure is elevated as P2 experienced a
stressful life event in the week preceding this measuremaittich seemed to skew the data
and limitthe associated negative trend. Remowéthis data point would strongly suggest
that P2 became less depressed over the course of ImRs of Image 1. Aside from Measurement
cYX GKAOK FStf Ay GKS aaSOSNBfte RSLINB&ZaASRE NI
RSLINS&ZaSRé NI y3I&eldKNRdAdAK2dzi GKAA LK

+Aadzdtf AyaLsSOdAzy 2F LYF3AS H akKz2ga | aiYa
scores continued to decrease over the course of ImRs. However, there is a large amount of

variability, which increases over treatment. This variability can be potgnba explained by

56



Measurement 10, which was elevated in comparison to the remaining scores. Like
Measurement 6, Measurement 10 was associated with a stressfidvéat. Although P2
felt less depressed during treatment for Image 2, than either Imagelbhseline phases, as
indicated by changes in the value of central tendency, her scores remained in the

GY2ZRSNIGS¢ NIYy3IS T2N) RSLINBaaAz2y o

Did ImRs impact on IES scoré&aphical summaries of all IES data casdsn in
Appendix21and Appendix22. IES Total scaselecreased slightly over the course of the
baseline phase. Howeverariability in the data makes the exact nature of the trend unclear.
tHQa L9{ ¢20Ff &aO02NBa NIedctukolf thrBughbd thd badeline 0S § K
phase. During the treatment of Image 1, scores decreased, with no overall trend. Again,
GKSNB gFa OFINAIoAfAGE Ay GKS RFEGF RdzS G2 | R
scores fell below the recommended eoff for PTSD throughout the Image 1 phase.
Following the first InRs session for Image 2, there was a marked increase in IES Total score.
This was followedby an overall decline in scorddowever, there was a significant degree of
variability during this pase, perhaps due to an elevated score at Measurement 10. By the
SYR 2F (KS addzRés tHQa L9{ ¢20l fofffr OBSRE NI Yl A
To understand IES Totadriability, it is necessary to consider each subscale
separately. IES Intrusi decreased slightly during the baseline phase, although variability
increased making interpretation difficult. Following the first ImRs session, there was a sharp
drop in IES Intrusion. Scores continued to decrease throughout the course of ImRs for Image
1. However, when P2 began working on Image 2, her intrusions increased, almost back to
baseline levels. During the Image 2 phase, there was a slight negative trend, but large
variability in the data, again explained by a peak in scores at Measurement 10.
IES Avoidance increased over the course of the baseline phasthowed little

variability. Following the first INRs session, there was a sharp drop in IES Avoidance,
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although scores increased slightly over this phdke.value of the central location wa
lower for this phase than the baseline phase. As with IES Intrusion, there was a marked
increase in IES Avoidance scores when P2 began working on Intageten began to

decrease However, there was wide variability in the data as scores fluctuatel session.

Did ImRd$mpact on VAS score&taphical summaries of VAS scaran be found in
Appendix23and Appendix 24 Visual inspection of VAS demonstrates that scores followed a
similar pattern oer the course of treatment on all scales. VAS Frequency, Interference,
Uncontrollability and Distress remained stable or decreased over the baseline phase,
although variability was high. Following the first ImRs session for Image 1, scores on all VAS
decreasedandeither continued to do so or remained stable across the intervention phase.
However, a large degree of variability means the exact nature of data trends is unclear.
Scores on all VAS increased following the first IMRs session for Ingeés hen declined
across the intervention phas&Vith the exception of VAS Frequency, the value of the central
location remained above baseline levels. Again, there was a high degree of variability,
possibly due to a potential outlier at Measurement 10, whiadswassociated with a stressful

life event.

Graphical analysis summatyollowing four ImRs sessions for her first intrusive
image, P2xperienceda slight increasen PHQ@ scoresHowever, the avoidance,
intrusiveness, frequency, interference, distremsd uncontrollability associated with Image 1
decreasedFollowing ImRs for Image 2, P2 experienced an increase in all scores, which then
declined over the course of treatment for Image 2. However, there was a great deal of

fluctuation from one week to thaext.
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SessioncontentCK I y3Sa (2 tnQa a02NBa NINBte F2f€f:
demonstrated a gradual reduction in symptoms over time. In order to better understand
gKI G YAIKG 0SS O2yGNARoOdziAy3a G2 FimgztelsesiohA 2y a A
outcomes with session content, as captured by the coding sydteage 1 and 2 phasesill
be discussed separately.

Image 1PreA Y 3SNE G(KSYSa AYyRAOFGSR GKIFG twuw o1 3
0KS YSYNRR SFNE Ay I & XSubskduehtiiSussipi \dithar thebaipist
Ffft26SR KSNJ G2 dzaS LYywa a | ¢gl& G2 aFrRR Ayé
willing to try ImRs. This worry about denying the ending was not present after the first ImnRs
session. Instead, P2 becamore confident about using IMRs as sessions progressed
(Attitude towards the rescripting process)All P2 & -schid& were prepared before starting
imagery workImRs preparation).

t H Achvation of original internal processelsanged over the coursaf sessions.
Initially, P2 found it difficult to access thoughts and feelings from the time of the original
event. She was able to describe how she had felt at the time, but often in a way that
removed her from feeling those emotions in the room. As sesspyogressed, P2 was able
to connect to these internal processes more easily. Specifically, she reported feeling fear,
FolFyR2YyYSyiGs aKFYS YR 02y Fdzaa2yd {KS RS&ONR:
GLQY (i antirégba®diée physiological seatons of pain in her head and chest. P2
struggled to stay with the ImRs process initially and had to be led by the the¢Apifity to
follow the ImRs processpver the course of therapy, her ability to follow the ImRs process
increasedandshe becamenore able to guide and narrate the-geript herself. In addition,
she became more confident at vividly imagining the imageédescribing the events from a

field perspectivgActivation of the image).
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P2 introducel change part way through the traumatimage Departure from the
original image)At first, P2 relied heavily on other people to bring about chai@édrs in
the rescript).Over time, she was able to take more responsibility. In doing so, she was able
to connect to new internal processes. Skeorted feeling good, legitimate, supported and
lighterandil KAy 1 Ay 3 aL KIF @S LISAdidaten of in@rddyridcesses g K2 O
during the rescript).However at times she found it hard to connect to these internal
processes, as the changesN® RdzOSR RAR y2i0 F¥SSt o0StASGLofSo
appeared to increase (e.g., Measurement 5). With subsequent changes, P2 was able to find a
change that did feel believable to handthat she could connect t(Believability)and her
scores appared to decreaseAs P2 was able to have previously unmet needs of compassion
and safety met@efinition of the outcomeler attitude towards the image changed. She
reported realising that the situati6 ¢ I & &y S @S NJ Ivad syirAriseil thathe 2 NJ 2 dzi ¢

was able to leave the image and feltS & &  (@AtlitiidezOWaéds the outcome).

Image 2 Preimagery themes indicated that P2 was intensely afraid accessing this
image(Attitude towards the rescript).As a result, she initially spent more time dissing
how she could change the image, rather themgaging witHmRs(ImRs preparation)As
sessions progressed, P2 remained afraid of accessing the image, but became more
motivated to try(Attitude towards the rescript).Initially, P2 found it very diffult to stay
GAGK ye 2F GKS AYF3ASsT NBLRNIAYy3I avYe oNIAyQa
both stay with the image and take responsibility for creating a coherent narrgdibitity to
follow the ImRs procesdh doing so, she was able ¢oeate an image that was vivid and
described from a first person, field perspect{fetivation of the image)nterestingly, as P2
activated the original image, she began to uncover previously forgotten information which

added richness to the image actiian.
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Activation of the original internal processesanged over the course of ImRs.
Initially, P2 introduced change well before the worst part of the im@gparture from the
original image)ynd reported little activation of these processes. When Pdhiced
change at the worst moment of the traumatic image she experienced intense feelings of
FYEASGEesE O2y¥FdaAaA2yTZ LIAY YR 62NNE | yR (K2dAl
Initially, P2 relied o®thers in the imageo introduce change. As sessions
progressed, she became more able to instigate change as herself in the image. In doing so,
P2 was able to access new internal processes in all her ImRs séasibration of internal
processes during the1geript) New emotions included feeling strong, powelriind
ddzLILR2 NI SR bS¢g O23yAdAizya AyOfdzZRSR aL KIF @S Gl
LJIS2LX S KSNB (2 KStLI YS¢ |yR aKS OF yQi KdzNI Y
physiological sensations were present.
Activation of the original internal processasd Activation of internal processes
during ImRseemed linked tdeparture from the original imagend Believability When
change was introduced well before the worst moment of the exaand original internal
processes were lackinghe reported that thehange did not feel believablgvhen change
was introduced at the worst moment of the original image, siygorted finding the image
more believablewas more able to connect tooth old andnew thoughts and feelingand
her scores appeared to decrease.
TheDefinition of the outcomé Y R t H Qa Altitlaie So®djddzBablitcome
OKIFy3aSR 2@SN) G§KS 02 dzNEsSriptanét tha $net heddydtihaving y A G A |
time and supprt to think through her optionsAs sessions progressed, the outcomiétastl
away from giving P2 time to think, to asserting her needs and seeking revenge on the
perpetratorand she reported thinking KS O y QU Kdz2NII YS Fy@Y2NBéod L

scores decreased the more that she was able to bring about changes thatdlhavéo feel
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powerful and in control. P2 summarised the process of changing her intrusive images as a
glre 2F FTNBSAY3I KSNI FNRY | FSStAy3a 2F o0SAy3a ai
NEFfte GNFLIWSR GdKSNB 0SO0l (ioR§gave meewdaf oRYSIQG &2 O

thatandbecdza S L 61 Ay QG 2y Y& 28y Xé

Summary.Change in scores seemed most apparent for P2 when she was able to
access old internal processes before introducing a change that felt belieaadbédlowed
her to connect to newthoughts and feelings. Change for P2 was least likely when she was
too afraid to approach the image, when she intervened too eanky could not activate
original internal processes, or when activation of new internal processes was hindered as

change was at believable.

Participant 3.P3 was a 63 year old marriethnfrom JapanHis first language was
English. He was employedidhad spent twelve years in education. He lived with his
partner in their own house. He had two children, onemiom had commtiied suicide. P3
was referred to theoutpatient service by a CMHT thrgears priorfor support around
symptoms of PTSD resulting from a single incident trafouayears priowhen he found
the body of his teenage daughter who had hung herself. P3 hadampleted any service
guestionnairesat his initial assessment with the servidrit his therapist queried whether
P3 also experienced complicated grief.

At the time of the study, PBresentd with norisk, was ot taking medication and
had noprevious eperience of therapy. P3 had started treatment in the service two months
prior and had receivedix sessions of psychoeducation. P3 experienced two key intrusive
AYFEASad ¢KS FANRG Ayd2f SR aSSAy3d KA& RIdAKG!

involvad finding the body of his daughter after she had hung herself.
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Overview of scoresAn overview of 0 Q&  dpeegeN#ianTabla 3Baseline
measures were taken on three occasions on a weekly basis pricartigttreatment Only
VAS Frequency and Interference remained stable across the baseline. Results must be
considered with this variability in mind. Given the limited number of sessindshe
overlap in rescripting content, the two images will be anagstogether. At the time of
writing, P3 had notompleted his ImRs treatment. Therefore, folleyy data arenot
available. All interpretations are made in the knowledge that only three data points exist for

each phase of the study

Table3.

Central location (and range) at baseline dalfiow-up for P3

Baseline Intervention
PHQ9 4 (4) 1(%2)
IES Intrusions 12 (1018) 12 (1013)
IES Avoidance 21(1629) 13(1317)
IES Total 31 (2847) 25 (2330)
VAS Frequency 10 30 (1030)
VAS Interference 10 0 (910)
VAS Uncontrollability 10 (080) 30
VAS Distress 20 (1690) 30 (3650)

Did ImRs impact on PHEscores¥isualinspection of the datéAppendix25) shows
that P3 experienced an improvement in P@&ores over the course of the baseline phase.
P3 reported feeling less depressed during the intervention phase than the baseline phase,
illustrated by a decrease in the value of the central tendehiy scores continued to

decrease over the course of th il SNIISY A2y LIKI aSd | 246SPSNE
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O2yaraitaSydate €26 YR GFNAIotST FlLEtAya Ay (K
throughout thestudy, it is difficult to judge whether decreases in scores represent a

decrease in symptom severity, oatural variation in the data.

DidImRs impact on IES scor€&aphical summaries of all IES data can be seen in
Appendix26 and Appendix27. Visualnspection of IES Total score reveahthat his scores
deaeased over the baseline phaddowever, the presence of variability in the data makes
the exact nature of the trend unclear. Scores continued to decrease over the course of the
intervention phase. The value of the central locatioroalecreased. Again, there was some
variability in the data, most likely due to an elevated score at Measurement 5. By the end of
0KS aiddzRés toQa L9{ ¢2GFtf &a02NB KI-6ffoRNR LILISR i
PTSD.

BothIES Intusion and IES Awance scores decreased ovbe baseline phase,
although there was a high degree of variability at the start of the phase making
interpretation difficult. The value of théES Intrusiorentral locatiorremained stable across
the baseline and interventiophases IES Intrusion decreased over the course of the
intervention phase Conversely, central location of IES Avoidance decredhisa the

intervention phaseand then remained stable

Did ImRs impact on VAS scorésaphicasummaries of VAS scorean be foundn
Appendix28 and Appendix29. VASFrequency and VAS Interference scores remained stable
throughout the baseline phase, with no variability in the data. Following the inttomluof
ImRs, P@YAS Interference scorekeclined However, VAS Frequency scores increased
sharply following the first ImRs session, before decreasing over the course of treatment,

with large variability in the data due to a marked decrease at Measurégen
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t o YDAS Uncontrollability and Distressores decreaseolver the course of the
baseline period, although variability was high. &wlhg the first ImnRs sessiosgores on
both scales increased. VAS Distress remained stable dhmsgervention plase.VAS
Uncontrollability declined across the intervention phasige value of the central location
was higher during the intervention phase than the baseline ploasall VAS with the

exception ofVAS Interference

Graphical analysis summartyollowingfour ImRs sessions P3 experienced a small
decrease in PHQ scores. He no longer reached the recommended clinicadf€dior PTSD
on the IES, due to a reduction in his IES Avoidance score. He also rated VAS Interference as
lower during the intervention pase than the baseline phase. However, ratings of VAS

Frequency, Uncontrollability and Distress had increased.

Session contentThere is no information available to help explain fluctuation in
baseline scores. However, information is available for theriention phase. Pramagery
themes indicated that P3 was unsure about the rationale for using ImRs, but was
nevertheless willing to engage with the procéastitude towards the rescripting process)
2 AGK GKS SEOSLIiAZ2Yy -Achtsawdapiepatey befbrk MBS | £ f t 0 Q¢
imagery worklmRs preparation).

t o Acfivation of original internal processelsanged over the course of his ImRs
sessions. Initially, P3 accessed intense feelingadifiess Y R (K2 dzZAKdia 2F aLQ@S
daughten¥ 2 NEOSNE ® a4 LYwa LINPINBaaSR: fSaa GAYS
processesWith prompts from the therapist, P3 appeared to find it relatively easy to stay

with the imageandcreate an accompanying coherent narrative. As sessions pregrels

required less input from the therapist and became more able to guide ImRs hibdify
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to followthe ImRs procest) ! £ f 2F t oQa LYwa adSadaairzya o6SNB |
present tense, field perspective, were reported to be vivid andeneasily visualised
(Activation of the image).

P3 chose to introduce change part way through the traumatic image. He began the
AYF3S Ay GKS 2NRAIAYI &S (iDepayiie froinkiBeyorigvid 3SR G2 |
image).P3 did not introduce anyonesa into the image, but instead chose to introduce
change as hipastself(Others in the image)n doing so, he was able to apologise to his
daughter for the things he had saithd hear her tell him that she was alright. He was able to
connect to new intenal processegActivation of internal processes during thesiipt)

Specifically, he was able to connect to the physiological sensation of being hugged by his

daughter which made him feel comforted and connected to her. He described thinking that
althodzZK KA a RIdzZAKGSNI gl a RSIFRI KS KIFIR y2d af2a
& ¢ 2 Y R SANtndst P8 found it hard to connect to these internal processes, as the

changes introduced did not feel believable. With subsequent changes, P3 was able to find a

OKI y3aS (KI i ¥ Sndihate2colibl cannedt yEeliewabilis/k

Ly |ff toQa athéwdhe duam@ af applagsingkoshis daughter and
receiving warmth and compassion in retuiefinition of the outcome)n doing so, his
attitude towards the image changed. He reported a shift from wishing he could speak to his
RFdAKGSNE G2 FSStAy3a a AF KS O2dzAZ R aLSF| G2
a 0 2 LJAitRde towards the outcome).

The more that P3 was able tmnnect to new internal processes that felt believable
the more his IES Intrusion, IES Avoidance and VAS Interference scores appeared to decrease.
to RSAONAOSR LYwa +Fa | ¢gFe& 2F FNBSAy3I KAYaSt:-
SELX  AYSROBKHI@ Xa XiBtdsS KYBNJ GKIFG LQY az2NNE T2NJ

y2i Fit2ySx L Oty Grt] G2 KSNIIFa AT akKdQa fAai
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his VAS Frequency, Uncontrollability and Distress scores increased. P3 reported that
through the process of using ImRs, he had begun to access previously avoided memories of
his daughterandthought of her more. This emergence of new memories was not captured

by the coding scheme. Nevertheless, it is suggested that as P3 engaged with she ImR
process, he began to access previously avoided memories that caused hirtesirort

distress. Unfortunately, lorterm outcome measures are not available. It would be

interesting to see whether scores decreased kbagn, or whether his symptoms persisted

Summary.Over the course of his sessions, P3 was able to bring to mind and stay
with a vivid image that included the original intrusion and new material. In doing so, he was
able to access the original internal procesaad experience a shift in how Helt towards
and thought about the image. It is possible that this allowed P3 to reduce the need to avoid
the image, allowing him to process more of the emotional and cognitive content associated
with the image. In doing so however, his images became rinegeient, uncontrollable and

distressing as new memaries were uncovered.

Participant 4.P4 was a 50 year old single man frolganda His first language was
Englif. Hehad spent eight years in education but was currently unemployed. He lived alone
in cauncil accommodation and had no children. P4 was referred totiipatient service by
a CMHT 15 months prior as a result of torture that he experienced during his time as a child
soldier. At his initiahssessment with the service, P4 had scored 39 oPid8 indicating
severe symptoms of PT@Dd 36 on the BDII, indicating severe depression. At the time of
the study, he presented with current suicidal ideation. He was taking 45mg of Mirtazapine,

50mg of Quetiapin@and Zopiclone as required. P4 had prawdareatment from a CMHT,
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before being referred to theutpatientservice. He had been in treatment at the current
service for eight months and had received 27 sessions-@BlFduring this time.
tnQa YIFAY FflFakKol Ol NBf I nbniateli Byedrsypriof Sy i
during his initiation into the army as a child soldier. The image that was targeted in therapy
started immediately after his initiation, where he had been forced to beat a boy to death. P4
received one ImRs sessions over the cewnfkthree weeks. Gaps between ImRs sessions
were spent discussing ways in which the image could be changed, withoutietingany
imagery work. As he still completed the measures during this session, they have been

included in the analysis.

Overview ofscores! Y 2 OSNIBBASS 2 F t n TableARR8UNBnESt A & LINS
0S AYUSNILINBUGSR Ay fAIKEG 2F GKS T Odretiiak I G t n Q:
5%. At the time of writing, P4 had not comigd his ImRs treatma&. Therefore, followup
data arenot available. All interpretations are made in the knowledge that minimal data
points exist for each phase of the studyended range is not included, as only two data

points are included for each phas
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Table4.

Central location (and range) at baseline dafiow-up for P4

Baseline Intervention
PHQ9 14 (1018) 11.5 (1613)
IES Intrusions 29 (2731) 30 (2931)
IES Avoidance 33 (3234) 34
IES Total 62 (5965) 34 (6365)
VAS Frequency 70 (6080) 70 (6080)
VAS Interference 65 (6070) 70 (6080)
VAS Uncontrollability 55 (5660) 60 (5670)
VAS Distress 95 (96100) 90

Did ImRs impact on PHIscores¥isual inspection of thdata (Appendix 305hows
that P4experienced a decrease in his symptom severity during this time. There was a slight
decrease in the value of the central location between the baseline and intervention phase,
althoughscores increasel @S NJ G KS Ay (i SNIS yrémeigedinthiK 8 S® t nQa

GY2RSENI GS¢ NIy3IS T2NI RSLINBaarAz2y GKNRdAAK2dzi |

DidImRs impact on IES scor€xaphical summaes of IES data can be seen in
Appendix 31IES Totatcores increased ovéne baseline phasend then decreased slightly
during the intervention phaseélthough there was a slight decrease in the value of the
central location between the baseline and intervention phaseQ 84 4 O2 NBa NB Yl Ay SF
above the recommended clinical eaff for PTSD throughout the stud§eS Intrusion and IES
Avoidancencreasedver the course of the baseline phase. Following a single session of

ImRs, the value of theentral location foboth IES Intrusion and Avoidandecreased
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slightly.While IES Avoidance scores remained stable across the intervention phase, IES

Intrusion scores began to decline.

Did ImRs impact on VAS scoré&afaphical analysis MAS scoreare presentedn
Appendix 32VASnterference increased over the course of the baseline plaask
decreased following the first ImRs session. HoweWAS Interference increased ovhe
intervention phaseandthe value of the central location was higher during the intervention
phase than the baseline phaséAS FrequencWAS Uncontrollability and VAS Distress
scores all decreased over the course of the baseline phase. Following a single session of
ImRs, V& Frequency scor@screased over the intervention phasalthough the value of the
central location was equal over the course of baseline and intervention phases. VAS
Uncontrollability scores also increased over the course of the intervention phasee VAl
Frequency, the value of the central location for VAS Uncontrollability was higher during the

intervention phase than the baseline phase. VAS Distress remained stable following ImRs.

Graphical analysis summaitollowing a single ImRs session, Rfeerenced a small
decrease in his PH®scoresand VAS Distress scoredl. dther measures rema@d stable or
increased P4 was due to receive additional ImRs sessions. It would be interesting to see

whether his scores changed following further ImRs.

Sesion content.Preimagery themes indicated that P4 understood the rationale
behind ImRs and was motivated to {#ttitude towards the rescripting processP4 spent a
great deal of his ImRs session preparing theaept, as although he understood the
rationale, he was not sure how he would be able to bring about change in the i{imaBs
preparation)t n Ac8vation of original internal processeslicated that P4 felt threatened,

confused and worried during the {&ving section of ImRs. However, tleesmotions were
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not intenseandit was unclear whether any physiological sensations or cognitions associated
with the original image were present during the session.

With prompts from the therapist, P4 appeared to find it relatively easy to stay with
the image. However, the coherence of his narration varied. Specifically,-btsip formed
a number of separate scenes. While each scene was accompanied by a coherent narrative, it
was unclear how one scene led into the otliability to follow the ImRs poess t n Qa L Ywa
session was described from a first person, present tense, field perspective. Although the re
living section was described as being vivid, theagpting section was harder to bring to
mind (Activation of the image).

P4 chose to introduechange in the aftermath of his trauma. The whole of the
image took place in the original settingdparture from the original imagdp4introduced
hiscurrent-selfinto the image tanstigatechange. In doing so, he brought messages
Ay Of dzRA Yy I ANTK S ag 2NESINE | (Ofhersiin thiendageyde réporie@ dzNJ T | d:
FSStAy3a O2y¥FdzASR YR 20SNBKSt YSRZ(AcGvadon I f a2 & |
of internal processes during the-seript).However it was unclear how strongly he
conrected to new cognitions and treported finding the rescriptf A { S | andl RaNIB | Y €
to believe(Believability)¢ KS 2dzi O02YS 2F tnQa AYIF3S gl a GKIG
for past actionandre-assure and comfort higoungerself(Definition of the atcome).
Although P4 reported feeling relieved, it was unclear whether his final attitude towards the
image had change¢httitude towards the outcome).

Anecdotally, P4 reported benefit from ImRs. $46dK S KIF R I+ Ay SR | a Xy S
ideaoflookingatthy 3a FNBY | RAFFSNByYy(OH Fy3atSX FNBY K2
l'YR GKSNB gta (GKS FSStAy3a 2T {AYR 2F 22@8¢ 0 |

anniversary of his trauma, which was covered by the media. Therefore, he also reported
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being inregular contact with reminders of his past, which he said caused him a great deal of

distress.

Summary.Over the course of a single Im&&ssion P4 was able to bring to mind and
stay with a vivid image that included the original intrusion and new mdténialoing so, he
was able to access the original internal procesaasexperience a degree of shift in how he
felt towards and thought about the image. However, P4 found it hard to connect to the
changes in the image and did not find them believableddition, his IMRs sessions took
place around the anniversary of his trauma. It is unclear therefore whether lack of
improvement in his scores were because of difficulties with ImRs, a lack of ImRs sessions or

because of external events.

Participant 5.P5 was a 43 year old single woman fribady. Her first language was
Italian, but sessions were conducted in English. She was currently unemployed, but had
spent over 20 years in education. She lived alone in rented accommaodation and had no
children. P5 wareferred to theoutpatient service by a psychologist over forgars prioras
a result ofan eight year period adomestic abuse, starting when she was in her early
thirties. At her initial assessment with tlservice, P5 had scored 50 on the PDS inidigat
severe symptoms of PT@Dd31 on the BDII, indicatingsevere depression. At the time of
the study, she presentedith current suicidal ideation and waaking 25mg of Citalopram,
45mg of Mirtazapine and Diazepam as required. P5 had received EM®yaia priorand
had been in treatment at the current service forerthree years. During this time, she had
received 118 sessions of stabilisation aneCHEA .

t pQa YIAY FElakotbOl NBfIFIGSR (2 ydag SOSyd

prior when shewas physically assaulted by her husband. P5 received three ImRs sessions
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over the course of four weeks. There was a two week gap between the second and third
ImRs session as P5 felt she was too symptomatisédmRsAs she still completed the

measuregiuring these sessios, they have been included in the analysis.

Overview of scored. Y 2 GSNIWIA S g pecentepiflabe B IVANBta A a
possible to obtain multiple baseline measures for P5 as thisdumave meant delaying
treatment, therefore, astable baseline cannot be assuméd.the time of writing, P5 had
not completed her ImRs treatment. All interpretations are made in the knowledge that

minimal data points exidor each phase of the study.

Taleb.

Central location (and range) at baseline dalfiow-up for P5

Baseline Intervention
PHQ9 24 25
IES Intrusions 33 31 (3%33)
IES Avoidance 38 36 (3338)
IES Total 71 64 (6467)
VAS Frequency 30 50
VAS Interference 95 95 (95100)
VAS Uncontrollability 90 95 (9095)
VAS Distress 100 95 (9G95)

Did ImRs impact on PHEscores¥isual inspection of thdata Appendix33)
revealed a ongoint increase in the value of the central location betwéka baseline and

intervention phase. Scores remained stable during the intervention phase. Her scores

NEYFAYSR Ay (GKS 6aSOSNBé NIy3IS F2NJ RSLINBaaiz,
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Did ImRs impact on IES scorésaphical summaries of all IES data can be seen
Appendix34 and Appendix35. Visual inspectionf IES Total score revealed a slight decrease
in the value of the central location between the baseline and intervention phase. During the
intervention phasescores increasedndthere wasincreasing variability in the data. Her
scores remained well above the recommended clinicalafifor PTSD throughout the
course of the study. IES intrusion scores decreased slightly between the baseline and
intervention plase when considering the value of the central location. During the
intervention phase, no trend in the data was present. However, there was variability due to
an increase in scores at Measurement 3. IES Avoidance scores were lower during the
intervention phase than the baseline phase as demonstrated by a drop in the value of the
central location, although scores increased over the course of the intervention pinalse

variability was present.

Did ImRs impact on VAS scor€saphical summaries &fAS scoresan be found in
Appendix36 and Appendix37. Visual inspection of VAS Frequency data reveals that the
value of the central location was higher during the intervention phase than the baseline
phase. Scoreis the intervention phase increased following the first ImRs sesaiwhthen
remained stable, with no variability in the data. VAS Interference scores remained stable
across the baseline and intervention phases. VAS Uncontrollability scores increased
marginally followinghe first ImRs session then remained stable. VAS Distress scores
decreased slightly betweehe baseline and intervention phasthen remained stable over

the course of the phase with small degree of variability.

Graphical analysis sumary. Over the course of three ImRs sessions, P5 experienced

little, if any change in her scores. PIIQJES and VAS Distress scores decreased marginally
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while VAS Uncontrollability and Interference increased margifalliywing the introduction
of INRsVAS Frequency increased. Overall therefore, it is assumed that ImRs imapawd

2y (KS devLiz2zvya Faa20A1308R 6AGK tpQa NI dzYl G

Session contentP5 had three ImRs sessions over the course of the sAghession
recordings started at the point ere the rescripting process began, it is unclear how much
preparation took place prior to ImRBnRs preparationP5 did not want to change the
ending of her image, as she felt this was tantamount to denying the original events. Instead,
shere-livedthe original intrusive image, introduced chargedthen continued to relive
the original image. It was unclear how she felt towards this me{Adgtitude towards the re
script process).

P5 found it easy to bring to mind a detailed image of the origirairtratic event
and subsequent rscript, described from a first person, field perspeci#etivation of the
image).In all sessions, thactivation of original internal processiegluded feelings of
degradation, terror and paiand thoughtsofi L g 13y6ii G B &8¢ | yR dnL gAaKk
all sessionsActivation of original internal processess so intense that she became too
distressedandwas unable to stay with the imageer re-script tended to jump from old to
new image and vice versa without @rent narratives linking the two imagéability to
follow ImRs).

P5 chose to introduce change part way through her image, before resuming with the
original traumatic imag€Departure from the original imagdh doing so, she brought in a
Gal YdzNI AG 26 21Yd- &1édzAt G KSNJ KdzaolyR FyR aGAOS 06SF N&

OKIF Nl OGSNAR ONRdIZAKG ¢gAGK GKSY YSaal3aSa adzOK |

(V)

SOSy (i @hédrdirttie image). p NBLR2 NISR FSStAy3I a322RE GKS)

brought inandexperienced a decline in her feelings of degradation. Overall however, she
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did not experience a change in how she felt and thought in the image, explaining that
GOKI y3aS aSSyY aAct&tibidof infernhljrocgskes during thesaipt). Shedid
not find the change believablendquickly became r@absorbed in the original image
(Believability).

In her first sessiorR5 was able to stay with the image until the end of thescept
and receiveccomfort from the ice bearDefinition of the outome).However, it was unclear
whether her attitude towards the image had changédtitude towards the outcome)nthe
remaining twosessions, she asked to stop ImRs before the end of the image had been
reached. From looking at the available data, it sed?® experienced little relief from her
symptoms as a result of ImRs. Unfortunately, recruitment for the study ended before P5 had
finished her ImRs sessions. Therefore, it is unclear whether ImRs was an effective treatment

for her intrusive images loatgrm.

Summary.Overall, P5 experienced little benefit from ImRs. Although she was able to
bring to mind and stay with a vivid image that included the original image and associated
internal processes, she found introducing change difficult. When changmtsaduced, she
experienced some relief, but then quickly became absorbed with the original image and
associated internal processes once more. As a result, she became too distressed to continue
with ImRsand so experienced little change in her beliefs abthe event and no decrease in

Scores.

Participant 6.P6 was a 29 year old, single, Asian British man. His first language was
English. He had completed a university degree, but was currently unemployed. He lived
alone in his own accommodation, but wasaiminpatient anxiety unit at the time of the

study. P6 waseferred to the inpatient anxiety unit by his GP three months prior as a result
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of bullying and emotional abuse that he experienced about a year prior to starting treatment
with the service. At higitial assessment with the service, P6 scored 47 on the PDS
indicating seversymptoms of PTSD. He presented with comorbid depredsiono risk. He
was taking Mirtazapine and Venlaflaxine. P6 reakivedCBT six months prior to starting
treatment withthe currentservice. He had been in treatment at the current service for
eleven weeks and had received 33 sessions €2BTF and behavioural activation during this
time.

tcQad YFAY TFtlrakol Ol NBfFGSR G2 |y S@Syi
while he was being bullied at warR6 received three ImRs sessions over the course of six
weeks. Gaps between ImRs sessions were spent using other CBT techniques to help him
manage his anxiety. Régularly completedhe PHQ@9 and IE&nd recordechis sessins as
part of treatment. He gave retrospective consent for his sessions to be used in the study.
However, VA&easures were ngpart of his treatmentandscores for these measures are

not available.

Overview of scored. Y 2 @S NIJA S ¢ is@rékentedin(@able6i BageiB &
measures were taken on three occasions on a weekly basis prior to starting treatment. IES
scores fell within the acceptable 5% variability range. PHsQores did not. Given the
limited number of sessionandthe overlap in rescripting content, the two images will be
analysed together. At the time of writing, P6 had completed his ImRs treatment. Therefore,

a single éllow-up measure is presented.
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Table6.

Centrallocation (and range) at baseline afalow-up for P6

Baseline Intervention Followup
PHQ9 21 (2124) 17.7 (1523) 22
IES Intrusions 28 27 (2128) 325
IES Avoidance 24 (2425) 23.7 (2125) 325
IES Total 52 (5253) 51.7 (4252) 68

Did ImR$mpacton PH@ scores¥isual inspection of the dat&ppendix38)

da GKFrd tcQa aO0O2NBa RSONBFaSR | ONraa Ul

Qx

ada3s
G NR I of S G2eNBa FtSIfvi Ay GKS GaSOSNEdastliey IS F2N
LIKFaSd 5d2NAy3a (KS A yYOols®NIdBoeaska?ryss thakrtedvéntiont ¢ Qa t |
phase Overall, the value of the central location was lower during the intervention phase

than the baselinephasey R ¥Stf Ay (KS & YshiRiGoWadver,ScoreNI y IS ¥
were variable due to a sharp increase in scores at Measurement 10. This increase in score

was maintained at follovup.

Did ImRs impact on IES scorés@phical summaries of IES data can be seen in
Appendix39 and Appendix40. IES Total scoseincreased slightly over the baseline phase,
with little variability in the data. During the integntion phase, scores decreased dhd
value of the central location was lowduring the intervention phase than the baseline
phase. Again, there was some variability in the data, most likely due to an elevated score at
Measurement 10. This increase in scores was maintained at folio\By the end of the
d0dzRe 3z t c Qaremamdd wall2abovte the @ddranéRded clinical-offtfor PTSD.
IES Intrusion scores remained stable across the baseline phhseeadES Avoidance

increased Scores on both subscales decreased between baseline and intervention phases as
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indicated by a dcrease in the value of the central location. Scores continued to decrease
throughout the intervention phase. Variability was presantiexplained largly by an

increase in scores dMeasurement 10. This increase was maintained at folipw

Graphical aalysis summanOver the course of three ImRs sessions, P6 experienced
a decrease in all scordsiringthe intervention phase. However, this decrease in scores was
reversed at followdzL | & aO02NX& AyONBI &SR o1 01 G2 ol &St A

GKIFId KS KFR KFR | ao6lFR 6SS1¢ i GKAa GAYSOD | ;

experienced by P6 had reversed by the end of the study.

Sessioncontentt ¢ Qa aAS&aaAizy NBO2NRAyYy3I o6S3Ily Id (K
is no information regarithg ImMRs preparatior Attitude towards the rescript process. ¢ Q a
Activation of original internal processe=s/ealed that P6 accessed intense emotions,
physiological sensations and cognitions throughout all his ImRs sessions. These included
feeling pant, fear, urgency, sweaty, in pain and timtdd KAy {1 Ay 3 a0 KSNBEQa y2
(Activation of original internal processes).

With prompts from the therapist, P6 was able to stay with the imagecreate an
accompanying coherent narrative. However, he oftequested to stop during the Hiving
section of the session and needed a great deal of therapigport to stay with the image
(Ability to follow the ImRs procest)f f 2F tcQad LYwa aSaaizya oSNB
person, present tense, field pgrsctive, were reported to be vivid and were easily visualised
(Activation of the image).

P6 chose to introduce change part way through the traumatic image. He began the
AYIF3AS Ay GKS 2NAIAYIlIE aSidAy3as GKSyS&2@0SR G2

(Departure from the original image)o bring about change, P6 introduced two colleagues
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into the image. In his second and third session, he also brought in a dragon. These
individuals provided P6 with emotional and practical suppod a means of esqee (Others
in the image) By introducing change in this way, tennectedto new internal processes.
Initially, he reported feeling peaceful and able to breathe, but still felt threatened by his
boss. With additional changes in subsequent sessions, heegdeded feeling content,
relaxed, peaceful and as though he had escapeativation of internal processes during the
re-script).
At times, P6 was encouraged by his therapist to introduce a change that P6 did not
find believablgBelievability) P6 was damant that he did not want to do thesnd chose
instead to find an outcome that he could connect to. In his first session, this meant leaving
the office to work elsewhere with support from his colleagues. In later sessions, this meant
assaulting his bosmd leaving the work environment altogeth@efinition of the outcome).
Ly tcQa FANRG LYwa aSaaizys AdG ¢l a dzy Ot SN g
changed in any way. In later sessions, he reported feeling that his boss was insigaifatant
could no longer have any power or control over If#ttitude towards the outcomepespite
the benefits obtained from ImRs, as evidenced by a decrease in scores over the course of
GNBFGYSYydsz tcQa a2 NBeatmanyl€&lsor higBeRdbliow-ap]HisdzLd (2  LJI
therapist explained that he had experienced a particularly troubling life event that week,

which had raised his anxiety levels.

Summary.Over the course of his sessions, P6 was able to bring to mind and stay
with a vivid image that incluetl the original intrusion and new material. Despite needing a
great deal of support to stay with the original image, he was able to access both the original
internal processeandexperience a shift in how he felt towards and thought about the

image. Ovethe course of IMRs, P6 experienced a decrease in all IES scores. However, his
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scores increased dramatically in his final session and again atfoflpdue to a stressful life
event. Data is not available to assess whether his scores decreased agé®riongr

remained elevated.

Explaining Score Fluctuation Across Participants

ImRs had a different impact on different individuatsd change involved multiple
processesThe effect of IMRs varied depending on external factors such as trauma
anniversariesand life stressors. Findings from the coding scheme are summarised below.
Given thdimited number of participant@andsessions, the lack of folleup data and the

wide variation in scoresesults are suggested tentatively.

ImRs preparationParticipans varied in the amount that they prepared the-seript
before beginning imagery work. Regardless of whether thgcrgt was discussed
beforehand, all participants were able to bring about change in the image. ImRs preparation

did not appear to have amybvious relationship with ImRs outcome.

Attitude towards the rescripting processHalf of the participants expressed
concern at changing the ending of the image for fear that it would mean denying the events
of their past. Participants also felt uneamtythe thought of accessing the image. ImRs
seemed less effective when the participamtere reluctant to introduce change in the

image, or were too fearful to engage in the ImRs process.

Ability to follow ImRs Participants varied greatly in their abjlito follow the re

scripting process. Participants tended to find it easier to stay with the image as sessions

progressed. When participants were unable to stay with the image, many experienced a
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worsening in scores. When participants were able to staly thie image, they seemed more
likely to experience a decrease in scores. Participants also differed in the extent to which
they were able to create a coherent narrative to accompany their image. Participants who
found it hard to create a coherent narragito accompany their image often had scores that
remained stable, or increased. Participants who were able to follow the ImMRs process

throughout seemed more likely to experience a decrease in scores.

Activation of the image All participants were able, @ome point, to create images
that were visualised, vivid and included multiple senses. All participaoksa field-
perspective, although often as theidult-self, rather than theipastself. Participants
differed in the degree to which they were alitedo this. The more vivid and visualised the
original image, the harder it seemed for participants to stay with the image. The more vivid
the re-script, the easier participants found it to stay with the image. Overall, participants
who were able to creatand stay conneted to both the original image and+sriptseemed
to demonstrate more consistent decreases in scdeeg., P1, and P6Participants who
were unable to vividly imagine either the-geript or the original image tended to have

scores tharemained stable, orincreasedS ®3d t HQa SFENI& .LYIFI3IS H as:

Activation of original internal processegll participants were able to access the
emotions, physiological sensations and cognitions associated with the original intrusive
image & some point during their ImRs. Participants varied in the extent to which they
accessed these original internal processes. Some (e.g., P2) found they cut off from these
original processes at first, but found this easier over time. Others (e.g., P5 and P6)
experienced the original processes so intensely that they found it difficult to stay with the

image. When participants experienced the original internal processes either so intensely that
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they became highly distressed, or did not access the associateght®and feelings at all,
it was rare that they experienced a change in scores. When participants were able to access
the original thoughts and feelings in a way that felt manageable, their scores were more

likely to remain stable, or decrease.

Departure from the original imageAll participants included part of their original
intrusive image in the ImRs session and all images began in the original setting. However, the
amount of original image present varied. Participants who included the entire drigiage
(P5) experienced no change in scores. Participants who omitted the worst moments of the
AYF3S otn YyR tHQ& SI NI &dskcovek tHaremained Stabie br2 y a 0
increased. Scores seemed most likely to decrease when the pointthp teorst moment
was included in the racript (P1, P2, P3 and P6). However, some (e.g., P2) did not feel able
to do this straight awapndneeded to build confidence by intervening before the worst

moment first.

Others in the rescript. With the excepion of P3, all participants introduced others
into the re-script. Half of the participants (P1, P2 and P4) chose to bring their ctgednt
into the image. Individuals in the +&ript were used to protect participants, to speak on
their behalf, to warn lhem of impending danger, to take them to safety or to assault or
berate the perpetrator. Some participants (B2dP6) needed the others in the1sript to
bring about change initially, before feeling able to bring about change themselves. P5 always
relied on others to instigate change. In general, those participants who were able to
instigate change in the image either as their past or cursait experienced the greatest
decline in symptoms. The exception was P4, whose scores remained stable despite

ingtigating change as is curreself.
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Believability. Despite none of the participants introducing change that was possible
given the constraints of space and time, all participaef®rted thatchanges felt believable
to them. This was a process of trialdaarror. At some point in the ImRs process, all
participants reported that they were unable to connect to theira@ipt as it did not feel
believable. If the rescript was not believable, participants seemed unable to connect to the
imageandwere unlikdy to experience a change in scores. The more believable the image,
the more participants reported feeling differently towards the imagelithe more likely it

was that their scores decreased.

Activation of internal processes during theseript. All paticipants reported
experiencing new emotions, cognitions and physiological sensations during-foeipéng
process. Common emotions in theseript included feeling good, happy, supported, safe
FYR O2YF2NISRO® /2YY2y 02 IViIKANYZEST MyO {RERS R 20v1S:
322RéS GLQY y20 FalAay3a F2N YdOKésS L R2y Qi KI
G2 R2¢ YR aKS OFyQl KdNI YSéod t Kearazfz23Aar0lf
the re-script. When they were present, canon sensations included feeling relaxed, light
and warm. However, people also reported experiencing negative internal processes
AyOf dzZRAY3 aLQY (G2 o0flYSés aL OFyQil s6AYyES KI @,
and degradation. Participants whaere unable to access new internal processes, or who
only experienced a lessening of the original internal processes tended to show no change in

scores, or experienced an increase in scores.

Definition of the outcomeWith the exception of P5, all parijants were able to

reach an alternative outcome for their traumatic image. Outcomes could loosely be

OFGS3a2NR&aSR a aYlFLaldSNER¢E 2dzi02YS&az F2NJ SEF YLX

84



berating the perpetratomndhaving the ability to act differently, M) ¢ O2 YLI a &3 A 2y é 2 dzi
for example comforting the pastelf. There is not enough data to ascertain whether

particular ImRs outcomes relate to particular symptom changes. Nevertheless, it appears

that a combination of both mastery and compassion outcomwesimportant. When

O2YLJ) aadaArzy ¢l a LINBaASY(l o6A0GK2dzi YIFIadiSNER o6So3do.
feeling stuck with the image. Conversely, when mastery was present without compassion

(e.g., P5), participants reported less of a change in teecdated emotions and cognitions.

Attitude towards the outcomeln addition to the new thoughts and feelings that
emerged during ImRs, many participants reported a fundamental shift in how they viewed
the original traumatic image following ImRs. Soméfeli KS& GSNB y2 f 2y 3ISNJI ¢
original image. Others felt they now had two separate images and could choose which one
to focus on. Participants who ended the session thinking and feeling differently about their
original image tended to experientiee largest change in scores. Participants who did not
experience a change in attitude towards the outcome reported stability or a worsening of

Scores.

Additional factors Two themes emerged that wermt captured by the coding
scheme For all participarg, the presence of stressful life evenhad the potential to impact
on scores. For some, life events meant that they preferred not to use ImRs in session as they
needed to discuss other matters. For others, life eventaativated the original trauma ah
made them too symptomatic to attempt INRmRs also allowed some participants (e.g., P2
and P3) to uncover forgotten memories of the event, which they reported finding helpful but

also upsetting.
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Summary.A visual summargf the results is presenteith Figure 3This figure
demonstrates the themes, along with their relevant codes, that are thought to be important
for improving ImRs efficacy. The results suggest th&d is most likely to be effective when
the participant is currently in a place of safety, and not at risk of beisicatenatised. They
should be willing and motivated to engage in treatment, and to approach the traumatic
image.Image activation should hgigh so that associated internal process can be brought
on-line, but not so intense that it promotes behaviours such as avoidance or dissociation.

t F NIAOALI yia aK2dzZ R 6S adzZlR2NISR G2 o6NAy3
believable tathem. In this way, new internal processes can be introduced. Ideally, the
outcome should meet a previously unmet need, and should lead to a change in attitude
towards the image and the traumatic evehtowever, while it is suggested that these

factors impove ImRs outcome, it is not guaranteed that the inclusion of these factors will
guarantee symptom improvement. Likewise, absence of factors does not automatically

mean that ImRs will not go some way to providing participants with symptom relief.
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The participantis currently safe

Attitude towards re-scripting:
Participant is motivatedb try ImRs

Attitude towards re-scripting:
Participant anxiety is low or manageable

Departurefrom original image:
Participantintroduces change at the worst moment of the original imag

Activation of the image:
Image activation is high but manageable

Activation of original internal processes
Cognitions, emotions and/or physiological sensations are
present, intense and manageable

Believability:
Change is introduced that feels believable

Activation of new internal processes:
Cognitions, motions and/or physiological seations are present and intensi

V

Definition of the outcome:
Outcome meets a previously unmet need

L

Attitude towards outcome;
Attitude has changed

L

ImRsis more likely to be effective

Figure3. A diagrammatic summary of findings
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4. Discussion

ImRs is an effective treatment for intrusive images in P(BsMmz, 2012put little is
known about the mechanisms behind ImRs. Investigation of treatment mechanisms is vital
to maximise the effectiveness of interventiofiazdin, 2007)The aim of thistady was to
provide a preliminary investigation of potential ImMRs mechanisms and how these might
influence outcome. Firstly, the study developed a method to capture and summarise the
content of ImRs sessions (Phase 1 participants). Secondly, a SCEDragaoamployed to
apply the coding scheme prospectively to ImRs sessions with Phase 2 participants to see
whether certain factors might relate to ImRs outcome. The discussion will provide a
summary of the main findings including how they relate to the entrtiterature. The
strengths and limitations of the study will be considered before discussing implications of

the findings and suggestions for future research.

Development and Application oftte Cading Scheme

Braun andClarkés 2006)guidelines fothematic analysis were used to develop a
coding scheme that captured the key features of ImRs sessibismethod was selected
for its ability to identify, analyse and report patterns across a dataset iayathat provides
organised and rich detail without being wedded to a particular theoretical framework. The
use of thematic analysis appeared flexible enough to ground the coding scheme in existing
literature, as well as being able to capture novel facforssubsequent investigation.

Themes that emerged in the retrospective analysis of Phase 1 sessions included
Activation of the image, &ivation of original internal processeigtivation of internal
processes during the4seript, Definition of theoutcome and Attitude towards the outcome
all themes that had been identified as potentially important candidates for determining ImRs

outcome by previous resear¢Brewin et al., 2010; Haglann, 2005; Holmes & Mathews,
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2010; Rusch et al., 2000; Wheatley & Hackmann, 20hi3 was unsurprising, given the use

2F I-REAGFLI | LILINR I OK GKI G SELX AOAGf & (RaodzZa K{G 1 K¢
19900 LYLRNIIFyGfe -2 SOENERF OKE2ANRMzyRAY3I GKS
was also employed. This led to the emergence of neamibs includindmRs preparation,

Attitude towards ImRsAbility to follow ImRsDeparture from original imagethers in the

re-scriptand Believability The emergence of new themes was considered vital given the lack

of existing systematic studies into Ra efficacy.

Following the identification of codes from recordings with sessions from Phase 1
participants, the coding scheme was applied to session content of Phase 2 participants. The
coding scheme was easy to usergent agreement between researcherasvhigh and
discrepancies were easily resolved through the use of the scoring maimaéver, given
the subjective nature of many of the factors, it is likely that coding completion was in part
influenced by researcher interpretation. In addition, theldpito code often relied on the
therapist asking a particular question to elicit information from the participant required to
code. Future use of the coding scheme may benefit from the addition of therapist prompts,
to provide more opportunity to solicfrom the participant what she/he is experiencing.

Although the coding scheme allowed for quick and easy summarising of a variety of
ImRs factors, its application to recordings of Phase 2 sessions revealed that additional issues
such as the presence of esrsful life events and the emergence of new memories may have
been omitted. The thematic analysis used semantic coding, that is selection of themes based
on what is explicitly said in the sessions. If latent coding, or coding that goes beyond what a
participant has said, had been employed, additional codes might have been identified
(Boyatzis 1998) Additionally, many participants returned to their sessions reporting that
they had gained something from the ImRs. In retrospect, codes that captured participant

benefits occurring between ImRs sessions would have been useful. Therefore, while th
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coding scheme is thought to provide an overview of the ImRs content, it cannot encapsulate

all that participants gained from the sessions.

Treatment Acceptability

ImRs was tolerated well by Phase 2 participants. Only P1 declined further ImRs
sessions, lwosing instead to focus on his asylum application. Other participants (P2 and P5)
requested singlesession breaks from ImRs due to heightened distress, but were willing to
re-engage once their distress had decreased. The remainder were willing and altientd
and engage in ImRs sessions. These findings suggest that despite chronic histories of PTSD,

current risk and comorbid diagnoses, participants were willing and able to engage in ImRs.

Treatment Outcome

Each Phase 2 patrticipant responded differemtl ImRs. Only two participants
experienced no change in scores over the course of the study (P4 and P5). The remaining
participants experienced some relief from symptoms, although scores were variable and
influenced greatly by the occurrence of stresdifidd events. With the exception of P3, all
participants remained above the IES clinicataffifor PTSD at the end of the study.
Anecdotally, all participants with the exception of P5 reported finding ImRs benefitial.
lack of significant symptom chge is not surprising given that no participant had completed
treatment by this time. Furthermore, the majority of participants had experienced years of
repeated, severe traumas, resulting in multiple intrusive images and strong associated
negative emotios and cognitions. Complex trauma often requires years of intervention

before symptom relief is experiencé@ourtois, 2004)Therefore, scores should be

AYGSNIINBGSR a | aylLakz2d 2F GKS AYRAGARMZ £ Q:

rather than an indication of overall treatment efficacy.
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Session Contat and its Relationship to Treatment Outcome
T2 dzy RSNEGFYR ¥FfdzOldzt GA2ya Ay tKF&aS w LI NI
investigate how certain factors might relate to outcome. Given the lack of stable baseline
data and the limited number of sessionsdaparticipants, it was not possible to make
definitive statements regarding the impact of certain codes on outcome. Nevertheless,
Attitude towards rescripting process, Ability to follow ImRs, Activation of the image,
Activation of original and new inteahprocesses, Departure from the original image,
Believabilityand Attitude towards the outcomare all suggested as having a potential impact

on ImRs efficacy. The suggestions made are strengthened by the current literature on PTSD

treatments in generalad ImRs more specifically. This literature is explored below.

Attitude towards the ImRs proces3.he first theme identified as potentially
important for determining ImRs outcome wastitude towards the ImRs proce$ior to
beginning any kind of traumfincused therapy, it is vital that the individual feels they are in a
safe therapeutic environment where they can begin to process traumatic memories
(Courtois, 2004)images in PTSD can be triggebgatorresponding emotional statesich as
fear (Brewin et al., 2010; Hirsch & Holmes, 2Q@vhich can promote behaviours such as
avoidance, dissociatiofSilove, Tarn, Bowles, & Reid, 19844 treatment dropout (Tarrier
et al., 1999)It is perhaps unsurprising thatthude towards the ImRs processs identified
as an important factor when considering ImRs outcome, as it is difficult for a treatment to be

effective if an individual does naetish to engage with it.

Activation of the imageThe second identified theme wadsctivation of the image

According taBrewirs (2006)retrieval competition hypothesis, ImRs has theguuial to

create acompeting image that is triggered by the same casgthe original intrusive image.
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Brain activity for highly vivid, but imaginedsualisationss similar to that produced when an
object is actually seefGonsalves et al., 2004lhe presence ofultiple sensorysystemshas

been idettified as an important component for constructing autobiographical memaories
(Rubin, Schrauf Greenberg2003)and vivid images are molikelyto be recalled,

regardless of image accura@yarroll, 1978; Gonsalves et al., 2004; Hyman & Pentland, 1996;
Johnson, 2006; Tversky & Kahneman, 19TBgrefore, vividness is a strong candidate for
improving image activatiodolmes andBourne(2008)claim that individuals must be

actively engaged with the image to bring about emotional change. Engagement with an
image is thought to be facilitated throbighe use of a field perspecti®ligro & Neisser,

19830 LG 62dA R 06S SELISOGSR GKSNBF2NB (KIFiG (GK2a
example vivid and viewed from a field perspective, should lead to improved outcome.
Indeed, in the pesent study, participants who could not activate their image appeared to
find it difficult bring about change and were unlikely to experience symptom reduction.
However, some participants were able to describe images in detail but experienced little
symptam relief. According tédalligan, Clark anBhlers(2002) datadriven processing that

focuses solely on sensory properties of an event is associated with poor subsequent recall.

Therefore, image activation alone may be insufficientaduce distress.

Ability to follow ImRs.In addition toActivation of the imagethe current study
suggests thafbility to follow the ImRs processy be an important contributing factor. A
key aspect of thébility to follow ImRsode captured informabn about whether
participants could narrate the image. The more coherent the narrative, the more likely it
seemed that participants would experience symptom improvement. In support of this claim,
scene coherencgHassabis, Kumaran, Vann, & Maguire, 20@igwpoint consistency

(Black, Turner, & Bower, 1978hd causally related informatiofBlack & Bern, 198 hjave
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the potential to aid recall and redudeaumarelated anxietyFoa, Molnar, & Cashman,

1995) The current esults suggest that participants who were able to create and stay with a
vivid, coherent image may have found it easier to recall, thus creating a memory that could
compete with the original intrusive. Participants who created vivid snapshots of the image,
but were unable stay connected to the image may have found it harder to creats@ipst

that was organised, coherent and able to compete.

Although plausible, there are difficulties associated with this interpretation. Firstly,
some participants who we able to activate an image and follow the ImRs process
experienced a worsening of scores. Secondly, the discussion so far has ignored the role of
emotions, which have been found to play an important role in improving merfieyntsen,
Willert, & Rubin, 2003; Rubin et al., 2008herefore, additional factors must be considered

in order to fully explain the data.

Activation of traumarelated internal processs. The present study suggests that
Activation of original internal processass a potentially important factor for influencing
ImRs outcome. Participants whose ImRs sessions inchckiadhtion of original internal
processesften experienced a decrease scores, including a decrease in IES Avoidance.
Conversely, participants who expressed lifilietivation of original internal processes
whoseDeparture from the imageras such that little of the original memory was included in
the re-script often expéenced little change in scores.

Previous research suggests thdtey component of traumdocused therapies is
exposure to the original memory and associated emotions and cognifioes Keane,
Friedman, & Cohen, 2009 ccording to the dualkepresentation theorygeffective treatment
first involves Sep activation and consolidation into ar€p (Brewin, 2006)In a similar

fashion, the fear network model suggests that therapy should help inddgcdovercome
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avoidance by bringing relevanttrausB f | § SR (K2 dZ3AKU AY S RaFSEKRA § 3¢
can be processed appropriatgliyoa & Kozak, 1986)ctivaton of an alternative, vivid,

coherent image is unlikely to be effective at reducing PTSD symptoms if it does not facilitate

access to the internal processes associated with the original image.

The importance of exposure to traunmalated emotions in PTSieatment has
been demonstrated b¥oa et al. 1995) who found that rape victims who were more
emotionally engaged during therapy were more likely to show improvement over the course
of exposure therapy. Exposure to thoughts and feelings present at the fitmaumatic
events can decrease attempts to monitor and control emotional resporiRiebdrds &
Gross2000)and facilitate emotional processing required for accurate®
contextualisationBrewin, Dalgleish, et al., 199@)he results of the present study are in part
consistent with these findings. It is possible that exposure in the context of ImRs allowed
LI NI A OA LJ vy (ihé@ traiin®a mémaiy BradeSulyisé that ibecame lesgasily
triggeredand was not experienceasa distressinglashbackHolmes et al., 2007)ndicated
by decreases in IES Avoidance, and VAS Frequency and Distress scores.

Activation of original internal process¥d: @ K| @S A Y LI} OlGAbity 2y LI NI
to follow ImRsand Activation of the imageSome participants (P2 and P3) were able to
uncover previously avoided or forgotten memories as a result of accessing the original
memory via ImRs. Although upsetting, these participants reported that these new nesmori
provided a new perspective on the evekba et al. 1995)found that exposure therapy
aided in traumamemory organisation and narration, perhaps because emotionally arousing
memories are better encoded and consolidated due to their distinctiveness, parson
importanceandemotional intensity(Cahill & McGaugh, 1998)ncovering inconsistencies
can help uncovenew aspects of the traumatic eve(Berntsen et al., 2003yhich can aid in

Grep formation(Brewin, Dalgleish, et al., 199&)d fear network elaboratio(Foa & Kozak,
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1986) The present study suggests that through the activation of both a vivid image and

associated internal processes and the creation of an accompanying narrative, ImMRs may have

FARSR LI NIAOALI yGaAQ | 6 Atic ménbry,iefucihgdBt@sS.aa G KS
¢tKS 0208 SELXIylLGA2y R2S8S&a y2aG LLXe (2

some patrticipants (e.g., P2 and P5) experienced such intense internal process activation that

they became immersed in the image or cut fstbm the image entirely and experienced no

change in scores. Both avoidance and numbing have been associated with lack treatment

efficacy(Feeny & Foa, 2005)Therefore, it seems that activation of original internal

processes may also impede ImRs if activation is too intense. Furthermore, explaining ImRs

efficacy in terms of original internal process activation implies exposure alone should be

sufficient. A review braske etl. 008)suggests that exposure to the original memory

and associated emotiornger seis not sufficient. Instead, the authors argue that how the

individual learns to tolerate distressing emotions determines treatment efficacy. Although

evidence is somehat conflicting(van Minren, Arntz, & Keijsers, 20Q2xposure may be

harmful to individuals experiencing ndear based emotions such as guilt or shai@ébert,

2005b) For some participants, it seemh¢hat ImRs had the potential to add something to

traditional exposurebased therapies.

Activation of new internal processedn addition toActivation of original internal
processeghe present study suggests that ImRs was able to provide relief frivasine
images through thé\ctivation of internal processes in theseript.Unlike traditional
exposure techniques, ImRs provides an approach for directly modifying the image and
subsequent emotiongHolmesand Mathews(2005)have proposed ways in which imagery
canimpact on emotionThey state thatmageryand sensory experiencare strongly linked,

meaning images have the potential to féel athey & e really happening, i KA 2 O €
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attention and to determingfuture behaviour Emotional expression has been linked to
better memory(Berntsen et al., 2003yhereas emotional suppression has been linked to
poorer memory(Richards & Gross, 2000; Rubin & Siegler, 200%pugh the creation of a
vivid resscript, the current study suggests that participgmwere able to access new ways of
thinking and feeling. The greater the intensity, the more easily the new image was
remembered and so could compete with the original image.

However, simply introducing new, more positive internal processes does notrexpla
why using techniques such as distraction have been found to be less effective than ImRs,
even though both can involve activation of positive internal proce@3#ésbets et al., 2012;
Hagenaars & Arntz, 2012 the current study, ImRs seemed to impact cores more
when Departure from the original imageccurred near to the worst moment of the event.
Intervening too early or too late seemed to reduce ImRs efficacy. It appears that there is
something more than the introduction of positive internal procesed may account for
ImRs outcome.

The present study suggests that there may be an optimal amount of activation of
G2t Ré YR aySéé AYyuSNyrft LINROS&aasSa GKIFG Oy
(Ehlers & Clark, 2008uggest that internal processes present at the time of traumatic
events come to act as predictors for imminent danger. By systematically pairing the original
image with a related, more positive image and thus more positive internal processes, the
original memory becomes associated with more positive emotions and becesges
distressing over timéDibbets et al., 2012)'he more the two images overlap, the harder it
can be to remember distinctive information tha¢parates then{Schacter, Norman, &
Koutstaal, 1998and so the intrusive image is more likely to triggee positive internal
processes associated with the-seript. When there is little overlap between the two

images, the images are more likely to be stored as two distinct representations, making it
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less likely that activation of the original image wiljgrer the internal processes associated
with the re-script (Schacter et al., 1998) and reducing ImRs efficacy.
However, the above explanation does not fit the experience of all participants. Some
participants were able to access original internal proceasekintroduce new internal
LINE OS&5daSax odzi adAff SELSNASYOSR y2 OKIFy3IS A\
2 sessions)Often, this was because the image laclBadievability PTSD treatment
advocates the need for new, corrective informatito be introduced into the image in order
to challengeunderlying traumatic belief§Smucker, 20043nd introduce chang€Grunert et
al.,2007% LYwa NBIjdzANBa OKFy3S (2wWheafley& YSI yAy 3T dz ¢
Hackmann2011)so that maladaptive cognitiorabout the selfBirrer et al., 2007and the
trauma(Grey et al., 2001; Steil & Ehlers, 2068 be modifiedThe present study suggests
that participants who were able to introduce cognitions and emotions into-scrigt that
was believable were able to directly challenge old patseof thinking and feeling.
Participantsvho were unable to access new, believable emotions or cognitions may not
have been able to successfully update old traumlated information, maintaining distress.
Through the creation of a believable change inithage, ImRs might create a lasting shift in
the way the individual feels about themselves and the image, which in turn may increase the

red ONRLIGQa FoAfAGE G2 O02YLISGS 6AdGK GKS 2NRIAY

Definition of the outcome.Interestingly, Phase 2apticipants were able to access
new internal processes through the introduction of a wide varietyrge endings
Definition of the outcomeould loosely be categorised as outcomes which gave participants
some degree of control, for example escaping siteation or assaulting the perpetrator,
and those in which the participants experienced compassion, for example comforting the

pastself. There is not enough data to ascertain whether particular ImRs outcomes relate to
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particular symptom changes. Neverthss, it appears that a combination of both control
and compassion outcomes were important.

The relevance of both control and compassion is perhaps unsurprising given
previous findings. Se#fficacy, o G KS O LI OAGée (2 SESMIDAAS O2yil
j dzI £ A (& ABandary, 3001 p. PlAyF &Skéy role in how individuals cope during and
following traumatic eventgBandura, 1997, iBenight & Bandura, 2004perceived self
efficacy is reported to be a key mediator of whether traumatic incidents canderang
distress(Benight, Ironson, & Durham, 199Mdividuals who aréed to believe they can
exercise some control over aversive evetgsnonstrate lessmaxiety and show superior
performance than those with low sedffficacy belief§Geer, Daigon, & Gatchel, 197@nd
are more likely to use coping technigu@enight & Bandura, 2&). Imaginal masterjas
been shown to increase feelingsswlfefficacy (Bandura, Adams, Hardy and Howells, 1980
and Kazdin, 1978) and neutralise distress associatedimilginalre-living (Foa et al., 2009;
Rothbaum & Schwartz, 2002 the present study, it is suggested that participants who
were able to exercise control over their images felt less distressed as a result.

Phase 2 participants did not have to exert contra@niselves in order to bring about
feelings of power. All participants bar P3 and P4 u3tters in the rescriptto help them
bring about changeSociabupportOl y NI A & S  pesteived/satdffidacyRalzl f Qa
manage environmental demang@Benight, Swift, SangeSmith, & Zeppelin, 1999 or those
individuals who were not able to bring about change themselves (e.g., P1, P2, P5 and P6),
feelings of mastery may still have been possible with the introductiddtbérs in the re
script,helping themenhance sefefficacy, which in turn can help reduavoidance
promote memory processing and reduce distréSgrmain et al., 2004; Gollwitzer et al.,

2011; Smucker et al., 1995)
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However, mastery alone may have been insufficient to bring about chafggings
such as fear or selilame remainCraske et al., ZIB). According tdGilbertand Irons 2005)
animportant task ofpsychotherapynvolvesfocusingon sdf-compassionSome researchers
have gone so far as to say thatngpassionate mind traininganstimulate and strengthen
neurological pathways andesensitisghose related to setblame and selfttacking(Gilbert
& Procter, 2006)If so, then it is probable thatgpticipants in this study who were able to
GagAlGOK 2y¢ FEGSNYFGABS LI GKglea FyR adGNBy3iil
compassionate ImRs were able to limit activation of previous traumatic material and inhibit

feelings of blame and shame, fiteiting ImMRs efficacy.

Attitude towards the outcome.The introduction of mastery and compassion
outcomes allowed all participants with the exception of P5 to change Atétude towards
the outcome Whether or not posttraumatic intrusions are experiecasdistressing
depends on their idiosyncratic meaning for the per¢8teil & Ehlers, 2000)vhen
intrusions are interpreted as indicating insanitygompetence, permanent negative change
or future dangerthey are nore likely to causéistress If, however,intrusions are seen as a
normal part of recovery and processing of the traumliatress is less like(gteil & Ehlers,
2000; Wells & Sembi, 2004; Witvliet, 1997)

Consistent with these findings, participants who experiencstitt intheir Attitude
towards to outcomeended to report greater relief from intrusive imag than those who
did not. The results suggest thimRs allowedomeparticipants to alter theittitude
towards the outcomeyhich can helgarget the toxic nature bthe original imag€Wheatley
& Hackmann, 20119nd reducdear responsegArntz & Weertman, 1999; Arntz, 2012)
Research on exposure and inhibitory learning supports this theaslatidn of expectancies

has the potential to lead to new, secondary leisag whereby original triggers no longer
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predict feared outcomes and emotional distress (Craske et al., 2008). It is suggested that
participants in the current study who were unable to reach an alternative ending and

meaningful change were not able to ibftiactivation of the original image and its

associated cognitive and emotional components, preventing a change in scores. Taken

together with the findings regardingelievabilityand Definition of the outcomehese

results imply that it is not reachingéay A OSNE¥ Sy RAYy 3 G(GKIFG A& AYLRNII
that ImRs outcome is more likely to provide relief from intrusive images when it repeatedly

leads to a believable shift in harm expectafidgfmann, 2008and how the individual views

themselves and the traumatic event.

Summary.The present study suggests that ImRay provide relief from intrusive
images in the following ways: First, providing that the individual is willing and motivated to
engage in treatment, ImRs may reduce avoidance of the original traumatic image, activate
the associated -£eps or fear networkand facilitate processing of the original internal
processes. Second, by introducing change into the image, ImRs may allow individuals to
experience a degree of control over the image and to activate new internal processes. Third,
the more the internal proesses are activated, the more accessible thecript becomes,
increasing the chances it will compete with the original intrusive image, reducing its
frequency. Fourth, assuming the outcome is believable, ImRs allows individuals to access
new internal pocesses and to update the meaning attributed to the original event,
ultimately reducing the distress associated with the original image. However, given the
number of factors and the variety of ways in which they could potentially interact with each
other, this summary forms the starting point for future research, not the definitive answer

2 GKS ljdSadAazy al2¢ R2Sa LYwa 62N Ké

100



Strengths of the &idy

Design.Thispresent study is believed to be the first to develop a systematic
framework for capturing potetial important ImRs factors. As a SCED, the present study is
able to provide clinical depth and detail not available in more experimental approaches such
as RCT&Grey & Holmes, 2008Wnlike traditional experimental designs, which typically rely
on strippeddown operational definitions of causality, the present study tracked distinct
change procsses for each individuéiElliott, 2002)and provides a springboard for future

research.

Participant selectionThe participants selected for this study were a highly
heterogeneous group. Participants in the study came from Western andVestern
cultures, varied withegard to age and education and had experienced different traumatic
events of different durations. Each participant demonstrated a different pattern of change,
indicating that specific participant characteristics are likely to be impoitidazdin, 1981)
This study acknowledges the fact that mechanisms of change may vary depending on the
individualin question and emphasises the importance of considering treatment outcomes on

a case by case basis.

Treatment provision.The present study acknowledged that while general ImRs
principles exist, there is no single ImRs method. The study posed no limsatiotreatment
implementation.Kazdin2007)K & ARSYOGAFASR Iy GSYolFNNIaaay3s
use in the psychology field and emphasises the importance of understanding mechanisms of
change in order to bring about parsimony to theld. Inclusion of numerous ImRs
techniques provided by a variety of therapists in this study allows for a preliminary

comparison of these methods to promote further refinement of the method in the future.
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It is not uncommon for individuals with PTSDequire a variety of interventions
over the course of their treatmer(Courtois, 2004)As a result, no limitations were placed
2y LI NIAOALI yiaQ SELSNASyOSa 2F GNBLFGYSyidio {3
prior to starting ImRs. Others had had less than ten. This was important for two reasons.
Frst, it ensured that participant need was met in a timely, appropriate and ethical manner.
Secondly, the investigation of ImRs as an intervention embedded within a more general
GNBFGYSYyd LI O1F3S NBLINBaSyida | Y288 GNBFf g2I1
participants at different stages of their treatment journey, the external validity of the study

could be maximised.

Measurement.The routine collection of a variety of validated measures also adds to
the strength of the studyMorgan & Morgan, 2001)The assessment of baseline stability
aided in the interpretation of data. Frequent, repeateasurement of dependentariables
gave a more idepth undersanding of the effect of ImRs on symptom severity and revealed
GKS SEGSYylG 2F @ NA I dvér finde(Mdrgah & MdrdarNZDAIPWA LI y 1 & Q &
comdAYAYy3I NBLISFISR YSIFadaNBYSyd AGK ljdzh €t AGE GAC
sessions, explanations of variability are enhanced and a clearer insight into individual

experiences of ImRs is obtained.

Limitations and Alternative Explanations

Samping. Phase 1recruited participants diagnosed with depression or PTSD.
Although the inclusion of participants with different diagnoses was not considered
problematic given the overlap in symptortizriedman et al., 201B8nd the similarities in
intrusive image¢Brewin et al., Q10), it is nevertheless possible that inclusion of the two

diagnoses meant that certain codes were included unnecessarily or omitted. It is likely that
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additional research comparing the content of ImRs across disorders will facilitate accurate
understandng of ImRs processes.

Following Shadish and Sullivan's (201&rommendations, Phasedmed to recruit
between ten andl5 participants The final recruitmetifigures fell short of this
recommendation, meaning the study lacks the power to make definitive interpretations. For
ethical reasons, it was not possible to include a control group. Therefore, it is unclear to
gKIFG SEGSyld OKI y 3 Srafleck tife infllledd of IORs| reyfuliaficoursd O 2 NB &
of the disorder or nonspecifiteatment effects.

Difficulty recruiting was due to a number of reasons. First, despite the recent rise in
popularity, ImRs does not appear to be used routinely in PTSD tesatfiihis is perhaps
unsurprising given the drive in the UK to implement evidebasedtreatment (NCCMH,
2005)and the current scarcity of largecale ImRs RCArntz, 2012) Seond, many
individuals with PTSD experience high levels of shame regarding their traumatic experience
(Lee et al., 20019nd so did not wish to have their sessions recorded. Third, although some
participants consented, they did not return for treatment because of fear of having to
approach their traumatic memories, or because they were expeiigna stressful life event
that meant therapy was not their priority.

Given the small numbers of participants available to take part in the study, it is
possible that sampling walective Given the difficulties in engaging clients in treatment
for PTSCourtois, 2004)it is possible that the individualgho did agree to take part had a
more trusting therapeutic relationshipith their clinician. No measures of the therapeutic
relationship were included in the present study. Therefore, it is unclear whether changes in
scores are determined by the specifantent of IMRs sessions, or by more general therapist
factors. Studies with the ability to recruit over a prolonged period of time will be required to

overcome the limitations associated with small sample sizes and potential selection biases.
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Language baiers. It is generally considered most appropriate to conduct
0 KSNJ LISdzii A O ¢ 2shitivekoyiguéd ag neEngIRH speakerdzndy Struggle to
communicate fluently outside of their own langua@@&osta, 200). Although all participants
in this study were able to speak English, two participants did not have English as a first
language. A further two had learnt to speak English abroad. Some of these participants (P1,

P3 and P4) found it hard to find the wartb describe their experiences. This was

LI NI A Odzf F NI @ F LILJ NByid 6KSY RSAONAROAY3I SY20A2)

were used. Language was also an issue when coding tenses. Some participants switched
between present and past tense raégnterce. In these cases, use of the past tense
reflected language difficulties more than an avoidance strategy. Nevertheless, it made
accurate coding of the tense used and subsequent interpretation difficult. Repetition of the
study with interpreters to facilate communication may aid understanding of the personal

experiences of participants.

Measurement.SCED relies heavily on repeat measurement and the presence of a
stable baseline in order to attribute change to timervention (Turpin, 2001)Only P6
presented with a stable baseline in this study, increasing the risk that interpretations are
falsely attributedto the intervention, rather than to natural variation over time or to
maturation effects. Despite attempts to follow participants throughout the entirety of
treatment, followrup data were limited. It is unclear whether outcomes represent treatment
effector the early stages of ImRs treatment. It is vital thatire clinical studies have
adequate followup assessments with relevant clinical outcome measimesder to
determine true ImRs efficacy.

Although the PHE and IES have been well validated foe usresearct{Kroenke et

al., 2001; Sundin & Horowitz, 2002)K SNB A &1 ' WRIFNRZf RFS3d 4 dzNB Y Sy i
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investigating the presence and distress associated with intrusive images. While this study
used a variety of techniques in an attempt to reliably measure outc@mayin, Gregory,
Lipton andBurges$2010)have raised concern over the usemoilltiple dimensiongather
than restricting the scope of the investigatibat using more reliable method€n
completing the VAS, one patrticipant stated that they would have found it easier to simply
NBEO2NR (KS ydzYoSNI 2F (AYS&a (KS Ayi{iNdHzA2Yy 200
accounts indicated that their symptoms had improved, while their questionnaire measur
suggested otherwise. Until sensitive measures that are acceptable to participants and have
the ability todiscriminatebetweendifferent dimensions of experienae properly
developed and validated, it will be difficult to determine exactly when and image
intrusiveness changes
Finally, it is important to consider how the measures were taken. All questionnaires
were completed immediately before the session and some therapists chose to explicitly
RAaOdzaa LI NOAOALI yiaQ eé&sBanlR2gilar§uestigntaiieKk (0 KSY Rdz
completion may have alerted therapists to particular areas of difficulty that may not have
been picked up in routine treatment. Questionnaire completion may have enabled
therapists to tailor treatment to the needs of the indiwal more so than in routine
treatment. Alternativelythe fact that participants knew their questionnaire responses could
be seen by their therapist may have influenced the ratings they gave, creating bias in the

results

Treatment provision. Despite he inclusion of a variety of individuals at different
stages of their treatment journey, the present study cannot determine the degree to which
ImRs camffer an effective and complete treatmenthe present study does not offer a view

as to whether the same results would have been achieved if InRs had been the only
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treatment offered, or whether ImRs is best implemented as part of a wider treatment
package. It is unclear from the results whether ImRs should be implemented at the
beginning of treatment, orace alternatives such as more traditional exposhased

techniques have been attempted.

Clinicallmplications

Promoting client engagementParticipants did not feel able to engage in ImRs if
they did not feel safe, or did not understand the rationaéhimd ImRs. This has important
implications for considering when and how to introduce ImRs into the treatment process.
Firstly, client and therapist should share a common lang(Egesler, Courtois, & Frankel,
2009)so that clients are made aware that ImRs does not equate to denial of their previous
traumatic experiences. Second, ImRs shoulg be introduced once the client has been
helped to feel safe in the therapy roor@¢urtois,2004) It is likely that factors such as
therapist credibility skill, empathic understandirgnd affirmation ofthe client will
encourage the client to feel motivated and willing to engage in I(hRsbert & Barley,

2001)

Timing of IMRSsAIl participants experienced an increase in scores when they
experienced stressful life events. This implies ditééntion should be given to when to
implement ImRs. That is not to say that ImRs should be avoided until no life events are
present. Indeed, doing so may mean that some clients never receive therapy! However,
given thatPTSD can be triggerég emotionalstatesand environmental cues that mimic the
original trauma(Brewin et al., 2010; Hirsch & Holmes, 2Q0&73hould not be surprising to
therapists that their clients may havéfficulty either engaging in, or benefiting from ImRs if

their life outside of the therapy session includes reminders of their trauma.
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Client responsibility folmRsL Ywa NBf ASa 2y (K Ot ASyidQa |
mind the original traumatiamage and associated internal processes. However, some clients
YIe 0SS dzylofS (2 R2 a2 a | -NRRAEOI2BS WLy AR
that protects the client from distress at that point in theraf8ilove et al., 1991Thecurrent
results suggest that thpace and intensity dimRs must be adapted to suit client levels of
distress(Gorman, 2001and that expecting clients to be able to stay with the whole of the
image from the first session may be both unrealistic and highly distressing. Instead, ImRs
may be better thought of as a staged processevetby the client is provided with a great
deal of scaffolding in the early stages, before being encouraged to take more responsibility

for ImRs over time.

Individual differences in imagerymRs relies on the assumption that clients can
construct vividinages in their mind and report back on these images. However, some clients
are better able to bring images to mind than othérs Q! NASYo6 Sl dz 3 Iy RSNJ |
Some individuals with amnesia are not able to imagine new experienceqldaafiabis et
al., 2007) Before beginning ImRs therefore, it is vital that therapists deteemaihether
their client is able to use imagery. If not, it is likely that modifications to the procedure

would be required, or that ImRs would not be an appropriate choice of intervention.

Activation of internal processesQualitative studies of therapisieliefs about
treatment for PTSD indicates that many are anxious at the thought of using expussed
techniques(Becker, Zayfert, & Anderson, 2008pme therapists find it difficuld
implement techniques that enhance clieanxietyas this conflicts with the role of the care
provider(Waller, 2009)ImRs may be one way of giving both clients and therapists the

confidence to use imagery techniques, in the knowledge that changes can be iempézin
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that can reduce client distress in the session. However, the results here imply that some
exposure to the original traumatic memory is still required in order for participants to gain
benefit from using ImMRs. Therefore, it is vital that ImRs is @&t sis a way to avoid

exposure entirely, but as a way to facilitate exposure to and provide relief from traumatic

material.

Reviewing ImRs outcoméNo participant was able to create a-seript that targeted
their symptoms at the first attempt. Insteagarticipants required modifications to their
original image before reaching a-seript that felt believable to them. A lack of improvement
may indicate a problem with the image maodification, rather than the technique itself. It is
suggested that ImRsshblR 6 S @GASHSR Fa | LINRPOS&aa 2F FAYRA
is likely that clients will need guidance in bringing about change and should be supported in

finding a change that they can connect to emotionally.

Future Research

Given the prelimary nature of the current study, it is vital that future research is
conducted to begin to address the many unanswered questions associated with ImRs
efficacy. Large scale studies of ImRs, investigating treatment efficacy on a group and
individual basis @ required. Studies should include letegm follow-ups and follow
individuals from the start of their treatment. Without these interventions, it will be
impossible to determine whether ImRs is a viable treatment option for all individuals with
PTSD, oroir a select few with specific symptoms.

Future research is also required to determine how best to implement ImRs. This is
likely to be a long and complicated process requiring numerous studies and methodologies.

Firstly, studies are required to compare IsndSs part of a wider treatment package, to ImRs
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as a staneblone intervention. Second, studies should directly manipulate parts of the ImRs
to address the impact of characteristics such as believability, emotional intensity and
vividness. Third, studiesshld compare how much of the original intrusive image should be
included in the rescript. If IMRs is effective without having to approach the worst parts of
the image, it is likely that treatment will be more acceptable to clients, potentially improving
treatment uptake.

Although numerous measures of PTSD symptoms exist, no measure is designed to
capture the difficulties associated with intrusive images specifically. This study highlights a
need for the development of tools and measures that can recordrttrasiveness of images
and can be used to track change over time. Such measures must be assessed for their
reliability and validity as a research and clinical tool in order to help determine the subtleties
of ImRs as a potential therapeutic intervention.

Finally, further research is required to investigate the characteristics of ImRs that
cannot be readily captured by a coding scheme such as the one devised here. The
participants themselves are a rich source of information to help researchers determine
exactly what they gain from the process of ImRs. It is likely that qualitative analysis of
LI NOAOALI yiaQ o6StASFa YR GGAGdzZRSa G261 N

insights into the potential mechanisms behind ImRs.

Conclusion

The aims ofhe present study were twdold. First, the study aimed to devise a
coding scheme which captured key components of ImMRs sessions. Second, the study aimed
to apply this coding scheme to investigate how the presence of certain factors might

influence ImRs daome over the course of treatment. The resultant coding scheme, devised

dzZAiAy3a . Nldzy FyR /fFN]JSQa ownncO 3IdzARSEAYSa
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numerous potentially important factors. Some of these had been identified by previous
reseach, others had not.

Through the prospective application of this coding scheme to six new participants,
patterns regarding the relative contributions of certain codes began to emerge. Although no
definitive conclusions were made regarding which factorsenerportant for determining
outcome, the results imply that successful IMRs required participants to be motived and
engaged with the ImRs process. Participants needed to be guided by their therapist to access
both original and new internal processes thagne believable. In doing so, participants were
able to construct a new accessible image that created a change in attitude towards the
original event and image.

The present study allowed foriRS LJG K SELX 2NJI GA2Yy 2F &LISOATA
responses to treahent. However, future research will be needed to disentangle the
individual components presented here, in order to better understand the mechanisms
behind ImRs and improve treatment outcomes in the future. Based on these preliminary
findings, implication$or current practice are suggested, with specific emphasis on client
motivation and engagement, exposure to original traumatic material and the introduction of

believable alternative images.
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Appendix 1. National Research Ethics Service Ethical Approval

NHS

Health Research Authority

National Research Ethics Service

NRES Committee North West - Lancaster
HRA NRES Centre - Manchester

Barlow House

3rd Floor 4 Minshull Street Manchester

M1 3Dz

Telephone: 0161 625 7818
Facsimile: 0161 625 7299

22May 2013

MissCaraline Salter
Department of Clnical Psychology

Department of Psychology
Royal Holloway,
Universty of London
Egham TW20 OEX
Dear MissSlter
Sudytitle: What makesa gaod imagery resaipt: Usingverbal analysisto
investigate the characteristicsrequired to make asuccessful rescript in
aclinical sample
REC referance: 13/NW/ 0432
IRAS prgect ID: 124012

The Proportionate Review Sub-committee of the NRESCommittee North Wed - Lancaster
reviewed the dove apgication on22 May 2013.

We planto publishyour research sunmarywordingfor the above study on the NRES
website, together with your contact details, unlessyou expressy withhold permisson to do
so. Publication will be no erlier than three months from the date of this favourable ognion
letter. Should you wishto provide a sulgtitute contact point, require further information, or
wishto withhold permisgonto publish, please catact the M-coardinator Mrs Carol
Bbenezer, nrescanmittee.northweg-lancaster@nhs.net.
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Bhical opinion

The Committee commented that thisis a well thought through application

On belalf of the Committee, the sub-committee gave afavourable ethicalopinion ofthe
above regarchonthe basis desciibed inthe goplication form, protocoland sugporting
documentation, sibject to the canditionsspecified below.

Bhical review of research stes

The favourable opnion appliesto dl NHS @estaking part in the study, subjectto
management permisson being obtaned from the NHS HSCR&D office prior to the start of
the study (seedConditions of the favourable opnioné below).

Gonditions of the favourable opinion

The favourable opnion is subjectto the following conditions being met prior to the start of
the study.

Management permissgon orapproval must be obtained from each hcst organisation prior to
the start of the study at the site con@rned.

Managementpermiss2 Y R&D @pprovalé) should be saight from all NHS orgaisations
involvedin the study in accordancewith NHSresearch gowernancearrangements.

Gudance onapplying for NHS rmisson for research isavailable in thelntegrated Research
Application Systenor at http://www.rdforum.nhs.uk.

Wherea NHSorganisation@role in thestudy is limited to identifying and referring potential
participantsto researchsiteso @rtidipant identification centre€), guidance slould besought
from the R&D officeon the informationit requiresto give pemissonfor this activity.

For non-NHS ges, site management permisson stould beobtained inaccordarce with the
procediresof therelevant host organisation.

Fonsors are not required to notify the Gommittee of approvas from host organisations.

It isthe responsibility of the sponsor to ensure that all the conditions are omplied with
before the start of the study or its initiation at a paticular site (asapplicable).

You should notify the REC inwriting onceall conditions hare beenmet (except for site
approvalsfrom host organisations)and provide mpiesof any revised documentation with
updated versionnumbers. The RECwill acknowledgereceipt and provide afinal list of the
approved documentation for the study, which can bemadeavailable to host organisations
to facilitate their permission for the study. Failure to provide thefinal versionsto the REC
may cause delayin obtaining pemissions.
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Approved documents
The documents reviewed andapproved were:

Document Version Date
Evidence of insurance or indemnity

GP/Consultant Information Sheets 1 01 March 2013
Investigator CV Salter

Investigator CV Brown

Investigator CV Parker

Investigator CV XXXX

Investigator CV XXXX

Other: Post interview information sheet 1 01 April 2013

Other: Impact of Event Scale
Other: Patient Health Questionnaire-9

Other: W eekly rating of intrusive
memories/images

Other: Clarification of sponsor

Participant Consent Form 1 01 May 2013
Participant Information Sheet 1 01 May 2013
Protocol 1 01 March 2013
REC application 3.5 01 May 2013

Membership of the Proportionate Review Sub-Committee

The members of the Sub-Committee who took part in the review are listedon theattached
sheet.

Satement of compliance

The Gommittee is constituted in accordancewith the GaernanceArrangements for Research
BhicsCommittees and compliesfully with the Sandard Operating Proceduresfor Research
BhicsCommitteesin the UK

After ethical review

Reporting requirements

The attached document dAfter ethicalreview ¢ guidancefor researchers¢ gives detdled
guidance onreporting requirementsfor studieswith afavourable opinion, induding:

Notifying substantial amendments

Adding new sites and investigators

Notification of serious breaches of the protocol
Progressand sfety reports

Notifying the end of the study

The NRESwebsite aso provides guidance onthese tgics, which is uglated in the light of
changesin reporting requirementsor procedures.
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Feedback

You areinvited to give your view of the service that you have received from the National
ResearchBhics Service andthe gopplication procedure. If you wishto make your views
known please usehe feedback form available on thewebste.

Informationis available atNational Research BhicsService website > After Review

13/ NW/ 0432 Please quote this number on all correspondence

We are pleasedto welcome researchers and R& D staff at our NRES canmittee membeNR Q
training days ¢ seedetails at http:// www.hra.rhs uk/hra-training/

With the Gommitte eQ best wishes for the succesof this projed.

Yours sincerely

égg&/ﬁm&
i

Dr LisaBooth, Chair
Email: nrescommittee.northwes-lancaster@nhs.net

Endosaures: List of names andprofessions of memberswhotook pat inthe revieg Afier
ethical review ¢ guidance forresearcherse [S:AR2]

Copy to: Dr Gary Brown
Ms Gl Dale, South London And Mauddey NHSFoundation Trust

NRESGCommittee North West - Lancaster

Attendance at PRSSub-Committee of the RECmeeting on 22 May 2013 Committee
Members:

Name Profession Present Notes
Dr Nigel Calvert Associate Director of Public Health Yes
Mrs Gillian Rimington Paralegal Yes
Professor Jois Stansfield [Professor of Speech Pathology Yes
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Appendix2. National Research Ethics Service Substantial Amendmigagroval

NHS!

Health Research Authority

NationalRe®archEthicsService

NRE®ommittee North West ¢Lancaster
3rd Floor Balow House

4 Minshull Sreet Mancheger

M1 3DZ

Telephone: 01616257434
16 Qrtober 2013

MissCaroline Salter
Department of Clinical Psychology
Royal Holloway, Universty of London,

TW20 OEX
Dear MissSalter
Sudytitle: Whatmakesa gad imagery rescrpt: Usingverbal analysisto
investigate the dharacteristicsrequiredto make asuccessful rescript
in aclinical sample
REC reference: 13/NW/0432
Protocol number: N/ A

Amendment number: 1
Amendment date: 04 CGctober 2013
IRAS prqgect ID: 124012

Add a phase ¢ Investigating which charactristicsareimportant to specific individuals. The
above amendment wasreviewed the Sub-Committee in carespondence.

BEhical opinion
The Gommittee requestyou add 2 extra pointsto your consent form:

1. |agreefor the researchersto accessmy medicalnotes.
2. Sandard clause

The members of the Committee taking part in the review gave afavourable ethicalopinion of
the amendmaeit onthe basisdescribed in the notice of amendment form and supporting
documenttion.

Approved documents
The documents reviewed and aproved atthe meetingwere:
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Doaiment Version Date

Participant Information Sheet 2 07 October 2013
Notice of Qubstantial Amendment (non-CTIMPs) (1 04 October 2013
GP/Consutant Information Sheets 2 07 October 2013
Participant Consent Form 2 07 October 2013
Protocal 2 07 October 2013

Membership of the Committee
The members of the Committee who took part in the review arelisted onthe atached sheet.

R&D goproval

All investigators and research cdlaborators in the NHSshould notify the R&D office forthe
relevant NHS careorganisation of thisamendment and check whether it affectsR&D
approval of the research.

Satement of compliance

The Gommittee is constituted in accordancewith the GaernanceArrangements for Research
BhicsCommittees and compliesfully with the Sandard Operating Proceduresfor Research
BhicsCommitteesin the UK

We are pleasedto welcome researchers and R& D stff at our NRES canmittee membeNR Q
training days ¢ seedetails at http:// www.hra.rhs .uk/hra-training/

13/NW/0432: Pleasequote this number on all correspondence
Yours sincerely

= N
(¢ e S

Dr LisaBooth Chair

E-mail: nresommitte e.northweg -lancaster @nhs.net
Endosures: List of names andorofessions of memberswho took pat in the revew
Gopy to: Ms Gill Dale, South London AndMauddey NHSFoundation Trust, Dr Gary Brown

NRESCommittee North West - Lancaster Atte ndance at Sub-Committee by correspondence

Name Professon Capacity

DrLisa Booth Senior Lecturer/ Chair Expert
Professor bisSandfield  [Professor of SoeechPathology Expert

Also in dtendance:

Name Postion (or reason for attending)
Miss AnnaBannister \Assistant Co-ordinator
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Appendix3. Royal Holloway, Departmental Ethics Committee Approval

From:Psychologywebmaster@rhuac.uk [mailto:Psychologyebmaster@rhul.ac.uk]
Sent:06 August 2013 12:52

To: XXXX@rhul.ac.uk;

Cc:PSY¥EthicsAdmin@rhul.ac.uk;

Subject:Ref: 2013/010 Ethics Form Approved

Application Details:

Applicant Name:

Application title:

Comments:

Caroline Salter

Characteristics of a successful imageryseipt

Approved. (Reviewers' feedback is given, below, for your
information).

Reviewer 1.

Ethical issues for this study have clearly been carefully conside
and ethical approval has already beaptained from NHS ethics. |
have just a couple of minor comments:

Section 5: How many years should the transcriptions be kept fc
following study completion?

LYF2NYI A2y aKSSGY hy LF IS w
O02f€S800 sAftWHER NBRD & KD ANINRI
0S ali2NBRQ®

Consent form: It is mentioned that the therapist would obtain

O2yaSyid FTNRY LINIAOALIF yGaAD L
consent forms. It might be ideal if both the therapist and one of
rea S NOKSNAR &aA3dy GKS F2N¥o Li
form at a later date after receiving the forms from the therapist.

Reviewer 2.

Minor points: Length of time following which transcriptions will t
destroyed is missing from section 5 (bokarmation sheet says tw
years). Phone number missing from information sheet.

Despite the sensitive nature of this study, the ethical issues ap|

to have been considered fully and addressed carefully and | ha
additional concerns.
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Appendix4. Royal Holloway, Departmental Ethics Committee Substantial Amendment
Approval

From:Psychologswebmaster@rhul.ac.uk [mailto:Psycholedgiebmaster@rhul.ac.uk]
Sent:19 November 2013 17:50

To: XXXX

Cc:PSY Ethics Admin;

Subject:Ref: 2013/010R1 Ethics Form Approved

Application Details:  View the form click here Revise the form click here

Applicant Name: Gary Brown

Application title: Characteristics of a successful imagergegpt
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South West London and St.George’s NHS|

Mental Health NHS Trust
Researchand Development

R&D Director: Dr Niruj Agrawal
c/o SECTIONDFMENTALHEALH, PHSBIVISION
HUNTERNVING
CRANMER TERRACE
LONDONsWL7 ORE

R&DCoordinator: Ms EnitanBboda
Email: eeboda@squl.agk

Direct Line 02087253463/ 2783
Fax: 02087253538/ 2914

Miss CarolineSalter

Departmentof ClinicalPsychology,
RoyalHollowayUniversityof London
EghamHill

Surrey

TW200EX

28 August2013

DearCaroline

Researclitle: What makes a goodimageryrescript using verbal
analysisto investigate the characteristicsrequired to
make asuccessfulrescript in a clinical sample.

Principal Investigator: Miss Eleanor Parker
Project reference: PF569
Sponsor: Royal Holloway, University of London

Following variousdiscussiongour studyhas now been awardedresearchapproval.
Pleaseememberto quote the above project reference number on any future
correspondencerelatingto this study.

Pleasenote that, in addition to ensuringthat the dignity, safety and well-being of
participantsare given priority at all times by the researchteam, host site approvalis
subjectto the following conditions

Inaddition to enauring that the dignity, safety and well-being of participantsare given
priority at all times by the researchteam,you needto ensurethe following:

1 ThePrincipalinvestigator(Pl)mustensurecompliancewith the research protocol
andadvisethe host of any change(s)e.g.patient recruitment or funding by
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followingthe agreedproceduresfor notification of amendmentgFailureto
comply may result inimmediate withdrawal of host site approval.

Underthe terms of the ResearchGovernanceFrameworkthe Plis obligedto
report anyadverseeventsto the ResearclOffice aswell asthe REZ, in line with
the protocol andsponsorrequirements.Adverseevents must also be reported in
accordancewith the TrustAccident/Incident Reporting’rocedures

The PImust ensureappropriate proceduresare in placeto action urgent safety
measures

The PImust ensurethe maintenanceof a Trial Master File(TMF).

The PImust ensurethat all named staff are compliant with the Data Protection
Act,HumanTissueAct 2005, Mental CapacityAct 2005 and all other statutory
guidanceand legislation(where applicable).

The PImust comply with the Trust's researchauditing and monitoring
processes. Alhvestigatorsinvolved in ongoing researchmay be subjectto a
Trustaudit and may be sentan interim project reviewform to facilitate
monitoring of researchactivity.

The PImust report any casesof suspectedresearch misconduct arfdaud to
the ResearchOffice.

The PImust provide an annual report to the ResearchOfficefor all research
involving NHSpatients, Trust and resourcesThe Pl must also notify the
ResearchOffice of anypresentationsof such researchat scientificor
professionaimeetings,or on the event of papers being published and any
direct or indirect impactson patient care. This is vital to ensurethe quality
and output of the researchfor your project andthe Trustasa whole.

Patient contact: Only trained or supervisedresearchersholding a
Trust/NHSontract (honorary or substantive)will be allowedto make contact
with patients.

Informed consent:is obtained by the lead or trained researcheraccordingto
the requirements of the ResearchEthicsCommittee. The original signed
consentform shouldbe kept on file. Informed consentwill be monitored by the
Trustat intervalsand you will berequiredto provide relevantinformation.

ClosureFom: On completion of your project a closureform will be sent to
you (accordingo the end date specifiedon the R & D database)which needs
to be returned to the ResearchOffice.

All researchcarried out within SouthWest London& St Georg's Mental
Health NHSTrustmust be in accordancewith the principlesset out in the
Department of Healh's ResearclGovernanceFrameworkfor Healthand Social
Care2005 (2nd edition).
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Fdlure to comply with the conditions and regulations outlined above constitutes
researchmisconductand the ResearclOffice will take appropriate action immediately.

Pleasenote, however,that this list is by no meansexhaustiveand remains subject to
changein responseto new relevant statutory policy and guidance.If you have any
gueries regardingthe abovepoints pleasecontact EnitanEbodaR&D Ceordinator, on
0208725 3463 (St.George's)e-mail:eeboda@sgul.ack.

Yourssincerely

NS
Dr Niruj Agrawal

Researcl& DevelopmentDirector
Chair, Research& Development Committee.

Cc: Miss EleanorParkerRoyalHolloway Universityof London
Dr XXXXSouthWest London& St Georg@Iental Health NHSTrust
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Amendment Approval

South West London and St.George’s m
Mental Health NHS Trust
Researchand Development
R&D Director: Dr Niruj Agrawal
c¢/o SECTIONDFMENTALHEALM, PHSBDIVISION
HUNTERNING
CRANMER TERRACE
LONDONSWL7 ORE

R&DCoordinator: Ms EnitanEboda
Email: eeboda@sqgul.agck

Direct Line 02087253463/ 2783
Fax: 02087253538/ 2914

Miss CarolineSalter

Departmentof ClinicalPsychology,
RoyalHolloway Universityof London
EghamHill,

Surrey

TW200EX

16 October2013

DearCaroline

Researclitle: What makes a goodimageryrescript using verbal
analysisto investigate the characteristicsrequired to
make asuccessfulresaipt in a clinical sample.

Principal Investigator: Miss Eleanor Parker
Projectreference: PF569

REC Reference: 12/NW/0432

Substantial Amendment: 1

Amendment Date: 4th October 2013

Sponsor: Royal Holloway, University of London

| refer to youre-mail of 16th October 2013, which outlined amendments to the
previously approved proposal (ref. PF569).

I can confirm that | do not have any objections to the amendment to this study, since you
have gone through the correct channels to seek appf from the relevant bodies. You may
therefore accept this letter as official notification, on behalf of the R&D Committee, that the
amendment has been accepted and the terms of R&D approval originally stated in our letter
of 28h August 2013 still apply.

If you have any queries regarding the above points please contact Enitan Eboda, R&D Co
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ordinator, on 020 8725 3463 (St. George'simail: eeboda@sgul.ac.uk.
Yourssincerely

(‘\r_’,k‘t'.\-’l"
Dr NirujAgrawal

Research& DevelopmentDirector
Chair, Research& Development Committee.

Ce: Miss EleanorParkerRoyalHolloway Universityof London
Dr XXXXSouthWest London& St Georges Mental Health NHSTrust.
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Appendix7. South London and the Maudsley Research and Development Approval

. Box P005
Institute of Research and De Cresplgny Park

IV ING'S

i Development Denmark Hill % s (g
Tel +44 (0)20 7848 0790 A
s Fax +44(0)20 7848 0147 l 'f( ) N I ){ )N
at The Maudsley hitp:ffwvaw.kel.ac.ukliopiresearchiofiicelindex.aspx [ty nded 1872 O

Miss Caroline Salter

Department of Clinical Psychology

Royal Holloway, University of London Egham
TW20 OEX

1 May 2014
Dear Miss Salter

Trust Approval: R&D2014/042

Title: What makes a good imagery rescript: using verbal analysis to investigate the
characteristics required to make a successful rescript in a clinical sample

REC Reference: 13/NW/0432

I am writing to confirm approval for the above research project at South London and
Maudsley NHS Foundation Trust. This approval relates to work in the Moaikty and
Personality CAG and to the specific protocol and informed consent procedures described in
your R&D Form. Any deviation from this document will be deemed to invalidate this
approval. Your approval number has been quoted above and should bausakdmes

when contacting this office about this project.

Amendments, including extending to other Trust directorates will require further approval
from this Trust and where appropriate the relevant Research Ethics Committee.
Amendments should be subtted to this R&D Office by completion of an R&D Amendment
form together with any supporting documents. A copy of this is attacRednd D
Amendment Form V3.ddgcbhut is also available on the R&D Office website.

King's College LonderiResearch and devgdment approval

I note that Royal Holloway University of London will be taking on the role of Sponsor for this
study.

Approval is provided on the basis that you agree to adhere to the Department of Health's
Research Governance requirements including:

9 Ethical approval must be in place prior to the commencement of this project.

9 As Chief Investigator and/or Principal Investigator for this study you have
familiarised yourself with and accept the responsibilities commensurate with this
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position, as outlinedn the Research Governance Framework

http://www.dh.gov.uk/prod consum dh/groups/dh digitalassets/@dh/@en/docu
ments/digitalasset/dh4122427.pdf

1 Compliance with all policies and procedures of the Trust which relate to research
and with all relevant requirements of the Research Governance Framework. In
particular the Trust Confidentiality Policy.

http://www.slam.nhs.uk/media/107386/confidentiality%20policy.pdf

1 Cooperatingwith the Trust R&DOffice'sregularmonitoringandauditingof all
approvedresearchprojects as required by the researchgovernane framework,
includingcomplyingwith adhocrequestdor information.

1 Informing the Trust's Health and Safety Coordinators and/or the Complaints
Department or of any adverse events or complaints, from participants recruited
from within this Trust, whicloccurs in relation to this study in line with Trust
policies. Contact details are available from the R&D Office if required.

1 Sending a copy of any reports or publications which result from this study to the
Trust Departments involved in the study if rected.

1 Honorary Contracts must be in place prior to patient contact for all relevant
members of the research team. Advice on this will be provided by the R&D Office at
the point of obtaining R&D approval and on an ongoing basis for new members of
staff janing the research team.

1 Sending a copy of the annual reports and end of project notification submitted to
ethics.

Failure to abide by the above requirements may result in the withdrawal of the Trust's
approval for this research.

If you wish to discusany aspect of this research approval with the R&D Office, please
contact Jenny Liebschgnnifer.liebscher@kcl.ac.uk the first instance.

Iwishyoueverysuccess witlthis study.Yourssincerely

Coliwss foudid

AdrianaFanigliulo
ResearchGovernanceFacilitator
SLaM/loPR&DOffice

Enc. R&D Approval Amendment Form
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Appendix8. Patient Health Questionnair® (Kroenke et al., 2001

PATIENT NUMBER:
as appropriate)

DATE:

TIME 1/ 2 (delete

Over the last 2 weeks, how often have you been bothered by any of the following probl

Not at | Several| More Nearly
all days than every
half the day
days
0 1 2 3
1 Little interest or pleasure in doing things
2 Feeling down, depressed, or hopeless
3 Trouble falling or staying asleep, or sleeping
too much
4 Feeling tired or having little energy
5 Poor appetite or overeating
6 Feeing bad about yourseif or that you are a
failure or have let yourself or your family down
7 Trouble concentrating on things, such as
reading the newspaper or watching television
8 Moving or speaking so slowly that other peoj
could have notied? Or the opposite being so
fidgety or restless that you have been moving
around a lot more than usual
9 Thoughts that you would be better off dead ¢
of hurting yourself in some way
PHQ?9 total score = + + +
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Appendix9. Impact of Event Scal@Horowitz et al., 1979)

Participant number:

Session no:

Date:

Below is a list of comments made by people after stressful life events.

Please check each item indicating how frequently these comments were true fauymg
the past 7 days or other agreed time perfodthe specific memory agreed on with your
therapist. If they did not occur during that time, please mark thet at all" column.

Thespecific memonthis questionnaire refers to is

Frequency

not at altrarely-sometimes-often

0

1 3

[=

i

| thought about it when | didn't mean to

| avoided letting myself get upset when | thoug
about it or was reminded of it

| tried to remove it from memory

o

| had trouble falling aslgeor staying asleep,
because of pictures or thoughts about it that
came into my mind

I had waves of strong feelings about it

| had dreams about it

| stayed away from reminders of it

| felt as if it hadn't happened or it wasn't real

| tried not to talk about it

Pictures about it popped into my mind

x|l —| x| o|T|m

Other things kept making me think about it

—

| was aware that | still had a lot of feelings abol
it, but | didn't deal with them

| tried not to think about it

Any reminder bought back feelings about it

ozl

My feelings about it were kind of numb

For researcher use only:

Intrusion total=a, d, e, f, j, k,n =

Avoidance totakb, ¢, g, h,i,I, m, 0 =
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Appendix10. Visual Analogue Scal@rewin et al., 2009)

Participant number: Session no: te: Da
Please circle a number from the sesabelow which best describes your experience over the
last week of the particular distressing intrusive image or memory that you identified with

your therapist.

The specific memory this questionnaire refers to is

1. How many times did you experience intrusive images or memoaries in the last week?

0 10 20 30 40 50 60 70 90 80 100
I N I I Y R R R
None of Half the All of
the time time the time

2. How much did intrusive images or memories interfere with your daily life?

0 10 20 30 40 50 60 8070 90 100

Not at all Moderately Severely

3. How uncontrollable were your intrusive images or memories in the lastek?

0 10 20 30 40 50 60 70 80100 90

Not at all Moderately Completely

4. How distressing were your intrusive images or memories?

0 10 20 30 40 50 60 70 80100 90

Not at all Moderately Severely
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Appendix11. Participant Information Sheet and Consent Form

Royal Holloway

University of London

Participant Information Sheet
REC numberl3/NW/0432

Dear Potential Participant,
We are two trainees studying for a Clinical Psychology Doctorate at Royal Holloway,
University of London. For our thesis, we are conducting a research project in which we

would like to invite you to partipate.

You should only participate if you wish to do so; choosing not to take part will not
disadvantage you in any way or alter your current care.

Before you decide whether you want to take patrt, it is important for you to understand why
the researchis being done and what your participation will involve. Please take time to read
the following information carefully and discuss it with others if you wish. Ask us if there is
anything that is not clear or if you would like more information.

WHY?

You lave been invited to participate in this research project as you are currently receiving
therapy for trauma. One of the ways your therapist may work with you to overcome your
difficulties is through the use of imagery. This technique has been shown toddféeative
treatment method. However, more research is required to find out exactly how it works. It is
important for psychologists to gain this deeper understanding in order for the technique to
progress and for the health service to provide even moreatife treatment for people who
have experienced trauma. This study will therefore attempt to look in greater detail at what
exactly makes using imagery work in therapy effective.

HOW?

You will be asked to complete some questionnaires, which will asklyout your current
moodandany distressing images that you might experience. These will be completed on a
number of occasions, before starting your course of treatment, before your treatment
sessions and one week after finishing treatment.

The study wi involve your therapist recording at least one and at most all of your therapy
sessions that included imagery work. You will always be informed if the therapist would like
to record the sessioandcan chose to decline if you wish. Once your sessiomées

recorded, it will be written out by the researchers. This data will be kept strictly confidential.

To ensure this, participant numbers will be used instead of names and recordings will be
destroyed upon transcription. This way information given adrive linked back to you.

No one other than the researchers will have access to the data collected. The anonymous

written transcripts will be kept on a password protected computedin a secure cabinet in
the clinic that only the researchers can acebhey will be destroyed after five years.
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We will also need to access your records held by your therapist during the course of the
study. This is so we can collect information such as how many treatment sessions you have
had, your gender and the typd traumatic event that you have experienced. We will NOT
take a record of your name, date of birth, address or any other information that may make
you identifiable. All the information we do collect will stored in passwanatected

computer files that ont we have access to.

Potential disadvantages and/or advantages to taking part in this research

Completing these questionnaires may be tiring. In addition, some questions which ask you to
think about your mood and other symptoms may stir up upsetting tsigf this is the

case, please feel free to stop the questionnaires and speak to your clinician. However, by
completing the questionnaires, it may be nice for you to see any change that might have
occurred over the week. Also, on a wider level, taking pethis research may further

improve this type of therapy and benefit people in the future who are experiencing similar
difficulties to you

Other information
We would like to be able to contact your GP to let them know that you will be participating
in the study.

Participation in this study is strictly voluntary and you have the right to withdraw at any time
without giving a reason. You may also withdraw your data after participation from the study
up until it is transcribed for use in the final rep@01.04.2014). Leaving the study and/or
withdrawing the data will have no negative consequences. You may ask questions at any
point before, during or after the study.

Researchers can be contacted using the followhngaedl addresses:
Heanor Parker eleanor.parker.2011@rhul.ac.uk
Caroline Salte¢ caroline.salter.2011@rhul.ac.uk

Or, leave a message on our answer machine on the number below with your name and
contact numberandwe will return your all as soon as possiblgl784 472746

Thank you for your time,

Eleanor and Caroline
Trainee Clinical Psychologists,
Royal Holloway, University of London
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Royal Holloway

University of London

Please complete this form after you have read the Information Sheet and/or listened to an
explanation about the research.

Title of Study:

College Research Ethics Committee Ref:

Thank you for considering this research project. The person organising the research must
explain the projecto you before you agree to take part. If you have any questions arising
from the Information Sheet or explanation already given to you, please ask the researcher
before you decide whether to join in. You will be given a copy of this Consent Form to keep
and refer to at any time.

1 lunderstand that if | decide at any other time during the research that | no longer
wish to participate in this project, | can notify the researchers involved and be
withdrawn from it immediately.

1 I agree for the researchers &mcess my medical notes

9 1 consent to the processing of my personal information for the purposes of this
research study. | understand that such information will be treated as strictly
confidential and handled in accordance with the provisions of the Datad®ion Act
1998

1 lunderstand that relevant, sections of my medical notes and data collected during
the study, may be looked at by individuals from Royal Holloway University, from
regulatory authorities or from the NHS Trust, where it is relevant ttakigg part in
this research. | give permission for these individuals to have access to my records.

1 1do/do not (please delete as appropriate) give consent for the researchers to alert
my General Practitioner (GP) to my involvement in this study.

Partich LJ- Vi Q& L Gl GSYSy agree that the
research project named above has been explained to me to my satisfaction. | agree to take
part in the study. | have read both the notes written above and the Information Shoeeit a

the projectandunderstand what the research study involves.

Signed Date

LYy@gSaiaAadalriazNRa {GFGSYSyidy confirm that | have carefully
explained the nature, demands and any foreseeable risks (where appliadlihe proposed
research to the volunteer.

Signed Date
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Appendix12. Participant Debrief Form

Royal Holloway

University of London

What makes a good racript? Identifying important factors for rescript efficacy
Participant Postnterview InformationSheet

Thank you for allowing us to record and listen to your imageiscréting session. Below is
a description of the background, purpose and potential implications of this research project.

Numerous studies have found that Imagery-sReipting (ImRs)can be an effective
treatment for a range of mental health problems, including depression andtpmstnatic

stress disorder (PTSD). However, little is understood about the reasons why ImRs is effective
or how it works.

A number of researchers have segted various factors that might increase the efficacy of
LYwad *A@GARySaa 2F GKS AYIF3ASs o0StAS@OloAftAlGeE:
the image and the emotions elicited by the image have all been suggested as potential
important factors, to name but a few. Currently however, no study has tried to
systematically understand the factors involved in ImRs.

Thisresearch aims to use real ImRs sessions to identify factors that may be key in promoting
re-script efficacy. It is hoped that by doisg, ImRs can continue to develop, so that future
clients undergoing ImRs can receive the most effective treatment possible.

Further information and contact details
If you would like to receive a copy of the final report or have any questions or comments
please email Caroline Salter or Eleanor Parker at the address below.

Researchers Research Supervisor

Caroline Salter & Eleanor Parker Dr Gary Brown

Clinical Psychology Department Clinical Psychology Department
Royal Holloway Royal Hdbway

University of London University of London

Egham Egham

TW20 OEX TW20 OEX

Tel: 01784 414636

Email: caroline.salter.2011@Ilive.rhul.ac.uk Email:gary.brown@rhul.ac.uk
Eleanor.parker.2011@live.rhul.ac.uk
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Appendix13. Coding Scheme

Theme

| Subtheme

| Response

| Example

1. Preimagery

1.1. ImRs prepation

1.1.1 The ImRs has been previously
rehearsed

1.Yes (verbally)

2. Yes (in an earlier 1=cript)

3. No(rescript develops spontaneously)
4. Unclear / unknown

5. Other (specify)

1.1.2. Who the ImRs is prepared by

1.ImRs solely developed by client

2.ImRs mostly developed by client

3.ImRs developed equally by client and therapist
4.ImRs mostly developed by therapist

5.ImRs solely developed by therapist

6.N/a, there is no pre ImRs preparation

1.1.3. Agreed aim of the fecript

1.Safety

2.Comfort/ compassion
3.Revenge

4.Assertiveness

5.Control

6.0ther (specify)

7.N/a, there is no pragreed aim

1.1.4. Memory aids used in the session

1.Memory aid<.qg.,flashcards or recordings are used (please specify)
2. Memory aids not used

1.2. Attitudetowards
the re-script process

1.2.1. Client understanding

1.Understands rationale
2. Does not understand rationale
3. Unclear / unknown
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1.2.2. Client motivation

1. Motivated

2. Unsure but willing to try

3. Does not believe it will work
4. Fearful

5. Unclear / unknown

6. Other (specify)

2. Whole process

Hdmd / f A Sy 2.1.1. Amount of guidance given by the
follow ImRs therapist

1.Client is able to guide themselves through thesceipt with no prompting
from therapist

2.Client is abled guide themselves through the-seript with little
prompting from therapist

3.Client and therapist guide the-seript equally

4.ImRs is mostly guided by the therapist

5.ImRs is completely guided by the therapist

6. Unclear / unknown

H ®M D H Dability td shay With the
image

1.Client stays with image throughout
2.Client stays with image mostly
3.Client struggles to stay with image
4.Client cannot stay with image at all
5.Client dissociates

6. Unclear / unknown

2.1.3. The rescripting procesfollows a
coherent narrative

1.Yes

2. Yes, with prompts
3. In part

4. No, hard to follow
5. Unclear / unknown

2.1.4. Speed of the image

1.Real time
2.Slowed down
3.Fast forward
4.Unclear / unknown
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2.2. Activation of the
image

2.2.1. Described in first person

1.Yes
2.No (specify which)
3.Mixed (specify which)

2.2.2. Tense used 1.Past
2.Present
3.Future
4.Mixed (specify which)
5.0ther
2.2.3. Visualised (can the-geriptbeseen| M®, S& o6 aL a®fE ge¢®#SS AG S
in the mind?) HO{2YSGAYSa oaLitUa KFENR G2 1SSLI |
od b2 oaL OlFyuid asSsS FyedkAaAy3a Of S|
4. Unclear/unknown
2.2.4. Eyes open 1.Eyes open
2.Eyes closed
3.Unclear / unknown
2.2.5. Senses involved 1.Touch
2. Taste
3. Sight
4. Sound
5. Smell
2.2.6. Perspective taken 1. Field
2. Observer
3. Mixed
2.2.7. Vividness of the rscript (how clear, M® + SNE @GAGAR oalL OlFy aSSk KSI Nk
intense or strong is the rscript) H® *APAR 6a4aL Oly a6Sot BENNR:EYST
od {2YS LI NI& NS OADAR 6dazaife
nd® b2 OABAR O0GSOHSNBGKAY3I A& | 0]
5. Unclear / unknown
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3. Reliving

3.1. Activation of
original internal
processes

3.1.1. Presence of traurazlated
emotions during the rescripting session

. Most or all traumaelated emotions are present in the session
. Some traumaelated emotions are present during the session
. Traumarelated emotions are absent in the-geripting session

. Unclear / unknown

3.1.2. Type of traumeelated emotions
during the rescripting session

. All positive

. Mainly positive

. Mixed

. Mainly negative

. All negative

. Specify all emotions present in thegeript that were present during the
original traumatic image

OB WNRER(AWNE

3.1.3. Intensity of traumaelated
emotions present during the rscripting
session

1.Very intense

2. Intense

3. Present, but not very intense
4. Little or no intensity

5. Unclear / unknown

3.1.4. Presence of traurmalated
physiological sensations dag the re
scripting session

1.Most or all traumarelated physiological sensations are present in the re
scripting session

2. Some traumaelated physiological sensations are present during the
session

3. Traumarelated physiological sensations are absin the rescripting
session

4. Unclear / unknown

5. Specify all physiological sensations present in thecript that were
present dumg the original traumatic image

3.1.5. Intensity of the traumaelated
physiological responses present during t
re-scripting session

1.Very intense

2. Intense

3. Present, but not very intense
4. Little or no intensity

5. Unclear / unknown
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3.1.6. Presence of traurzlated
cognitions present during the fgcripting
session

1.Most or all traumarelated cognitons are present in the recripting session
2. Some traumaelated cognitions are present during the session

3. Traumarelated cognitions are absent in the-seripting session

4. Unclear / unknown

5. Specify all cognitions present in theseript that were present durmg the
original traumatic image

3.1.7. Intensity of traumaelated
cognitions present during the fscripting
session

. Very intense

. Intense

. Present, but not very intense
. Little or no intensity

. Unclear / unknown

a b~ wNPF

4. Rescript

4.1 Departure from
the original image

4.1.1. Setting

. The whole of the image takes place in the original setting

. Image begins in the original setting, but then moves to a new setting
. The whole of the image takes place in a different setting

. Unclear / unknown

A WNPFP

4.1.2. When the rescript occurs

. A while before the traumatic image (please specify)
. Immediately before the traumatic image

. During the traumatic image

. Immediately after the traumatic image

. A while after thetaumatic image (please specify)

ga b~ wWNPE

4.1.3. Amount of new image

1.All new é.g.,safe place imagery)

2. Mostly new image, some old

3. Half original image, half new-geript

4. Mostly old image, some new

5. No change from originat @.,re-living only)
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4.2.0Others in the re
script

4.2.1. Individuals present in the-seript

. Perpetrator

. Client as they were at the time of the image
. Strangers

. Family

. Therapist

. Client as adult / current self

. Friends

. Fictioral charactere.g.,an angel

. Other (please specify)

4.2.2. Individuals present in rescript werg
present during the original intrusive imag

Yes
No

. Unknown

4.2.3.Individual€eEmotional reactions

pecify emotions

4.2.4. Actions of the glividuals present

. Protect client

. Take client to safety

. Attack / seek revenge on perpetrator

. Comfort / Care for client

. Speak on behalf of / stand up for client
. Berates the perpetrator

. Other (specify)

4.2.5. Presence of physical ¢aat

Yes
No

4.2.6. Anything said by each individuals

. Yes (please specify main messages)

No

4.2.7. Individual in the image responsibl¢
for the change

©CONOURWNRPRNRPNMNRPINOOAWNRPVWNR/OONODOAWN PR

. Perpetrator

. Client as they were at the time of the image
. Strangers

. Family

. Therapist

. Client as adult / current self

. Friends

. Fictional charactes.g.,an angel

. Other
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4.3. Believability

4.3.1. The client experienced something
similar in real life

1.Yes (exactly the same)
2. Yes (similar)

3. No

4. Unclear unknown

4.3.2. It feels believable to the client,
regardless of whether it is physically
possible

1.Yes (feels as though it could have happened)
2. No (feels very alien, can't connect)
3. Unclear / unknown

4.3.3. The rescript is an event that is
physically possible given constraints of
space and time

1. Yes€.g.,my mum protected me)
2. No €é.g.,an angel saved me)
3. Unclear / unknown

4.3.4. Part of the rescript can be used as| 1.Yes
practice for a potentl future real world | 2.No
situation 3.Unclear / unknown
4.4. Activation of 4.4.1. Emotionsr@ present during the re | 1. Yes
internal processes script 2. No
during the rescript 3. Unclear/unknown
4.4.2. Type of emotions present during | 1. All positive
the re-script 2. Mainly positive
3. Mixed
4. Mainly negative
5. All negative
6. Unclear/unknown
7. Specify emotions present during thegeripted part of the image
4.4.3. Intensity of the emotional respons( 1. Very intense
during the rescript 2. Intense
3. Present, but not very intense
4. Little or no intensity
5. Unclear / unknown
4.4.4. Emotions have shifted from those | 1. Yes
present in the original image 2. No
3. Unclear/unknown
4. Specify (from x to y)
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4.4.5. Humour used

1.
2.
3.

Yes
No
Unclear / unknown

4.4.6. Physiological sensations are pres¢
during the rescript

1.Yes
2.No

3.
4,

Unclear / unknown

Specify all physiological sensations present during trseript

4.4.7. Intensity of the physiological

1.Very intense

response during theerscript 2. Intense
3. Present, but not very intense
4. Little or no intensity
5. Unclear / unknown
4.4.8. Physiological sensations have 1. Yes
shifted from those present in the original| 2. No
image 3. Unclear/unknown
4. Specify (frm x to y)
4.4.9. Cognitions are present during the | 1. Yes
re-script 2.No
3. Unclear / unknown
4. Specify all cognitions present during thesiipt
4.4.10. Intensity of the cognitions presen 1. Very intense
during the rescript 2. Intense
3. Resent, but not very intense
4. Little or no intensity
5. Unclear / unknown
4.4.11. Cognitions have shifted from tho{ 1.Yes (please specify)
present in the original image 2. No
3. Unclear / unknown
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5. Outcome

5.1. Definition of the
outcome

5.1.1. The final outcome

. Protect client

. Take client to safety

. Attack / seek revenge on perpetrator

. Comfort / Care for client

. Speak on behalf of / stand up for client
. Berates the perpetrator

. Other (specify)

5.1.2. Is the outcomas it was intended at
the beginning

Yes

No

. In part

. Unclear / unknown
. Not applicable

OAWNRNOUAWNPR

5.1.3. The outcome meets a previously

1.Yes (please specify)

unmet need 2. Some are, not all
3. No
4. Unclear / unknown
5.2. Attitude towards | 5.2.1. The final message taken from the | 1. Positive
outcome re-script 2. Negative
3. Neutral
4. Unclear / unknown
5. Specify
5.2.2. The original meaning associated | 1.Yes
with the traumatic image has changed | 2. No
3. In part
4.Unclear / unknown
5.2.3. Ighe final emotion positive 1. Yes
2. No
3. Unclear / unknown
5.2.4. Expectedness of the outcome 1. Client is surprised at the outcome
2. Client expected the outcome
3. Unclear / unknown
4. Other (please specify)
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Appendix14. Coding Scheme Handbook

This scoring guide has been designed to aid scoring and interpretation of the coding scheme.
However, given the complex nature of ImRs sessions, it should be used as a framework to
capture the details of ImRs sessions, rathemthadefinitive list of all components that must

be present during an ImRs session. It is likely that multiple responses within codes will be
FLILIX AOFo6fS G2 | OftASydiQa LYwa aSaairzyo 2KSy
factor does not fineatly into one of the responses, select other and summarise the factor in

a way that best captures that particular factor during that session.

1. Preimagery themes The themes in this section refer to discussions conducted during the
sessiorbeforelmRs takes place.

1.1 ImRs preparation.
1.1.1. The ImRs has been previously rehearse.

1. Yes (verbally): the client and therapist discuss and agree upon the content of ImRs
before beginning any imagery work

2. Yes (in an earlier tscript): the client and thergist agree to repeat or modify a+e
script that has been worked on in an earlier session

3. N (rescript develops spontaneously): the client and therapist begin tkscript

without an agreement about the direction of the-seript

Unclear / unknown

Other

SN

1.1.2 Who the ImRs is prepared by.

1. ImRs solely developed by client: the client requires no help from the therapist to
decide the direction that they want the ImRs to take

2. ImRs mostly developed by client: client knows which direction they want the
ImRs tatake, but requires some support from the therapist in thinking how to
bring in those changesr the client requires help from the therapist to think
about what could change, but is then able to decide how to instigate this change
alone

3. ImRs developed equslby client and therapist: client and therapist share
responsibility to coming up with an agreed change in the image and how to
instigate this change

4. ImRs mostly developed by therapist: client requires the therapist to suggest
possible changes to the ima@nd requires therapist input to think about how
to bring about those changes

5. ImRs solely developed by therapist: therapist is solely responsible for deciding
upon the direction of change in the ImRs

6. N/a, there is no pre ImRs preparation: client and thesabegin ImRs with no
pre-agreed aim
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1.1.3. Agreed aim of the +%cript.

1.

2.

6.
7.

Safety: it is agreed that the client will feel protected by the end of the image or
taken to a place of safety

Comfort / compassion: it is agreed that the client will feel cored by the end of

the image, for example, by being spoken kindly towards, or by being hugged
Revenge: it is agreed that the client will seek revenge on the perpetrator, either
through their own actions, or the actions of someone else, for example by l&irgau
them

Assertiveness: it is agreed that the client will express their needs and stand up for
themselves, or have someone else do this for them

Control: it is agreed that the client will take control of the situation by the end of the
image

Other (spedy)

N/a, there is no preagreed aim

1.1.4. Memory aids are used in the sessidiis theme refers to any memory aides that are
used in the session. It does not include any memory aides that client choses to take home
with them but does not use during theessiore.g.,recordings of the session.

1.

2.

Memory aidse.g.,flashcards or recordings are used in the session to help guide the
client through the ImRs
Memory aids not used in the session

1.2. Attitude towards the ImRs process.

1.2.1. Client understandin

1.

2.

3.

Understands rationale: client has had the process of ImRs explained toatheém
understands why this method is being used in the session

Does not understand rationale: client has had the process of ImRs explained to
them, but is not clear why this metid is being used in the session

Unclear / unknown

1.2.2. Client motivation.

N =

o a

Motivated: client is willing and eager to try ImRs

Unsure but willing to try: client is hesitant about trying ImRs, but agrees to try it
Does not believe it will work: client deaot think ImRs will have any impact on their
symptoms and is against trying it

Fearful: client is afraid of using Im&s.,because it means accessing the original
image

Unclear / unknown

Other
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2. Whole process theme§.hemes in this section refer the whole of the work with the
image itself. This includes work with any or the entire original insagkvork with the
image following the point of change.

Hom /fEASYdiQa FtoAftAGe (2 F2tft26 LYWaAOD
2.1.1. Amount of guidance given by the therapist.

1. Client & able to guide themselves through thegeript with no prompting from
therapist: client is able to bring to mind and vividly describe theapted image
with no input from the therapist

2. Clientis able to guide themselves through thesceipt with litle prompting from
therapist: client is able to bring to mind and vividly describe most of thecripted
image, but requires an occasional promgiy.,to capture more detail or to bring in
additional changes

3. Client and therapist guide the 1script equally: client is able to follow therapist
prompts in order to bring to mind and vividly describe thesogipted image.

Without these prompits, it is likely that the client would leave out details or become
stuck trying to instigate change.

4. ImRs is mostlywded by the therapist: the client finds it difficult to describe the
image and to introduce change. Therapist prompts do not facilitate the process. As a
result, the therapist has to become actively involved in the description of the event.

5. ImRs is comptely guided by the therapist: the client is solely reliant on the
therapist for guiding the rescript. They are not able to guide any of the image
themselves

6. Unclear/unknown

HOMPH P [/ £ ASY( Q& | 6 FhisAshibidd bél cdded rédardlesfshdwimiich i KS A Y I :
guidance the therapist gives. For example, if the ImRs is completely guided by the therapist,
but the client can easily follow the ImMRs when the therapist takes the lead, this should be
coded as point 1.

1. Client stays with image throughout:etit is able to bring to mind and stay with
the image throughout the whole of the ImMRs session

2. Client stays with image mostly: client is able to bring to mind and stay with the
image for most of ImRs session, but may come out of image at tige# it
gets too distressing, if they require clarification or if they start to talk about the
memory or event more generally

3. Client struggles to stay with image: client is able to stay with the image at times,
but frequently comes back to the therapy room

4. Client @nnot stay with image at all: client is unable to bring the image to mind

e.g.,because it is too distressing

Client dissociates: client loses awareness of surroundings

Unclear/unknown

o a

2.1.3. The rescripting process follows a coherent narrative.
1. Yes: itis easy for the listener to understand what is happening in the image, the

narrative runs like a coherent film script. The client is able to develop this
narrative with no prompting from the therapist.
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2. Yes, with prompts: it is easy for the listener to emstand what is happening in
the image and the narrative runs like a coherent film script. The client requires
prompts from the therapist to aid with the narrative. Without these prompts, it
is likely that details would be missing

3. In part: it is easy forhe listener to understand what is happening in parts of the
image. However, the narrative tends to jump from section to section

4. No, hard to follow: there is no coherent narrative, making it difficult for the
listener to understand the plot of the image

5. Undear/unknown

2.1.4. Speed of the image.

1. Realtime: all or part of the image is viewed at the speed at which it would have
actually happened

2. Slowed down: all or part of the image is viewed in slow motion

3. Fast forward: all or part of the image is sped ap|f having hit a fadbrward
button

4. Unclear / unknown

2.2. Activation of the image.

2.2.1. Described in first person.
1. Yes: the image is mostly described using the first person.
2. No: the image is not described in the first person. Other tersgsthe third
person is used.
3. Mixed: both the third and first person tense is used.

2.2.2. Tense used

Past: the image is mostly or entirely described in the past tense
Present: the image is mostly or entirely described in the present tense
Future: the imagés mostly or entirely described in the future tense
Mixed (specify which): there is no predominantly used tense

Other

arwNPE

2.2.3. Visualised.

1. , Say GKS Ot ASyld OlFly aSS GKS AYF3IS Sk anrfte
2. Sometimes: parts of the image can be seen easily in tgfeR2&a Se& S
3. No: very little or none of the image can be seen clearly (I can't see anything

clearly)

4. Unclear/unknown
2.2.4. Eyes open.
1. Eyes open: client has their eyes open through most or all of the ImRs session

2. Eyes closed: client has their eyes closedtigh most or all of the ImRs session
3. Unclear / unknown
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2.2.5. Senses involved.

=

arwON

Touch: the client describes sensations of touch during the ineagepain, being
hugged, etc.

Taste: the client describes what they can taste during the image

Sight: the tient describes what they can see during the image

Sound: the client describes what they can hear during the image

Smell: the client describes what they can smell during the image

2.2.6. Perspective taken.

1.

2.

3.

Field: the client describes the image as if theg in the image, regardless of
whether this is as their pasbr currentself

Observer: the client describes the image as if watching events unfold from a
distance or from above

Mixed: both an observer and a field perspective are used at different pofnts
the session

2.2.7. Vividness.

4.
5.

Very vivid: the client creates an image that is very clear and intense throughout
the entirety of the session. All aspects of the image are experienced and
described in great detail

Vivid: the client creates an image tha clear and intense throughout the

majority of the session. Most aspects of the image are experienced and
described in great detail

Some parts are vivid: the client creates an image where parts are clear and
intense, while other parts are lacking inritya

Not vivid: the client is not able to bring to mind an image that is clear

Unclear / unknown

3. Reliving. Themes in this section refer to all parts of the session that involve working with
the original intrusive image, regardless of whether the aagjimage is rdived in full or not.

As a general rule, these themes refer to any work with the image up to the point where
change is introduced. However, as some clients will have elements of their original image
present following change, these themes yralso apply following the point of change.

3.1. Activation of original internal processe$his theme refers to the activation of any of
the emotions, cognitions and physical sensations during the ImRs session that were present
during the original evenpr during activation of the original image.

3.1.1. Presence of traurmralated emotions during the fscripting session.

1.

Most or all traumarelated emotions are present in the session: the client
accesses exactly how they felt emotionally at the timéheforiginal event
andor how they feel when accessing the original intrusive image

Some traumaelated emotions are present during the session: the client
accesses some of the emotions they felt at the time of the original esedibr
how they feel wha accessing the original intrusive image.
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3. Traumarelated emotions are absent in the-geripting session: the client does
not access the emotions experienced at the time of the original ezrdor
how they feel when accessing the original intrusive ienag

4. Unclear / unknown

3.1.2. Type of traumeelated emotions during the fscripting session.

1. All positive: all original emotions experienced during the session are positive

2. Mainly positive: most original emotions experienced during the session are jgositiv

3. Mixed: original emotions experienced during the session are both positive and
negative

4. Mainly negative: original emotions experienced during the session are mainly
negative

o

All negative: all original emotions experienced during the session are negative

6. Secify: specify all emotions present in thegeript that were present during the
original traumatic image. For example, if the person reported feeling scared at the
time of the event/when experiencing the imagedfeels scared during ImRs, note
R2 ¢yl NBGRQ

3.1.3. Intensity of traumaelated emotions during the fgcripting session.

1. Very intense: traumaelated emotions are experienced very intensely. Only
select this option if it is clear that the client is experiencing these emotions very
intensely,either through seklreport, for example 800% intensity, or because
the client is audibly distressed

2. Intense: traumarelated emotions are experienced intensely. Select this option if
it is clear that the client is experiencing these emotions but thgyeap
controllable in the sessiom(g.,50-80% when the client is asked to rate the
intensity).

3. Present, but not very intense: traurralated emotions are present in the
description of how the client feels, but are present at a low legg].(less than
50% when the client is asked to rate).

4. Little or no intensity: the client does not access traurakated emotions during
the session. It may be that the client does not express these emotions, or that
they report how they felt at the time but do not feetat way now in the
therapy room

5. Unclear / unknown

3.1.4. Presence of traurmralated physiological sensations during thespgipting session.

1. Most or all traumarelated physiological sensations are present in the re
scripting session: the client is alteaccess exactly how they felt physically at
the time of the original evereindor how they feel when accessing the original
intrusive image

2. Some traumaelated physiological sensations are present during the session:
the client accesses some, but not alf the physiological sensations they felt at
the time of the original evenand/or how they feel when accessing the original
intrusive image

3. Traumarelated physiological sensations are absent in theeepting session:
the client does not access the ygiological sensations experienced at the time
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of the original evenandor how they feel when accessing the original intrusive

image

Unclear / unknown

5. Specify: specify all physiological sensations present in the session that were
present during the origial traumatic image. For example, if the person reported
feeling pain at the time of the event/when experiencing the imagédfeels
LI AY RdzZNAY3 LYWAZX y20S R24y WLI AYyQ

»

3.1.5. Intensity of the traumeelated physiological response during thesteipting sesion.

1. Very intense: traumdelated physiological sensations are experienced very
intensely. Only select this option if it is clear that the client is experiencing these
sensations very intensely through sedfort, for example 8€L00% intensity

2. Intense:traumarelated physiological sensations are experienced intensely.
Select this option if the client reports experiencing these sensations but they
appear controllable in the sessioa.g.,50-80% when the client is asked to rate
the intensity).

3. Present, lot not very intense: traumaelated physiological sensations are
present in the description of how the client feels, but are experienced at a low
level €.g.,less than 50% when the client is asked to rate).

4. Little or no intensity: the client does not ass traumaelated physiological
sensations during the session. It may be that the client does not express these
sensations, or that they report how they felt at the time but do not feel that way
now in the therapy room

5. Unclear / unknown

3.1.6. Presencef tcraumarelated cognitions during the +&cripting session.

1. Most or all traumarelated cognitions are present in the-geripting session: the
client is able to access exactly what they thought at the time of the original
eventandor what they think whe accessing the original intrusive image

2. Some traumaelated cognitions are present during the session: the client
accesses some, but not all, of the cognitions they had at the time of the original
eventandor how they think when accessing the originatusive image

3. Traumarelated cognitions are absent in the-geripting session: the client does

not access the cognitions experienced at the time of the original esedibr

how they think when accessing the original intrusive image

Unclear / unknown

Spedfy: specify all cognitions present in the session that were present during the

ok

2NRIAYFE GNIdzYFGAO AYF3ASd® C2NJ SEI-YLJféz“
FldA 6Q G GKS GAYS 27F (K SanBep@tythinkiggkK Sy S E L

thisduringilmRs y20S R2g6y WAGIQA Yeé Tl dzZ GQ
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3.1.7. Intensity of traumaelated cognitions present during the-seripting session.

1.

5.

Very intense: traumdaelated cognitions are experienced very intensely. Only
select this option if it is clear that the client is expegag these cognitions very
intensely through selfeport, for example 8@00% intensity

Intense: traumarelated cognitions are experienced intensely. Select this option
if the client reports experiencing these cognitions but they appear controllable
in the sessiond.g.,50-80% when the client is asked to rate the intensity).
Present, but not very intense: traurrralated cognitions are present in the
description of how the client feels, but are experienced at a low lexgl,(ess
than 50% when the clidris asked to rate).

Little or no intensity: the client does not access tradrakated cognitions during
the session. It may be that the client does not express these cognitions, or that
they report what they thought at the time but do not think that wagw in the
therapy room

Unclear / unknown

4. Rescripting themes.Themes in this section refer to all parts of the session that involve
working with new parts of the image. As a general rule, these themes refer to any work with
the image following the pot where change is introduced.

4.1. Departure from the original image.

4.1.1. Setting.

PR

The whole of the image takes place in the original setting

Image begins in the original setting, but then moves to a new setting
The whole of the image takes plaicea different setting

Unclear / unknown

4.1.2. When the rscript occurs.

1.

A while before the intrusive image (please specify): a new image is created that,
if real, would have occurred well before the original intrusive image. The original
intrusive image is thus not part of the new image. For example, rather than
going home and being assaulted, the client goes to visit a friend in the image,
thus avoiding the assault

Immediately before the traumatic image: a new image is created that
immediately preceds the original intrusive image. For example, the client brings
people home with them to protect them from an impending assault

During the traumatic image: change in the image is introduced part way through
the original intrusive image. For example, someateps in at the moment

where the client is about to be assaulted

Immediately after the traumatic image: change in the image is introduced
immediately after the events in the original traumatic image. For example, an
assault is included in the image, libe client is comforted afterwards

A while after the traumatic event (please specify): change in the image is
introduced once the whole of the original traumatic image has been completed.
For example, the client imagines going to the police days afteasisault.
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4.1.3. Amount of new image.

1. All new €.g.,safe place imagery): none of the original image is included in
the re-script

2. Mostly new image, some old: only a small amount of the original intrusive
image is incorporated into the fscript

3. Half orighal image, half new rscript: half of the new image incorporates
old image, the remaining half involves new image

4. Mostly old image, some new: the majority of the image is taken up with the
old intrusive image

5. No change from origina&(g.,re-livingonly): there is no new image

4.2. Othersinthe rescript Wh § KSNAQ NBFSNR (2 Fyeé 1Seé& LIS2L)XS
re-script, regardless of whether they are present during the original intrusive image or not.

They do not have to be people. For exdepf a pet plays a prominent role, include them in

this section.

4.2.1. Individuals present in theseripta I N Wwe&éSaQ o6& |tf GKFG | LILX &

Perpetrator

Client as they were at the time of the image
Strangers

Family

Therapist

Client as adult / future d&

Friends

Fictional charactee.g.,an angel

Other (please specify)

©CoNO~LDNE

4.2.2. Individuals present in the-seript were present during the original intrusive image.

1. Yes: list all individuals who were present in the original intrusive irmade
are presentn the re-script

2. No: list all individuals who were present in the original intrusive infage
are present in the rescript

3. Unclear / unknown

4.2.3. Emotional reactions of each individual.

1. Specify: specify the key emotions expressed by each individtied ie-
script

4.2.4. Actions of the individuals presdrtr each individual specify whether they do any of
the following.

2. Protect client / take client to safety: does anyone physically protect the
client? If so, who?

3. Attack / seek revenge: does anyoattack the perpetrator or seek revenge?
If so, who?

4. Comfort / care for: does anyone emotionally comfort the client? If so, who?
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5. Speak on behalf of / stand up for client: does anyone speak on behalf of the
client or act as their ambassador? If so, who?

6. Beraes the perpetrator: perpetrator is told what they did wrong, that they
should be ashamed, etc.

7. Other (specify)

4.2.5. Presence of physical contact.

1. Yes: physical contact is present, for example in the form of physical comfort
2. No: there is no physical ntact

4.2.6. Anything said by the individuals.

1. Yes: specify the key messages said by each individual. This can be a direct
guote, or a summary of the main message the individual brings
2. No

4.2.7. Individual in the image who is responsible for chadpesify who of the following
individuals is involved in bringing about change in the image. Include all who are relevant.

Perpetrator

Client as they were at the time of the image
Strangers

Family

Therapist

Client as adult / current self

Friends

Fictional cheactere.g.,an angel

Other

©Co~NoOrLDNE

4.3. Believability
4.3.1. The client has experienced something similar in real life.

1. Yes (exactly the same): the-seript is a repetition of a real even that happened
Ay GKS Ot ASyidQa LI aid

2. Yes (similar): the rscriptisreld SR G2 +y S@Syid FNBY GKS
3. No: the client has not experienced anything similar in their past
4. Unclear / unknown

4.3.2. The rescript feels believable to the client, regardless of whether it is physically
possible.

1. Yes (feels as though it coutldve happened): the client describes the new
outcome as feeling believable and as something that could have happened

2. No (feels very alien, can't connect): the client does not feel the new outcome is
believable

3. Unclear / unknown
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4.3.3. The rescript is @ event that is physically possible given constraints of space and time.

1. Yes: the rescript is an event that could have happened given the constraints of
space and time. For example, a neighbour heard the assault and called the police
2. No: the event is nopossible given the constraints of space and time. For
example, the client travels back in time to protect their pastf
3. Unclear / unknown

4.3.4. Part of the recript can be used as practice for a potential future real world situation.
1. Yes: a part athe re-script can be used as practice for a future event. For
example, the client is able to practice being assertive
2. No: no part of the image could be used in a real world situation

3. Unclear / unknown

4.4. Activation of internal processes during the-geript. These codes refer to emotions,
physiological sensations and cognitions associated with the change in the image.

4.4.1. Emotions are present during theseipt.
1. Yes: the client accesses emotions during theaepted part of the image
2. No: the clent does not access emotions during thesipted part of the image
3. Unclear / unknown

4.4.2. Type of emotions present during thesceipt.

1. All positive: all original emotions experienced during the session are positive
2. Mainly positive: most originamotions experienced during the session are

positive

3. Mixed: original emotions experienced during the session are both positive and
negative

4. Mainly negative: original emotions experienced during the session are mainly
negative

5. All negative: all original eations experienced during the session are negative
6. Unclear/unknown
7. Specify which emotions are present during thesteipted part of the image

4.4.3. Intensity of the emotional response during theaept.

1. Very intense: emotions are experienced vengirsely. Only select this option if
it is clear that the client is experiencing these emotions very intensely through
seltreport, for example if they report 8200% intensity

2. Intense: emotions are experienced intensely. Select this option if the client
reports experiencing these emotions but they appear controllable in the session,
for example if they report 580% intensity.

3. Present, but not very intense: emotions are present in the description of how
the client feels, but are experienced at a low le¥et,example, client reports
less than 50% intensity
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5.

Little or no intensity: the client does not access emotions during the session. It
may be that the client does not express these emotions, or that they report
what they thought at the time but do not fe#that way now in the therapy room
Unclear / unknown

4.4.4. Emotions have shifted from those present in the original image.

1.

2.

3.

Yes (specify):there has been a change from the emotion that was initially
activated when the intrusive image was brought to mind

No: there has been no change in emotion from that associated with the original
intrusive image

Unclear / unknown

4.4.5. Humour is used.

1.
2.
3.

Yes: the client finds the change humorous
No: the client does not find the change humorous
Unclear / unknown

4.4.6. Phygiological sensations are present during thecdpt.

1.

B

Yes: the client accesses physiological sensations during-$wipted part of
the image

No: the client does not access physiological sensations during tberipged
part of the image

Unclear / utnknown

Specify all physiological sensations present during tkecript

4.4.7. Intensity of the physiological response during thecript.

1.

Very intense: physiological sensations are experienced very intensely. Only
select this option if it is clear #i the client is experiencing these physiological
sensations very intensely through sedfort, for example if they report 80

100% intensity

Intense: physiological sensations are experienced intensely. Select this option if
the client reports experiencintpese physiological sensations but they appear
controllable in the session, for example if they report&D intensity.

Present, but not very intense: physiological sensations are present in the
description of how the client feels, but are experiencec dw level, for

example, client reports less than 50% intensity

Little or no intensity: the client does not access physiological sensations during
the session. It may be that the client does not express these physiological
sensations, or that they repowhat they thought at the time but do not feel

that way now in the therapy room

Unclear / unknown
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4.4.8. Physiological sensations have shifted from those present in the original image.

1. Yes (specify):there has been a change from the physiological sentzdt was
initially activated when the intrusive image was brought to mind

2. No: there has been no change in physiological sensation from that associated
with the original intrusive image

3. Unclear / unknown

4.4.9. Cognitions are present during thesoept.

=

Yes: the client accesses cognitions during thearipted part of the image

2. No: the client does not access cognitions during thearpted part of the
image

3. Unclear / unknown

4. Specify all cognitions present during theseript

4.4.10. Intensity tthe cognitions present during the-seript.

1. Very intense: cognitions are experienced very intensely. Only select this option if
it is clear that the client is experiencing these cognitions very intensely through
seltreport, for example if they repo@0-100% intensity

2. Intense: cognitions are experienced intensely. Select this option if the client
reports experiencing these cognitions but they appear controllable in the
session, for example if they report B0D% intensity.

3. Present, but not very intenseognitions are present in the description of how
the client feels, but are experienced at a low level, for example, client reports
less than 50% intensity

4. Little or no intensity: the client does not access cognitions during the session. It
may be that theclient does not express these cognitions, or that they report
what they thought at the time but do not think that way now in the therapy
room

5. Unclear / unknown

4.4.11. Cognitions have shifted from those present in the original image

1. Yes (please specifythere has been a change from the cognition that was
initially activated when the intrusive image was brought to mind

2. No: there has been no change in cognition from that associated with the original
intrusive image

3. Unclear / unknown
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5. Outcome.Themesn this section refer to the very end of the ImRs session.
5.1. Definition of the outcome.

5.1.1. The final outcom&his code refers to the overall outcome of thes@ipt. It is likely

that a number of changes will have occurred during the image. thkime should capture

the broad outcome themes, rather than identifying every change that is introduced into the
image.

Protect client: client is protected at the original scene

Take client to safety: client is taken away from the scene

Attack / seek regnge: perpetrator is attacked or revenge is sought

Comfort / care for: client is comforted or looked after

Speak on behalf of / stand up for client: someone speaks on behalf of the client
and stands up for their rights or beliefs

Berates the perpetrator: grpetrator is told what they did wrong, that they

should be ashamed, etc.

7. Other (specify)

arwNPE

o

5.1.2. The outcome is as it was intended at the beginning.

1. Yes: the outcome is exactly as was intended in theiqpeagery phase of the
session

2. No: the outcome is nithe same as was intended in the gireagery phase of
the session

3. In part: part of the outcome was as was intended in the-ijpnagery phase of

the session, part was different

Unclear / unknown

Not applicable: there was no pagreed aim

o~

5.1.3. The outame meets a previously unmet need.

1. Yes (please specify): the client feels that they have had their needs met

2. Some are, not all: the client feels that some of their needs have been met, but
additional needs still need meeting

3. No: no needs have been met

5.2. Attitude towards the outcome.
5.2.1. The final message taken from thesceipt.

Positive: the client feels positively towards the new image

Negative: the client feels negatively towards the new image

Neutral: the client does not feel positively or radiyely towards the new image
Unclear / unknown
{LISOATRY &
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5.2.2. The original meaning associated with the traumatic image has changed.

1. Yes: the client nw feels differently towards the original image

2. No: the client feels the same towards the image now as they did at the
beginning of the image

3.LY LINIY G4KSNB KI&a 0SSy az2yYy$8S OKIly3s
image

4. Unclear / unknown

5.2.3. he final emotion is positive.

1. Yes: the client feels good following ImRs
2. No: the client does not feel good following ImRs
3. Unclear / unknown

5.2.4. Expectedness of the outcome

1. Clientis surprised at the outcome: the client did not expect some part of the
change. For example, they did not think change would be possible, or they did
not think they would feel differently

2. Client expected the outcome: the client was not surprised by any part of the re

scripting process

Unclear / unknown

Other (please specify)

Hw
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