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Portfolio Abstract  

 

Introduction  Children and young people (CYP) who witnessed domestic violence (DV) 

can develop posttraumatic stress symptoms (PTSS) and other negative mental health 

outcomes. Narrative Exposure Therapy (NET) is a treatment for survivors of repeated or 

prolonged trauma which has been adapted for use with CYP and videoconferencing 

delivery. Despite the growing evidence for the use of NET with adults, fewer studies have 

been conducted using its child-friendly protocol. As a brief, NICE-recommended treatment 

that was specifically designed to address multiple traumas and appears to be tolerable, 

NET may be a good candidate for use with CYP experiencing trauma-related difficulties 

following DV-exposure.  

 

Aims  The primary study aim was evaluate whether video NET can reduce PTSS in CYP 

who witnessed DV. Secondary aims were to: (a) determine whether video NET can also 

impact on general psychological distress, including depression symptoms, anxiety 

symptoms, risk to self, and functioning problems; (b) examine the putative mechanisms of 

change within NET, i.e., habituation and integration of trauma memories; and (c) explore 

whether video NET is feasible and acceptable.  

 

Methods  A naturalistic, mixed-method, AB, interventional single case design was used in 

this study.  Participants were recruited from the waiting lists of a Child and Adolescent 

Mental Health Service. They completed questionnaires to assess symptom change and 

trauma memory quality and wore a heart rate (HR) monitor device to assess habituation. 

Participants could also opt to complete a Change Interview at one-month follow-

up. Analyses included visual inspection of outcome and process data, reliable and 

clinically significant change indices, effect size estimate calculations (TAU-U A vs B), and 

content analysis of qualitative data.  

 

Results Five female adolescents aged 13-17 years joined the study and completed 4-10 

video-sessions of the child-friendly NET protocol. At post-intervention, three participants 

showed reliable improvement in PTSS, but only one showed clinically significant 

change. One participant also demonstrated reliable improvement in general psychological 

distress. Effect size point estimates ranged from moderate to very large and indicated 

change in the desired direction for all but one participant; TAU-U values for general 



Page 3 of 314 
 

psychological distress were more modest. Three participants showed reductions in trauma 

memory quality, indicating increased integration. Within-session habituation was observed 

for all participants with available HR data; between-session habituation was also recorded 

for two of them. Completing the lifeline was mentioned as a helpful aspect of NET, the 

video delivery was considered both a barrier and a facilitator to engagement, and positive 

or mixed changes were reported by the two participants who completed Change 

Interviews. 

 

Conclusions  The findings provided preliminary evidence for the effectiveness of video 

NET in reducing PTSS in young people who witnessed DV. The study also offered some 

support for reduction in trauma memory quality and between-session habituation as key 

mechanisms of change. Video NET appeared feasible and acceptable, although not all 

participantsô views were represented. Future research with more control and larger 

samples is needed to answer questions on generality of findings and impact of online 

delivery; future studies may also include longer follow-up periods and investigate other 

outcomes. 
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Highlights  

¶ Narrative Exposure Therapy can help reduce PTSD in children and young people; 

¶ Little evidence is available for its effectiveness for depression or other outcomes; 

¶ Comparisons with other trauma-focused therapies for children are not yet available. 

 

Abstract  

Introduction Narrative Exposure Therapy (NET) is one of the recommended treatments 

for posttraumatic stress disorder (PTSD) in adults, however, less is known about its 

effectiveness in children and young people. Although other trauma-focused therapies are 

available for this group, NET may be particularly helpful for those with chronic or repeated 

traumas. This review aimed to consider all available evidence for the use of NET with 

children and young people in terms of effectiveness and acceptability. 

Method A systematic search of quantitative studies, regardless of design, was conducted 

consulting both peer-reviewed and grey literature. Nine studies were included and quality 

appraised. Key findings were extracted and narratively synthetized.  

Results All studies employed the child-friendly protocol KIDNET and showed significant 

reductions in PTSD symptoms in participants with complex traumatic histories. Effect sizes 

were moderate to large. Some studies showed improvements in depression, internalizing 

and externalizing problems, and other secondary outcomes. Dropout rates for NET were 

low. However, methodological limitations were identified and most studies were judged as 

medium quality. 

Conclusions KIDNET appears to be a promising and acceptable treatment for children 

and young people. However, more high-quality research is needed to replicate the findings 

for PTSD symptoms and further explore secondary outcomes. 

 

Keywords narrative exposure therapy; posttraumatic stress disorder; complex trauma; 

children; young people; systematic review. 

 



Page 14 of 314 
 

 

 

Introduction  

The National Child Traumatic Stress Network (NCTSN, 2004) defines childhood trauma as 

the exposure to events that pose a threat to a childôs life or physical and/or emotional 

integrity and often involve responses of fear, helplessness or horror. Traumatic responses 

in children and young people (CYP) can vary depending on several factors, including 

length of exposure and developmental stage. According to the Diagnostic and Statistical 

Manual of Mental Disorders ï fifth edition (DSM-5), children over six years old can be 

diagnosed with posttraumatic stress disorder (PTSD) if they present with intrusion 

symptoms connected to the experience, avoidance of associated stimuli, significant 

changes in mood and cognition, and hyperarousal, including irritability and reckless 

behavior; these changes need to persist for at least one month and cause significant 

impairment in functioning. A separate set of criteria has been proposed for younger 

children, which emphasize that symptoms can be expressed through play and behavioral 

changes, and that the sudden or violent loss of a caregiver can also be experienced as 

traumatic (American Psychiatric Association, 2013). 

A meta-analysis of studies undertaken worldwide (Alisic et al., 2014) found that the 

overall prevalence of PTSD amongst trauma-exposed children and adolescents was 16%, 

with girls exposed to interpersonal trauma showing the highest rate. However, when 

applied to young people, the PTSD diagnosis has been criticized for not being sufficiently 

developmentally sensitive and not adequately capturing the difficulties of those exposed to 

repeated or chronic adverse events, which is often described as complex trauma (Herman, 

1992; van der Kolk et al., 2005). Complex trauma presentations in CYP commonly include 

impairments in attachment, affect regulation and self-concept, dissociation, loss of or delay 

in developmental milestones, internalizing problems such as depression and anxiety 

symptoms, somatic complaints, withdrawal, and externalizing problems, including attention 

difficulties, aggression, rule-breaking and impulsive behavior (Cook et al., 2017). 

Several trauma-focused therapies have shown good effectiveness with children and 

adolescents. For example, a meta-analysis of the evidence for trauma-focused cognitive 

behavior therapy (TF-CBT) found that this treatment was effective in reducing PTSD 

symptoms in CYP, although the evidence for the impact on depression and behavioral 

problems was less conclusive and dropout rates could be as high as 33% (de Arellano et 
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al., 2014). Eye movement desensitization and reprocessing (EMDR; Shapiro, 2017) has 

shown to consistently reduce PTSD and anxiety symptoms in children and adolescents in 

a recent meta-analysis (Moreno-Alc§zar et al., 2017); however, the effect on depressive 

symptoms was found to be non-significant and findings were limited by the small number 

of included studies and small sample sizes. Furthermore, Diehle et al., (2015) found that a 

16-40% of the children treated with TF-CBT or EMDR continued to meet the diagnostic 

criteria for PTSD after treatment. A potential explanation for this is that both these 

treatments require children to focus on the worst traumatic event in their lives, which might 

be difficult for those with complex trauma, and might result in the other events remaining 

unprocessed and continuing to cause distress. 

A treatment that has been specifically developed for people with multiple traumas is 

narrative exposure therapy (NET; Schauer et al., 2011). NET is a short-term, manualized 

intervention that combines exposure therapy and testimonial therapy and was initially 

designed for survivors of war and organized violence. After an initial psychoeducation 

session, in NET the patient and the therapist build a chronological timeline of the patientôs 

life in which positive and traumatic events are symbolically marked. The traumatic events 

are then elaborated through in sensu exposure and a written narrative is produced and 

given to the patient as a documented testimony. The putative mechanisms of change 

within NET are described in detail elsewhere (Neuner et al., 2008). 

Since its conception, the evidence base for NET has significantly grown, and the 

National Institute for Health and Care Excellence (NICE; 2018) has recently included it in 

its clinical guidelines for the treatment of PTSD. In a meta-analysis of NET studies on with 

adults across different cultures (Lely et al., 2019), effect sizes for NET on PTSD symptoms 

were found to be large at post-treatment and sustained at follow-up. For depression, 

medium effect sizes were found at both points in time. Furthermore, the included studies 

showed high external validity and similar methodological quality to other NICE-

recommended trauma-focused treatments. Conversely, a different meta-analysis 

(Raghuraman et al., 2020), which also considered PTSD diagnostic status, found a 

significant reduction on this outcome following NET in the short- and midterm time points, 

but this was not maintained long-term. Finally, a review by Mßrkved et al., (2014) 

suggested that, despite the many similarities, NET appeared to be more acceptable than 

prolonged exposure, as reflected in its lower dropout rates. 

An adaptation named KIDNET was developed for use with CYP; differences from 

the adult protocol include use of visual and age-appropriate media during the re-narration, 
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and increased emphasis in the final sessions on future hopes and plans (Schauer et al., 

2017) . The forensic offender rehabilitation NET protocol (FORNET), in which episodes of 

perpetrated violence are narrated alongside the traumas, was also adapted for use with 

traumatized youth who committed offences; this adaptation also includes more attention 

on perspectives for the future, but in this case with an emphasis on prosocial activities 

(Crombach & Elbert, 2015). 

At the time of the review by Robjant and Fazel (2010), only three KIDNET trials had 

been published, whilst FORNET was yet to be developed. At the time of writing, no study 

have systematically reviewed and appraised the quality of the existing evidence for NET 

outside of adult populations. Therefore, the purpose of this review was to examine all 

available evidence for the use of NET with CYP, regardless of protocol employed, study 

design and publication status. From previous scoping searches, fewer studies with this 

population had been identified compared to the more established evidence for the use of 

NET with adults; therefore, broadening the scope of this review was deemed appropriate 

to provide a comprehensive representation of the existing evidence. 

The primary aim of the review was: a) to investigate the effectiveness of NET for 

reducing PTSD symptoms in CYP. Furthermore, the following secondary aims were 

considered: b) to explore the impact of NET on other relevant outcomes for this population, 

including internalizing and externalizing problems; and c) to determine whether NET is an 

acceptable intervention. 

 

Method s 

Registration 

The protocol of the present review was pre-registered with the University of Lincoln (ref: 

2020_3734). 

 

Search strategy 

The literature search was conducted in accordance with PRISMA guidelines (Moher et al., 

2009). The electronic databases PsychINFO, MEDLINE, EMBASE, CINAHL, Web of 

Science, Scopus, PTSDPubs, and ProQuest were searched for peer-reviewed and grey 

literature between 2002 (year of publication of the first NET empirical study) and the day of 

the searches (13 July 2020).  
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The search terms used were: (Adolescent* OR Teenage* OR Teen* OR Child* OR 

ñChildren and young peopleò OR ñyoung peopleò OR Youth*) AND (ñNarrative Exposure 

Therapyò OR ñNarrative Exposureò OR KIDNET OR FORNET OR ñForensic offender 

rehabilitationò) AND (PTSD OR Trauma* OR ñPost-traumatic stress*ò OR ñPosttraumatic 

stress*ò OR ñPost traumatic stress*ò). These were employed in free-text searches and, 

where possible, with the addition of controlled vocabulary indices. The search terms were 

also adapted to the syntax of the databases and applied to article titles, abstracts and 

keywords. 

References of relevant book chapters (e.g., Schauer et al., 2017), narrative reviews 

(e.g., Jacob et al., 2017) and meta-analyses (e.g., Brown et al., 2017) were also searched 

for further studies. As Robjant and Fazel (2010) stated that three relevant studies were in 

preparation, one of the authors was contacted to enquire on whether these were available 

to consult. Finally, further studies were searched through the óCited byô function on Google 

Scholar and the reference lists of all included studies. 

 

Study selection 

All citations were managed using the referencing software EndNote. After duplicates were 

removed from the results of the searches, the remaining citations were screened using the 

inclusion criteria in Table 1.  

 

Table 1  

Study Inclusion Criteria and Rationale 

Inclusion criterion Rationale 

Participants in the study are <18 years old In accordance with the commonly used definition of óchildren and 

young peopleô (National Health Service Digital, 2018) 

All empirical quantitative studies  To widen the scope of the review and yield comparison 

Assessment of PTSD symptoms as primary 

outcome 

This is the primary target of NET, as well as the primary focus of 

the review 

Studies published in peer-reviewed and grey 

literature 

To avoid publication bias 

For grey literature, the studies are theses and 

dissertations 

To ensure a measure of quality control 

Studies published in all languages From previous scoping searches, research groups interested in 

NET were identified in non-English speaking countries, including 

Germany, the Netherlands and Finland. 
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The inclusion of qualitative studies was initially considered to address the 

acceptability question. As only one qualitative study was identified during the scoping search 

(Volpe et al., 2017), precluding a meta-synthesis, it was decided to exclude qualitative 

studies altogether. The search process and study selection are summarized in Figure 1.  

Although the abstract of one record (Isoaho et al., 2015) was retrieved in English, the 

full-text was only available in Finnish. As the study was judged relevant on the basis of its 

abstract, a draft translation of the full-text was developed using Google Translate and 

subsequently checked by a Finnish speaker consulted by the first author of this review. Nine 

studies fully met the eligibility criteria and were thus included in the review. 

 

Figure 1  

PRISMA Flowchart of the Study Selection Process 
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Data extraction 

The study characteristics extracted from the studies were: author(s), date, location, 

language, study design, type of source, sample size and characteristics, trauma history, 

NET protocol and treatment length, setting of delivery, control group, outcome measure(s), 

and length of follow-up (FU) period. Additionally, information about the study results was 

extracted, including key findings and dropout rates.  

 

Quality appraisal 

The studies included in this review adopted varied designs; therefore, the Mixed Methods 

Appraisal Tool (MMAT; Hong et al., 2018) was chosen to appraise their quality. The MMAT 

was developed to overcome some of the challenges encountered by researchers when 

appraising the methodological quality of groups of studies with heterogeneous designs. In 

its updated version, it includes two screening questions and five criteria for each of the five 

categories of study designs. An additional criterion was added to determine whether the 

delivery of NET had been subjected to treatment fidelity checks. 

When using the MMAT, researchers are initially asked to apply the screening 

questions to their study set and select the appropriate category of criteria. Subsequently, 

each criterion is rated ñYesò, ñNoò or ñCannot tellò for each study. As the use of a single 

final score is discouraged when using this tool and there is no univocal way to rate overall 

quality (Hong et al., 2018), in the present review each study was given a ólowô, ómediumô 

and óhighô quality rating based on the number of criteria met. No study was excluded on the 

basis of its quality, as that the evidence in this field is still emerging.  

 

Data synthesis 

Conducting a meta-analysis was initially considered to synthesize the findings. However, 

having not restricted the search to Randomized Controlled Trials (RCTs), the final set of 

studies was expected to be heterogeneous in terms of design; this was confirmed by the 

results of the searches. Therefore, the findings were described and compared through 

narrative synthesis.  

Standardized mean differences were used to answer the questions on NET 

effectiveness. Given that the specific type of effect sizes reported varied across studies, 

their magnitude was interpreted according to the relevant literature on each coefficient 

(e.g., Cohen, 1977; Hedges & Olkin, 1985). Additionally, other indicators used to 
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synthesize outcomes included reduction in symptom mean scores after NET, increase in 

symptom mean scores, no change, and remission rates for PTSD/other disorders. 

Dropout rates for NET, whether reported or calculated, were used as a proxy 

measure of intervention acceptability. As one study (Said & King, 2020) included some 

comments from participants, these were used to contextualize the findings on 

acceptability. 

 

Results  

Study characteristics 

The characteristics of the nine included studies are displayed in Table 2 (see Appendix 

A)1. Each study was assigned a number which was used as reference throughout the 

Results section. The studies were published between 2004 and 2020 and the majority 

were conducted in Europe (3, 4, 6, 7, 8). The remaining ones were undertaken in Africa (2, 

5, 9) and Asia (1). All articles were written in English, except for one (3), which was 

translated from Finnish. Eight out of nine studies were published on peer-reviewed 

journals, whilst the ninth was an unpublished Masterôs thesis (3) sought from grey 

literature. RCTs were the most common study design (1, 4, 6, 7), followed by case 

study/case series (3, 8, 9) and repeated measure design (2, 5). 

A total of 157 participants were involved in the studies, with 108 receiving NET 

(sample size: 1-38), 13 being on the waiting list and 36 receiving a different treatment. Two 

studies (4, 6) used the same sample, therefore participants were only counted once. All 

participants were under 18 years old, and participant age in the NET groups ranged from 8 

to 17 years old. All studies had mixed gendered samples, with the exception of those with 

one participant, who was female in study 3 and male in study 9. Participantsô countries of 

origin varied across studies and are detailed in Table 2. One study (2) did not report its 

participantsô country of origin; however, this study did not involve a refugee population and 

was conducted in Tanzania, so the children were likely to be locals. All participants met the 

criteria for PTSD or reported clinical levels of symptoms before receiving treatment, 

although in study 1 the authors stated that recruitment began three weeks after the 

traumatic event, and thus the given PTSD diagnosis was preliminary. Major depressive 

disorder (MDD) was the most common co-morbid presentation amongst participants (2, 5, 

7); other presenting issues included significant levels of internalizing and externalizing 

 
1 Appending the study characteristics table is a requirement of the journal. 
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problems (2, 3, 5), suicidality and self-harm (8), and a range of anxiety, mood and 

neurodevelopmental disorders (7). 

All CYP who took part in the studies had complex traumatic histories. The average 

number of traumatic events experienced by participants was four; however, some studies 

only cited ñcomplex traumatizationò (3) or exposure to ñmultiple eventsò (4,5,6). Other 

studies mentioned the average number of trauma types instead, which ranged from four to 

seven. As six out of nine studies involved young refugees and/or asylum seekers, war, 

organized violence and refugeedom were the most common trauma types. Additionally, 

participants in the studies were survivors of family and community violence (2, 4, 6, 7), 

abuse in care facilities (2, 3), natural disasters (2, 7, 8), accidents resulting in significant 

physical injury (3), or endured stressful or painful medical procedures (7, 8). 

All nine studies used the KIDNET protocol, as all the studies on FORNET with 

traumatized youth were amongst those excluded for including both children and young 

adults in their samples. Treatment length went from four to 20 sessions. In two instances, 

NET was delivered alongside other interventions: in study 2, this was a staff-level 

intervention with the orphanage caretakers; in study 8, participants also received case 

management and occasionally took part in psychology reviews and a psychological skills 

management group. 

The most common settings for the studies were temporary settlements for refugees 

or natural disaster survivors (1, 5, 9) and mental health services (6. 7, 8); one study (5) 

was conducted in an orphanage and in one (3) the setting was unclear.   

Three studies (1, 4, 6) had active comparators and one (7) had a Waiting List (WL) 

control group; whilst the rest were uncontrolled. PTSD symptoms and diagnostic status 

were assessed via structured interviews for children and adolescents, namely the UCLA 

PTSD Index for DSM-IV (1, 2, 7) and the Composite International Diagnostic Interview ï 

section K (5), and self-report measures, such as the Child Revised Impact of Event Scale 

(3, 4, 6, 8) and Child PTSD Symptom Scale (8) and the Posttraumatic Stress Diagnostic 

Scale (9). The most common secondary outcomes were depression and both self- and 

guardian/parent-rated internalizing and externalizing problems (also termed ñpsychological 

distressò), with other studies also investigating functional problems, physical complaints, 

resilience, posttraumatic cognitions, quality of traumatic memories, non-verbal cognitive 

functioning, frequency of self-harming behavior and presence of suicidal ideation (see 

Table 2 for details on the measures used). All studies highlighted that the measures were 

translated into the language(s) spoken by participants or administered with the aid of 
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interpreters. Only one study (8) explicitly stated that participants were interviewed about 

their experience at the end of NET. 

All studies included pre-test and post-test measurements, although in studies 1, 7 

and 9 post-test measures were not collected immediately after the end of the intervention. 

For studies that included an FU period, this ranged between four and twelve months. 

 

Quality appraisal  

Table 3 provides an overview of the quality appraisal of the studies. The overall quality 

ratings were assigned as follows: a ñhighò rating was given when all relevant criteria or all 

but one criterion were met; when two criteria were rated as ñNoò or more than one as 

ñCannot tellò, the studies were judged as ñmediumò quality; finally, a ñlowò quality rating 

was given if the studies clearly did not meet more than two of the relevant criteria. 

Two RCTs (1, 7) were found to be high quality, whilst the other two (4, 6) were 

judged as medium quality. All the remaining studies (2, 3, 5, 8, 9) were judged as medium 

quality for their respective study types.  

Appropriate descriptions of the strategies used to allocate participants to 

interventions and absence of significant differences between groups at pre-test were 

amongst the strengths of the high-quality RCTs. The limitations that prevented two RCTs 

for reaching the ñhighò rating were the amount of missing data and the absence of 

assessor blinding, which were both appropriately acknowledged by the authors. With 

regard to the first limitation, the two studies used the same sample but investigated 

different outcomes and treated the missing data differently: study 4 managed them through 

multiple imputation and only analyzed pre- and post-test changes, as the FU data were 

missing in a non-random manner; study 6 only run the pre- and post-test analyses on 

completers and included the available FU data in intention-to-treat (ITT) analyses. As for 

the second limitation, in these studies the assessors could not be blinded to the 

interventions as the measures were administered by clinicians as part of the sessions. 

Study 2 was part of a two-phased investigation. The first phase was a cross-

sectional study that aimed to explore the relationship between childrenôs exposure to 

violence in their families and in the orphanage, aggression and mental health symptoms. 

This phase involved 38 participants, and the authors stated that those who met the criteria 

for PTSD were subsequently offered NET. Although the authors provided the number of 

participants who were included in the analyses, it was unclear how many children received 

NET in the first place, which made the completeness of the dataset difficult to establish. 
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Overall, the studies employed standardized outcome measures that are widely used 

with CYP, and in some cases relied on multiple raters (participants, guardian/parents and 

clinicians). Exceptions were 9, in which the adult version of the PDS was utilized, and 1 

and 7, in which the authors developed tailor-made questionnaires to assess functional 

problems and physical complaints.  

Between the two studies that included assessments of putative mechanisms of 

change within NET (e.g., integration of traumatic memories and change in post-traumatic 

cognitions), only one (4) attempted to link them to PTSD symptoms. 

As mentioned above, in studies 2 and 8 NET was delivered alongside other 

interventions. Therefore, it is difficult to determine which of the observed benefits can be 

attributed to the specific impact of NET. This is also true for all the studies that did not 

include a control group or account for possible confounders (e.g., previous level of trauma 

exposure, current stressors for asylum seekers and refugees, etc.). 

Some attempts to assess treatment fidelity were identified in the studies. The fidelity 

checks were conducted through supervision by expert clinicians (1, 8, 9) and use of the 

treatment protocol as described in the NET manual (4, 6). The fidelity criterion was also 

judged as met when the therapy was delivered by one or more of the authors of the 

manual (5, 9). As study 3 was a thesis, the delivery of NET was likely supervised, however, 

it is not possible to determine this for certain from the information provided by the author. 

Finally, whether any adherence measure was used was unclear in study 5. 

In all case studies and series (3, 8, 9), the criteria for recruitment were unclear, and 

for one of them (3), it was not possible to establish whether the participant was 

representative of the population under study. In this case, the participant was an 

adolescent girl with a history of abuse in care who was subsequently adopted. It is likely 

that NET was delivered in an outpatient setting, however, this is not explicitly reported and 

consequently the characteristics of the population who could have been sampled are not 

available either.   
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Table 3   

Quality Appraisal of Included Studies 

Category of 
study design  

Methodological quality criteria  

 
 

Study  

1 2 3 4 5 6 7 8 9 
Screening 
questions (for all 
types) 

S1. Are there clear research questions?  
 

Y Y Y Y Y Y Y Y Y 

S2. Do the collected data allow to address the research questions? 
  

Y Y Y Y Y Y Y Y Y 

Quantitative 
randomized 
control studies 
                                  

2.1. Is randomization appropriately performed? 
 

Y   Y  Y Y   

2.2. Are the groups comparable at baseline? 
 

Y   Y  Y Y   

2.3. Are there complete outcome data? 
 

Y   N  N Y   

2.4. Are outcome assessors blinded to the intervention provided? 
 

Y   N  N Y   

2.5. Did the participants adhere to the assigned intervention? 
 

Y   Y  Y Y   

 Was the delivery of NET checked for fidelity? 
                                                    

Y   Y  Y C   

 Overall quality rating 
 

H   M  M H   

Quantitative 
non-randomized 
studies 

3.1 Are the participants representative of the target population? 
 

 Y   Y     

3.2 Are measurements appropriate regarding both the outcome and 
intervention (or exposure)? 
 

 Y   Y     

3.3 Are there complete outcome data? 
 

 C   N     

3.4  Are the confounders accounted for in the design and analysis? 
 

 N   N     

3.5 During the study period, is the intervention administered (or exposure 
occurred) as intended? 
 

 N   Y     

 Was the delivery of NET checked for fidelity?   
                                                  

 Y   C     

 Overall quality rating 
 

 M   M     
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Quantitative 
descriptive 
studies 

4.1 Is the sampling strategy relevant to address the research question? 
 

  C     C C 

4.2 Is the sample representative of the target population? 
 

  C     Y Y 

4.3 Are the measurements appropriate? 
 

  Y     Y N 

4.4 Are there complete outcome data? 
 

  Y     Y Y 

4.5 Is the statistical analysis appropriate to answer the research question? 
 

  Y     Y Y 

 Was the delivery of NET checked for fidelity? 
 

  C     Y Y 

  Overall quality rating 
 

  M     M M 

            
            

Notes. C = Cannot tell; H = High; M = Moderate; NET = Narrative Exposure Therapy; N = No; Y = Yes.
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Effectiveness for PTSD symptoms 

Key findings from included studies were summarized in terms of statistical significance 

and, where possible, clinical significance and magnitude of effect sizes. As shown in Table 

4, all studies reported positive results for the primary outcome, however, the wide 

methodological differences mean that some of these findings need to be interpreted with 

caution. 

With regard to the RCTs, two studies (1, 7) reported remission rates for PTSD at 6-

month FU ranging between 81% and 83%; only study 6 noted the post-test rate, which 

was 55%. Remission in the NET group was higher than the controls in all studies, although 

only study 7 controlled for spontaneous remission by including a non-treated group.  

In study 1, significant improvements in PTSD symptoms and large effect sizes were 

observed for both KIDNET (d = 1.76) and Meditation-Relaxation (MED-RELAX; d = 1.83) 

at one-month post-test, which were sustained after six months (NET; d = 1.96; MED-

RELAX; d = 2.20). The authors found no significant advantage of NET over the non-

trauma-focused control, and hypothesized that this was possibly due to the fact that, in the 

immediate aftermath of a natural disaster, participants were inevitably exposed to 

reminders of the trauma even in absence of systematic exposure. Furthermore, meditation 

techniques like those in the control intervention were already commonly practiced within 

the culture of participants (Tamil in Sri Lanka).  

Conversely, symptom reduction at post-test was only significant for NET and not for 

Treatment as usual (TAU) in studies 4 (NET; drm = 0.65 versus TAU; drm = 0.29) and 6 

(NET; d = 0.83 versus TAU; d = 0.37). Effect sizes for NET were moderate and large 

respectively. In 6, ITT analyses using FU data confirmed the post-test results. However, 

these results were limited by the lack of assessor blinding and large portion of missing 

data.  

Finally, in study 7 PTSD symptom severity was significantly reduced by 60% in the 

NET group (d = 1.9) and the benefit was maintained after 12 months (d = 1.80), whilst no 

such improvement was observed in the WL group (d = 0.30 at post-test). The authors only 

reported findings in treatment completers, as ITT analyses revealed the same results. 

However, only children in the KIDNET group were assessed again at 12-month FU. 

Overall, findings from repeated measure design studies were consistent with those 

from RCTs. Study 2 did not report the remission rate, whilst in study 5, 67% of children no 

longer met the PTSD criteria at 9-month FU and 33% had borderline scores. A significant 

decline in PTSD symptoms with a moderate effect size (d = 0.50) was registered at post-
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test, although the staff-level intervention delivered alongside NET which might have had an 

indirect effect on participantsô mental health (e.g., orphanage caretakers using non-violent 

disciplinary measures). Study 5 described significant changes in PTSD symptoms after 

NET which were maintained after 9 months, however, no effect sizes were reported.  

Findings from case studies and case series need to be interpreted in light of several 

methodological limitations, including lack of extended baseline or statistical control to 

account for its absence. Fifty percent of participants were considered remitted in study 8, 

and so was the participant in study 9. In study 3, a decline in PTSD was observed at post-

test and continued at one-month FU, whilst study 8 indicated that overall severity dropped 

by 67% but a slight increase was observed in some hyperarousal symptoms. In study 8, 

the authors calculated the Reliable Change Index (RCI; Jacobson & Truax, 1991), and 

found reliable improvements in all NET completers and some improvement in the non-

completer. However, in all cases these changes could have been the product of natural 

symptom fluctuations or, in 8, of other forms of support received within the mental health 

service. None of these three studies reported effect sizes for the study design. 

 

Effectiveness for secondary outcomes 

Details of findings on secondary outcomes can also be found in Table 4. Only one RCT 

investigated depression symptoms and found no significant effect at post-test for neither 

NET (gav = 0.22) nor TAU (gav = 0.14). ITT analyses of FU data were not possible due to 

the large amount of missing data for the depression measure. Other findings for this 

outcome come from studies with less robust designs (repeated measure and case 

studies): the decline in depression was non-significant in study 2 (z = ï 0.28), whilst study 

3 found a sustained decline at post-test and FU for its participant, but did not investigate 

clinical significance. In study 2, the authors suggested that the lack of change might be 

due to floor effect, given that depression scores were relatively low at pre-test. Conversely, 

one study that also used a repeated measure design (5) found that all participants who 

met the criteria for MDD at post-test no longer did so nine months after completing NET. 

Study 6 was also the only RCT to investigate internalizing and externalizing 

problems and found that NET and TAU had similar benefits and small to moderate effect 

sizes at post-test. This was true both when the outcome was assessed by the children 

themselves (NET; gav= 0.33 versus TAU; gav = 0.39) and their guardians (NET; gav = 0.33 

versus TAU; gav = 0.50). Amongst the uncontrolled studies, in study 3 there was a 

discrepancy between the child- and guardian-rated assessments, as the former reported a 
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slight increase in problems and the latter a decrease. The decline in this self-reported 

outcome was non-significant in study 2 (d = 0.32). 

Some studies considered the impact of NET on other outcomes. One RCT (1) found 

NET and MED-RELAX to be equally effective in reducing functional problems, although, as 

noted above, these were assessed through a non-validated measure. In an uncontrolled 

study (5), participants reported a significant decrease in functional impairment associated 

with PTSD symptoms, including those with borderline levels of symptoms at FU.  

Another RCT (4) found a significant improvement in the quality of trauma memories 

in the NET group (drm = 0.26), whilst this was non-significant in TAU (drm = 0.43). Such 

changes were associated with PTSD symptom reduction at post-test, consistently with one 

of the proposed mechanisms of change within NET. However, changes in posttraumatic 

cognitions were non-significant in both groups and NET and TAU did not significantly differ 

on either outcome. The authors mentioned potential spillover effects as a possible 

explanation for this, as the same therapists delivered both NET and TAU. Conversely, in 

study 3 positive changes in quality of traumatic memories and posttraumatic cognitions 

were observed after NET and at four-month FU, although these should be seen in the 

context of the studyôs poorer methodology.  

Changes after NET were non-significant for physical complaints (1), significant but 

small for resilience (6; gav= 0.32), and significant for nonverbal cognitive functioning (effect 

size not reported). Finally, half of the participants in study 8 were no longer self-harming or 

reporting suicidal ideation after receiving NET, although they were also exposed to other 

forms of input. 

 

Acceptability 

Dropout rates for NET ranged between 0% and 25% (Table 4), which suggest that the 

treatment was reasonably acceptable for the CYP involved in the studies. In RCTs, 

dropouts in the NET groups were equal or lower than in the respective active controls (0% 

for MED-RELAX in 1; 19% TAU in 4 and 6). The exception was study 7, in which no 

participant dropped out of the WL, whilst one left after three NET sessions. However, the 

authors reported that the young person reprised treatment after the study was concluded. 

As discussed above, in 2 it was not clear how many participants received NET 

initially, so the dropout rate in this study was difficult to compute. It is worth noting that in 

the study with the highest dropout rate (25% in 8), one out of four participants was unable 

to complete NET due to the termination of the fixed-term contract of their therapist. 
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Therefore, it is not possible to draw conclusions on the acceptability of NET in this 

particular case. Other reasons for dropouts (4, 6) were feeling that treatment was no 

longer needed (NET and TAU) and feeling unable to withstand treatment (NET). 

In study 6, the authors stated that intervention safety was closely monitored 

throughout and no inpatient hospitalizations, suicide attempts or other adverse events took 

place during the study. 

Only study 8 included participantsô feedback on NET, although a full report of these 

qualitative data might soon be available (Said et al., in submission). Perceived benefits 

mentioned by young people included feeling more able to control their traumatic 

memories, gaining more understanding of the past, and putting the negative events in 

context. NET was described as helpful by all interviewed participants. Perceived 

challenging aspects were talking about stressful experiences, and having difficult feelings 

and flashbacks immediately after the sessions. 
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Table 4  

Summary of Quantitative Results 

N Key findings on PTSD symptoms  
 

Key findings on secondary outcomes  Dropout rates  

 
1 

KIDNET 

¶ RR: 81% at FU; 

¶ Significant improvement in PTSD symptoms at post-test (d = 
1.76); these were maintained 6 months later (d = 1.96); 

¶ Similar degree of change in intrusion, avoidance and 
hyperarousal symptoms. 

MED-RELAX 

¶ RR: 71% at FU; 

¶ Significant improvement in PTSD symptoms at post-test (d = 
1.83); these were maintained 6 months later (d = 2.20); 

¶ No significant differences between the two intervention groups. 
 

KIDNET and MED-RELAX 

¶ Significant decrease in number of functioning 
problems and slight but ns decrease in number of 
physical complains in both groups. 

¶ No significant differences between the two 
intervention groups. 

 KIDNET: 0% 
MED-RELAX: 0% 
 

2 KIDNET 

¶ Significant decline in PTSD symptoms at post-test (d = 0.50). 

KIDNET 

¶ Ns decline in depressive symptoms (z = - 0.28); 

¶ Ns decline in internalizing and externalizing 
problems (d = 0.32). 
 

Unclear 

3 KIDNET 

¶ Decrease in PTSD symptoms at post-test and further decrease 
at FU (effect size NR). 

 
 

KIDNET 

¶ Decrease in depression symptoms at post-test, 
maintained at FU; 

¶ Decrease in externalizing and internalizing 
problems at post-test, further decrease at FU 
(GR); 

¶ Slight increase in externalizing and internalizing 
problems, maintained at FU (SR); 

¶ Improvements in quality of trauma memories, 
trauma-related cognitions and autobiographical 
memory. All remained stable or further improved 
at FU. 

¶ Effect sizes NR. 
 

KIDNET: 0% 

4 KIDNET 

¶ Significant decrease in PTSD symptoms at post-test (drm = 
0.65) 

TAU 

¶ Ns symptom reduction (drm = 0.29). 

¶ Significant difference in favor of KIDNET. 

KIDNET 

¶ Ns decrease in post-traumatic cognitions at post-
test (drm = 0.22); 

¶ Significant improvement in quality of traumatic 
memories (drm = 0.26). 

TAU 

KIDNET: 10% 
TAU: 19% 
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¶ Ns changes in posttraumatic cognitions (drm = 
0.04) and quality of traumatic memories (drm = 
0.43). 

¶ No significant differences between the two 
intervention groups. 

5 KIDNET 

¶ RR: 67% at 9-month FU; the remaining 33% had borderline 
scores. 

¶ Significant reduction in PTSD symptoms at post-test, 
maintained over time. 

¶ Effect size NR. 

KIDNET 

¶ RR for depression: 100% of participants who met 
the criteria at pre-test no longer did at FU; 

¶ Significant reduction in impairment, including in 
the 33% with residual PTSD symptoms. 

 

KIDNET: 0% 
 
 

6 KIDNET 

¶ RR: 55% at post-test. 

¶ At post-test significant decrease in overall PTSD symptoms (d 
= 0.83), intrusions (d = 1.13), and arousal (d = 0.57); NS 
decrease in avoidance (d = 0.34); 

¶ Intention to treat analyses: symptom improvement was still 
significant at FU. 

TAU 

¶ RR: 25% at post-test; 

¶ At post-test, ns decrease in overall PTSD symptoms (d = 0.37), 
intrusion (d = 0.48); arousal (d = 0.38), and avoidance (d = 
0.01). 

¶ Intention to treat analyses: ns changes; 

¶ Significant differences in favor of KIDNET. 
 
 

KIDNET 

¶ Ns change in depressive symptoms (gav = 0.22); 

¶ Intention to treat analyses not possible for 
depressive symptoms. 

¶ Significant decrease in psychological distress 
(SR gav= 0.33; GR gav = 0.33);  

¶ Significant  increase in resilience  
(gav= 0.32) at post-test; 

¶ Intention to treat analyses: improvements were 
maintained at FU for psychological distress but 
were ns for resilience. 

TAU 

¶ Ns change in depressive symptoms (gav = 
0.14); 

¶ Significant decrease in psychological 
distress (SR gav = 0.39, GR gav = 0.50); 

¶ Significant increase in resilience (gav = 0.43); 

¶ Intention to treat: Same as KIDNET group. 

KIDNET: 10% 
TAU: 19% 
 
 

7 KIDNET 

¶ RR: 83% of participants at 6-month FU 

¶ Clinically relevant and statistically significant reduction in PTSD 
symptom severity; 

¶ Overall symptom severity reduced by 60% (d = 1.9). 

¶ Significant improvements in intrusions, avoidance and numbing, 
arousal and functional impairment. Larger changes in intrusion 
and hyperarousal. 

¶ Significant improvement at post-test was maintained at FU (d = 
1.8). 

WL 

¶ RR:30% of participants at FU; 

¶ Ns change in PSTD symptom severity; 

¶ Only improvement in intrusions was significant (z = 3). 
 

KIDNET 

¶ Significant improvement in nonverbal cognitive 
functioning at post-test and further improvement 
at FU; 

¶ WL 

¶ Significant but less favorable development in 
nonverbal cognitive functioning. 

 

KIDNET: 12%  
WL: 0% 
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8 KIDNET 

¶ Reliable improvements in PTSD symptoms were observed in 
treatment completers; 

¶ RR: 50% at post-treatment; 

¶ For non-completer: improvements in re-experiencing 
symptoms, self-blame and negative feelings about the events 
and increase in hyperarousal at mid-point. 

 

KIDNET 

¶ 50% were no longer engaging in self-harming 
behavior and no participant reported suicidal 
ideation at post-test. 

KIDNET: 25% 
 

9 KIDNET 

¶ Remission: 100% (n = 1); 

¶ PTSD symptoms dropped below the clinical cut-off at post-test 
(6 months); 

¶ PTSD severity reduced by 66.6%; 

¶ Intrusion, avoidance and arousal symptoms decreased or 
remained stable. Sleeping problems and irritability slightly 
increased; 

¶ Effect size NR. 
 

None KIDNET: 0% 

Notes. FU = follow-up; GR = guardian-rated; KIDNET = narrative exposure therapy for children and adolescents; MED-RELAX = meditation-relaxation; NET = narrative exposure 

therapy; NR = Not reported; NS = Non-significant, PTSD = posttraumatic stress disorder; RR = Remission Rate; SR = Self-report; TAU = Treatment as usual; WL = waiting list. 
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Discussion  

The aim of this review was to consider all available evidence for the use of NET with CYP 

in terms of effectiveness and acceptability. All included studies used the child-friendly 

protocol KIDNET and reported significant improvements in PTSD symptoms which were 

sustained or further improved where participants where followed up. Effect sizes for PTSD 

symptoms were moderate to large, and noticeably the larger effect sizes were reported by 

the studies with the most robust designs. These positive findings are in line with NET 

studies with adults (e.g., Jacob et al., 2017) and adolescents and adults (e.g., Ertl et al., 

2011; Schaal et al., 2009). In the current review, NET was found to outperform the WL 

control and to be equally or more effective than the active controls. However, none of the 

controls were groups treated with trauma-focused therapies; future trials should aim to 

compare NET with other well-established treatments for CYP (e.g., TF-CBT and EMDR), 

and use methods to reduce risk of bias, such as randomization or statistical control of 

confounders (Pourhoseingholi et al., 2012). 

A strength of the reviewed evidence was that NET was evaluated in samples of 

young people with different traumatic experiences and from diverse cultural backgrounds, 

suggesting its transferability across a variety of trauma populations. Furthermore, all the 

sampled participants experienced multiple traumas, which is not necessarily the case for 

the evidence for other trauma therapies with CYP (Smith et al., 2019).  

Although the findings from case studies and series cannot be generalized to larger 

populations, they offer important information on the applicability of NET in naturalistic 

settings and potential effectiveness at the individual level. Possible improvements for 

these study types would be incorporating multiple baselines or at least three baseline 

measurement points (Smith, 2012). 

Overall, the current review suggests that the child-friendly adaptation of NET is a 

promising intervention to treat PTSD symptoms in CYP, although the evidence is limited by 

the small sample sizes, small number of studies, and use of uncontrolled designs in a 

large portion of them. It is recommended that future studies address these limitations and 

also examine the effectiveness of FORNET with samples comprising CYP only, rather than 

adolescents and young adults as in the existing trials (Crombach & Elbert, 2015; 

Hermenau et al., 2013; Robjant et al., 2019). 

Despite some promising results, at this stage there is insufficient evidence to 

conclude that NET is effective in reducing depressive symptoms and internalizing and 
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externalizing problems in CYP. The findings for depression are in partial contradiction with 

those in adults, where NET was found to significantly impact on depressive symptoms, 

albeit it only outperformed non-active comparators and effect sizes were smaller than 

those for PTSD (Lely et al., 2017). Only some of the studies included in this review 

considered depression and other mental health problems as secondary outcomes, and it is 

possible that the findings were due to methodological issues (e.g., the studies being 

underpowered to detect these effects). However, it is also worth considering that some 

complex trauma sequelae in CYP might require additional interventions to be successfully 

addressed. For example, NET might need to be delivered as a óphase twoô treatment for 

trauma processing after an initial stabilization phase (Lee, 2016). Nonetheless, further 

research is needed to further examine these outcomes and studies should ideally rely on 

multiple informers to corroborate the findings. 

Similarly, it is not possible to draw conclusions with regard to the effectiveness of 

NET for other secondary outcomes considered in the studies, such as functional 

impairment and physical complaints. Future research should investigate these areas and 

assess them with validated measures. Furthermore, only two studies assessed the impact 

of NET on traumatic memories and none measured habituation; more studies are needed 

to examine the potential mechanisms of change within NET, for example through coding 

frameworks for trauma narratives and physiological measures of arousal. 

The low dropout rates in the studies suggest that NET is generally tolerable for 

traumatized CYP. However, dropout rates alone do not allow for in-depth exploration of 

acceptability, which was more thoroughly examined by Volpe et al.ôs (2017) qualitative 

study assessing NETôs acceptability and feasibility for adolescents who experienced 

intimate partner violence. Therefore, further qualitative research or use of Change 

Interviews (Elliott et al., 2001) after NET are also recommended. 

A strength of this review is that its scope was not restricted to published studies, a 

specific design and English only literature, which allowed for a broader consideration of the 

existing evidence and avoided some forms of bias. However, the screening, quality 

appraisal and data extraction were completed by only one author (FR); the absence of a 

second independent reviewer increased the risk of bias and therefore should be 

considered a limitation.  

To conclude, the child-friendly adaptation of NET appears to be an acceptable and 

promising intervention for reducing PTSD symptoms in CYP with multiple traumas. More 
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research with robust methodologies is needed to continue to develop the evidence base 

for NET and further explore its impact on other relevant outcomes for young people.  
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Journal Abstract  

This study investigated the potential effectiveness, feasibility, acceptability, and putative 

mechanisms of change of Narrative Exposure Therapy (NET) delivered via 

videoconferencing with young people who witnessed domestic violence.  A naturalistic, 

mixed-method, AB, interventional single case design was used. Five female adolescents 

aged 13-17 years were recruited from a Child and Adolescent Mental Health Service in the 

United Kingdom and attended 4-10 video-sessions of the child-friendly NET protocol. 

Participants completed questionnaires assessing posttraumatic stress symptoms (PTSS), 

general psychological distress, and trauma memory quality, wore a heart rate (HR) monitor 

assessing habituation, and were offered a Change Interview. At post-intervention, three 

participants showed reliable improvement in PTSS, but only one showed clinically 

significant change. One participant also demonstrated reliable improvement in general 

psychological distress. Effect size estimates ranged from moderate to very large and 

indicated change in the desired direction for all but one participant; estimated effects for 

general psychological distress were more modest. Three participants showed reductions in 

trauma memory quality, indicating increased integration. Within-session habituation was 

observed for all participants with available HR data; between-session habituation was also 

recorded for two of them. The lifeline was mentioned as a helpful aspect of NET, the video 

delivery was considered both a barrier and a facilitator to engagement, and positive or 

mixed changes were reported by two participants. Future research with more control and 

larger samples is needed to answer questions on generality of findings and impact of 

online delivery; future studies may also include longer follow-up periods and investigate 

other outcomes. 

 

Trial registration number  NCT04866511 (ClinicalTrials.gov) 

 

Keywords  posttraumatic stress; complex trauma; narrative exposure therapy; KIDNET; 

children and young people; domestic violence; remote psychotherapy. 
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Introduction  

The term Domestic violence (DV) refers to a wide range of threatening behavior, violence 

or abuse between adults who are in a personal relationship (Howarth et al., 2013). It is 

estimated that 25% of children in the United Kingdom (UK) have been exposed to violence 

between adults in their home before the age of 18; of these percentage, 6% have 

witnessed severe DV, namely when the violence involved a high risk of significant harm or 

death (Radford et al., 2011).2  

It is well-established that children and young people (CYP) who witness DV are 

susceptible to develop posttraumatic stress symptoms (PTSS; Levendosky, 2013)3, 

namely a pattern of reactions including intrusion symptoms connected to the experience, 

avoidance of associated stimuli, significant changes in mood and cognitions, and 

hyperarousal manifesting as hypervigilance, aggressive or reckless behavior (American 

Psychiatric Association, 2013). According to the Diagnostic and Statistical Manual of 

Mental Disorders, 5th Edition (DSM-5), posttraumatic stress disorder (PTSD) can be 

diagnosed if such symptoms persist for at least one month and cause significant 

impairment. Similarly, the International Classification of Diseases, 11th Revision (ICD-11) 

describes PTSD as characterized by re-experiencing, avoidance, and persistent 

perceptions of heightened current threat (World Health Organization, 2019). The PTSD 

diagnosis has been criticized for not adequately capturing the difficulties of survivors of 

repeated or chronic traumatization, which have often been described as complex trauma 

(Herman, 1992). In line with this, the ICD-11 introduced Complex PTSD as a distinct 

diagnosis with core PTSD symptoms and additional disturbances in affect regulation, self-

concept, and relationships (Brewin, 2019)4.  

 Given its typical chronicity and repeated nature, exposure to DV can lead to 

complex trauma presentations; among CYP who witnessed violence in their homes, 

younger children are more likely to present with anxiety, including separation anxiety from 

the abused caregiver, physical symptoms and regression to previous stages of 

development, while older children and adolescents might externalize their distress by self-

harming, misusing alcohol and substances, or physically attacking peers or other family 

members (UNICEF, 2016). Furthermore, CYP from violent households tend to perform 

 
2 See extended paper section 1.1.1 for definitions of DV and prevalence of CYP witnessing DV. 
3 See extended paper sections 1.1.2 and 1.1.3 for risk factors and consequences of witnessing DV in CYP. 
4 See extended paper section 1.3 for diagnostic classifications of trauma-related presentations in CYP. 
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poorly in school and are at greater risk of teenage pregnancy and offending behavior than 

those raised in homes without violence (Anda et al., 2001; Herrera & McCloskey, 2001). 

Some young people may also blame themselves for not protecting the abused caregiver 

(Kilpatrick & Williams, 1998). Finally, having witnessed DV in childhood may also increase 

the risk of entering a domestically abusive relationship in adulthood (Capaldi et al., 2012).5 

    Both CYP and caregivers who have been exposed to DV should have access to 

adequate services that meet their diverse needs, including psychological therapies to 

address PTSS and other trauma-related difficulties (Lundy & Grossman, 2005).6 However, 

research in this area is still limited, possibly due to the recognition of the consequences of 

DV on children being a relatively recent phenomenon (Dodaj, 2020). Several trauma-

focused therapies have shown good effectiveness with young people and are commonly 

offered in Child and Adolescent Mental Health Services (CAMHS) within the UK National 

Health Service (NHS). For example, Trauma-focused Cognitive Behavioral Therapy (TF-

CBT) is considered the psychological treatment for traumatized youth with the strongest 

evidence base; however, such studies have not necessarily focused on young people with 

multiple or prolonged traumatic exposure (Smith et al., 2019) and dropout rates can be as 

high as 33% (de Arellano et al., 2014). Given the dramatic range of adverse outcomes for 

DV-exposed youth and the gaps in the evidence highlighted above, further research into 

effectiveness of therapies is paramount.    

A treatment that has been specifically developed for people with multiple traumas is 

Narrative Exposure Therapy (NET; Schauer et al., 2011). NET is a short-term, manualized 

intervention combining Exposure Therapy and Testimonial Therapy that was initially 

conceived as a treatment for survivors of war and organized violence, and thus designed 

to be pragmatic and deliverable in low-resource and emergency settings. In NET, following 

assessment and psychoeducation, a chronological timeline of the clientôs life (ólifelineô) is 

constructed; positive (óflowersô) and traumatic events (óstonesô), as well as losses 

(ócandlesô) and any episodes of perpetrated violence (ósticksô), are symbolically marked. 

The traumatic events are then narrated in detail, written up and read back to the client, and 

re-narrated until they have been processed through imaginal exposure. Finally, a written 

narrative of the clientôs whole story is jointly produced and handed to them as a 

documented testimony.7  

 
5 See extended paper section 1.4 for discussion of DV sequelae in the context of Adverse Childhood 
Experiences. 
6 See extended paper section 1.1.4 for interventions for DV. 
7 See extended paper section 1.4.1 for further details on NET therapeutic approach. 
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 NET has recently been included in the National Institute for Health and Care 

Excellence (NICE; 2018) clinical guidelines for the treatment of PTSD under the umbrella 

of trauma-focused CBT therapies. In a meta-analysis of NET studies on adults across 

different cultures (Lely et al., 2019), effect sizes for NET on PTSS were found to be large 

at post-treatment and sustained at follow-up, whereas medium effect sizes were found for 

depression at both points in time. Conversely, a different meta-analysis (Raghuraman et 

al., 2020), which also considered PTSD diagnostic status, found a significant reduction on 

this outcome following NET in the short- and midterm time points, which outperformed 

controls, but this was not maintained long term. Nonetheless, NET emerged superior to 

control interventions in terms of reduction of PTSS in the midterm and long-term. 

Furthermore, a review by Mßrkved et al., (2014) suggested that, despite the many 

similarities, NET appeared to be more acceptable than Prolonged Exposure (PE), as 

reflected in its lower average dropout rates (PE: 27.20% vs NET: 5.06%).    

More recently, an adapted protocol (also known as the óKIDNETô) has been 

developed for use with CYP from age 7; differences from the adult version include 

involvement of caregivers in the psychoeducation session and use of visual and age-

appropriate media and language to facilitate engagement and trauma narration (Schauer 

et al., 2011, 2017). Although fewer studies using this protocol have been published 

compared to the more established evidence for NET with adults, the available results in 

different trauma populations are promising (e.g., Catani et al., 2009; Hermenau et al., 

2011; Onuyt et al., 2005; Peltonen & Kangaslampi, 2019; Ruf et al., 2010).8 

To the authorsô knowledge, the only UK-based study conducted in a CAMHS setting 

is a feasibility report by Said and King (2020), which showed that NET helped reduce 

PTSS in unaccompanied asylum-seeking minors. Other applications of NET with children 

and adolescents in UK services include its use with young people with PTSD and 

psychotic symptoms, survivors of sexual abuse, with PTSD, anxiety, depression and 

eating difficulties, and with chronic health conditions requiring multiple interventions (Fazel 

et al., 2020). However, these examples are only available as narrative case reports and do 

not include quantitative outcomes. Furthermore, the impact of  child-friendly NET on other 

mental health outcomes (aside from PTSS) is less conclusive (Siehl et al., 2021). As a 

brief, NICE-recommended treatment that was specifically designed to address multiple 

traumas and appears to be tolerable, NET may be a particularly good candidate for use 

with CYP who experience trauma-related difficulties following DV-exposure.  

 
8 See extended paper section 1.4.2 for summary of evidence base for child-friendly NET protocol. 
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From a theoretical standpoint9, NET draws upon dual representation theory (Brewin 

et al., 1996)10 and emotional processing theory (Foa & Kozak, 1986).11 In line with these 

perspectives, habituation and integration of traumatic memories into oneôs general 

autobiographical memory have been proposed as key putative mechanisms that contribute 

to therapeutic change12 (Schauer et al., 2011). Habituation is achieved through repeated 

imaginal exposure to traumatic content, and it is reflected in a reduction in physiological 

arousal as the narration progresses. Some studies have found habituation to be linked to 

positive outcomes in exposure-based treatments (e.g., Craske et al., 2014)13. PTSS have 

been linked to lack of sufficient integration of trauma memories into autobiographical 

memory, which leads to such memories being fragmented, re-experienced at the sensory 

level rather than verbally retrieved, and triggered by environmental reminders (Brewin, 

2014).14 Therefore, NET aims to relieve symptoms by helping the client contrast past and 

present sensory, cognitive, emotional and physiological experiences, and linking the 

arousal-dominated aspects of memory (óhot memoriesô) to contextual information (ócold 

memoriesô). This process gradually embeds the traumatic events within the context of the 

personôs whole life story (Neuner et al., 2008). Although there is preliminary evidence that 

NET can improve autobiographical integration by reducing trauma memory quality in 

traumatized young people (Kangaslampi & Peltonen, 2020; Isoaho et al., 2015), the 

mechanisms of change within this approach have been largely unexplored.     

In recent years, workgroups across different countries have also started to deliver 

NET remotely in response to the significant adaptations in healthcare service delivery 

during the COVID-19 pandemic (ARQ Centrum ô45, 2020).  These changes have generally 

resulted in a renewed interest in telepsychotherapy, namely the use of real-time 

technologies, such as videoconferencing, to deliver psychotherapy to clients (Centers for 

Medicare and Medicaid Services, 2019).15 Although the evidence supporting the use of 

telepsychotherapies for CYP is growing (e.g., Nelson & Sharp, 2016), the empirical 

literature on trauma-focused treatments for this group is still scarce. To the authorsô 

knowledge, the only published examples of remotely delivered NET are a case report of an 

Afghani/Iranian refugee woman, who completed the therapy via telephone with the aid of 

 
9 See extended paper section 1.5 for further details on relevant theories. 
10 See extended paper section 1.5.1. 
11 See extended paper section 1.5.2. 
12 See extended paper section 1.6 for further details on putative mechanisms of change in NET. 
13 See extended paper section 1.6.2 for evidence on habituation as a mechanism of change. 
14 See extended paper section 1.6.1 for evidence on autobiographical integration as a mechanism of change. 
15 See extended paper 1.7 for further information on telepsychotherapy, including evidence for PTSD. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5578395/#R37
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an interpreter (Olavarrieta & Benuto, 2022),  and a case study series of NET during 

pregnancy using partial video delivery (last two sessions only; Stevens et al., 2020). As the 

offer of remotely delivered therapies is likely to continue in parallel with face-to-face 

services, developing the evidence base in this area is crucial.     

 

Purpose and objectives of current study    

In light of the abovementioned gaps in the literature, the purpose of this study was to 

investigate the potential effectiveness, feasibility, acceptability and putative mechanisms of 

change of NET delivered via videoconferencing with CYP who witnessed DV. Specifically, 

the primary objective was to evaluate whether video NET can reduce PTSS in this client 

group. The secondary objectives were to: (i) determine whether video NET can also impact 

on general psychological distress, including depression symptoms, anxiety symptoms, risk 

to self, and functioning problems; (ii) examine the putative mechanisms of change within 

NET, i.e., habituation and integration of trauma memories; and (iii) explore whether video 

NET is feasible and acceptable.  

 

Methods 16   

Ethical approvals17 

This study was reviewed and approved by the University of Nottingham Research 

Governance Team, the Derby Research Ethics Committee (REC), and the Health 

Research Authority within the NHS (IRAS ID: 291108). The Research departments of two 

local NHS Trust also confirmed their capacity to support the study. 

 

Design18   

The study adopted a naturalistic Single Case Design (SCD) methodology, and specifically 

a mixed-method, AB, interventional time-series design. This was aimed to measure 

change at the level of individual participants in a case series by comparing their respective 

baseline, intervention, and follow-up (FU) phases.  

 

 

 
16 See extended paper 2.1 for study epistemological position. 
17 See extended paper 2.2 for further information on study approvals and registration. 
18 See extended paper section 2.3 for further information on SCDs and rationale for chosen design. 
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Recruitment and consent procedures19   

Young people open to Community CAMHS teams within two local NHS Trusts were 

considered eligible to take part in the study if they: (a) were aged 12-17 at the time of 

recruitment; (b) had witnessed DV in the past; (c ) were experiencing PTSS, as assessed 

by a CAMHS clinician; (d) were able to provide informed consent (if aged Ó 16) or had a 

parent/guardian who could consent for them (if aged < 16); (e) were on the CAMHS 

waiting list and were not currently receiving another trauma-focused intervention; (f) were 

able to communicate verbally and speak English; and (g) had access to any device with a 

webcam, a mobile device, and Internet connection. Participants were excluded from the 

study if they had a diagnosis of Intellectual Disability, currently abused illicit substances, or 

had been assessed by a CAMHS clinician as being at high risk to themselves (e.g., severe 

non-suicidal self-injury [NSSI] and suicidality), risk from others (e.g., current exposure to 

DV or other forms of violence), and risk to others (e.g., serious and persistent violent 

behavior).   

Participants were recruited between May and December 2021. Written consent and, 

where relevant, assent were received for all aspects of the study, including audio or video 

recording of  sessions. If necessary, the CAMHS teams agreed to provide further and 

appropriate support to participants at the end of the study. Finally, young people and their 

parents were offered a pre-therapy call to arrange the initial NET session and discuss any 

questions or concerns, including around the use of the videoconferencing platform 

Microsoft Teams (MST).   

 

Measures20    

Information on participant demographics, history of trauma and adversity, main symptoms 

and presenting difficulties, any mental health and/or neurodevelopmental diagnoses, and 

previous interventions were retrieved from NHS electronic records.    

Outcome measures, namely the Childrenôs Revised Impact of Event Scale ï 13 

(CRIES-13, Perrin et al., 2005) assessing PTSS, and the Young Personôs Clinical 

Outcomes in Routine Evaluation (YP-CORE; Twigg et al., 2009) assessing general 

psychological distress, were administered approximately weekly throughout the baseline, 

intervention (at the beginning of each session), and one-month FU phases. Ideally, the 

 
19 See extended paper sections 2.4.1 and 2.4.2 and 2.4.3 for further information on sample size, recruitment 
(including rationale for eligibility criteria), consent procedures, and withdrawal for the study. 
20 See extended paper sections 2.4.4, 2.4.5, and 2.4.6 for additional information on and rationale for study 
measures, confidentiality and anonymity, and data storage. 
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intervention phase in AB designs should commence once baseline stability has been 

reached (Morley, 2018). In this case, waiting for a stable baseline would have meant 

withholding the therapy from traumatized young people who were highly distressed, were 

experiencing lengthier than usual waiting times due to the Covid-19 pandemic, and who 

often struggle with engagement. Therefore, it was decided that participants would 

commence NET after three weeks, regardless of whether their baselines had stabilized or 

not. 

The process measures assessing the two putative mechanisms of change were 

only collected during the intervention phase. The Trauma Memory Quality Questionnaire 

(TMQQ; Meiser-Stedman et al. 2007) was used to assess the problematic characteristics 

of traumatic memories resulting from a lack of autobiographical integration (e.g., 

fragmentation, sensory  and óhere-and-nowô quality, difficulty to put them into words, etc.). 

A wearable Heart rate (HR) monitor was used as a proxy measure of physiological arousal 

to assess: a) within-session habituation (WSH) during narrative exposure; b) and between-

session habituation (BSH) as the narration progressed. Specifically, Huawei Band 4 Pro, a 

wearable activity tracker that includes a continuous HR monitoring function and can be 

connected to an app, was chosen for this study. 

Participants completed all self-report measures via the online survey platform Jisc 

Online Surveys. At the end of FU, participants were asked to take part in a Change 

Interview (based on Elliott & Rodgers, 2008) via MST to assess their experience of taking 

part in video NET, any perceived changes, and any suggestions for improvement. To 

reduce response bias, interviews were conducted by an independent researcher, namely a 

Trainee Clinical Psychologist who was not involved in either the NET sessions or study 

development. Table 5 displays an overview of description, administration schedule, and 

psychometric properties of all measures. 
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Table 5 

Description, Administration Schedule, and Psychometric Properties of the Study Measures 

Measure Variable Description and scoring details Administration schedule Psychometric properties 

CRIES-13  Primary outcome: posttraumatic 
stress symptoms  
  

13 items assessing symptoms over the 
previous week; 4-point Likert scale (from 0 = 
ñNot allò to 5 = ñOftenò). Subscales: intrusion, 
avoidance, and hyperarousal symptoms. All 
items are added up to produce a total PTSS 
score and subscales  are added up to produce 
cluster-specific scores; higher scores indicate 
higher levels of PTSS. Clinical cut-off is 30. 

         Baseline (weekly, x 3) 
Intervention (each session) 
Follow-up (weekly, x 3) 

High internal consistency, and concurrent 
validity (Giannopoulou et al. 2006). 
Satisfactory construct validity 
(Giannopoulou et al., 2006; Pereira et al., 
2021). Good test-rested reliability (Deeba et 
al., 2014).   

YP-CORE  Secondary outcome: general 
psychological distress 

10 items assessing general psychological 
distress, including including anxiety symptoms, 
depression symptoms, risk to self, and 
functioning, over the past week. 5-point Likert 
scale (from 0 = ñNot at allò to 4 = ñMost or all of 
the timeò). Functioning items are reverse 
scored. All items are added up to produce a 
total distress score; higher scores indicate 
higher levels of distress. Clinical cut-off: 10.3 
to 15.9, depending on age and gender.  

         Baseline (weekly, x 3)  
Intervention (each session)  
Follow-up (weekly, x 3)  

 
High internal consistency (OôReilly et al., 
2016; Twigg et al., 2016). Good sensitivity 
to change (Twigg et al., 2009; 2016). Good 
reliability, validity, and acceptability (Twigg 
et al., 2009).  

TMQQ  Process variable: traumatic memory 
quality as an indicator of poor 
autobiographical integration 

11 items assessing properties of traumatic 
memories. 4-point Likert scale (from 1 = ñDonôt 
agree at allò to 4 = ñCompletely agreeò). Item 6 
(ñI can talk about what happened very easilyò) is 
reverse scored. All items are added up to 
produce total score; higher scores indicate 
higher trauma memory quality and poorer 
integration. 

Intervention (each session 
from session one)  

 Good internal consistency, criterion validity, 
and construct validity (Meiser-Stedman et 
al., 2007). 
  

Huawei Band 4 Pro  Process variable: physiological 
arousal as indicator of habituation 

 Wearable activity tracker (wristband) with 
continuous HR monitoring function. Measures 
Beats per minute (BPM). Can be connected to 
manufacturerôs app (Huawei Health). 

Intervention (each session 
from session three).  

 
- 

Change Interview  Feasibility and acceptability   Interview protocol exploring participantsô 
experiences of the intervention and perceived 
changes. 

Approximately one-month 
follow-up.  

 
-  

Notes. CRIES-13 = Childrenôs Revised Impact of Events Scale-13 items; YP-CORE = Young Personôs Clinical Outcomes in Routine Evaluation; TMQQ = Trauma Memory Quality Questionnaire.
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Video NET intervention21   

The intervention followed the KIDNET protocol and comprised six to ten sessions 

lasting between 90 and 120 minutes. The exact intervention length for each 

participant was contracted on a case-by-case basis depending on clinical need, 

including the number of traumatic events each young person experienced and 

wished to discuss in treatment. As per study protocol, participants who completed at 

least the minimum number of contracted sessions (six) were considered treatment 

completers.  Although NET has been found to reduce PTSS in adolescents and 

young adults after only four sessions (Schaal et al., 2009), a minimum intervention 

ódoseô of six was chosen to allow for dedicating a minimum of four sessions to 

processing of traumatic events. 

Due to the changes in service provision during the Covid-19 pandemic and 

the scope of the study, sessions were delivered remotely via MST. The delivery 

followed the guidelines on conducting online NET safely and effectively; these 

include discussion and use of grounding strategies that can be facilitated remotely to 

prevent dissociation and manage distress (Kaltenbach et al., 2021b).22 All sessions 

were delivered by the lead researcher and therapist (FR), a Trainee Clinical 

Psychologist with training in and experience of using NET in clinical practice, and 

took place between June 2021 and February 2022. Treatment adherence and 

competence were assessed by another researcher (TS) with extensive experience of 

the model and were aided by the session recordings and quality check forms, which 

were based on the treatment manual and KIDNET literature (Schauer et al., 2011, 

2017), and the abovementioned guidance around online NET. A full breakdown of the 

sessions content is presented in Table 6.    

All therapy and study materials were posted to participants before 

commencing the sessions. At the end of therapy, participants were debriefed and the 

lead researcher/therapist liaised with CAMHS clinicians to discuss post-NET support 

as appropriate.   

 

 
21 See extended paper section 2.4.7 for further information on video NET intervention and quality 
checks. 
22 See extended paper section 2.4.8 for further considerations around risk to participants, 
parents/guardians, and researcher. 
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Table 6 

 Breakdown of Content of Video NET sessions 

Session Activity  

          
 
 

 
1 

 

¶ Review of symptoms and difficulties (questionnaires and discussion); 
 

¶ Psychoeducationa including normalization and validation of common posttraumatic symptoms and 
responses, explanation of óhotô and ócoldô memories, and how NET/KIDNET works and looks like. 
Optional presence of nonviolent parent/guardian; 
 

¶ Safety planning: additional participant contact (telephone), emergency contacts, strategies to manage 
dissociation and distress.  

        
 

2 

 

¶ Review of symptoms and difficulties (questionnaires and discussion); 
 

¶ Construction of Lifeline. 

 
 
 
 
3 

 

¶ Review of symptoms and difficulties (questionnaires and discussion); 
 

¶ Narrative exposure: start of detailed narration from birth, including the first traumatic event (stone) on 
the lifeline; 
 

¶ End of narration at a point of (relative) safety; 
 

¶ Grounding and re-orientation to the present, if needed. 
  

 
 
 
 
4-9  
(or up to 
any 
penultimate 
session) 

 

¶ Review of symptoms and difficulties (questionnaires and discussion); 
 

¶ Re-narration: therapist reads written summary of previous event(s) to young person. New details are 
added and therapist assesses signs of habituation; 
 

¶ Narrative exposure process is repeated for the main events that are causing distress to the young 
person, in chronological order; 
 

¶ Less significant traumatic/negative events, losses, and positive events are discussed briefly and 
included in the story. Some flowers (positive events) may be narrated in detail if appropriate. 

  
 
 
10 (or any 
final 
session) 

 

¶ Review of symptoms and difficulties (questionnaires and discussion); 
 

¶ Therapist and young person read the last part of the written narrative and finalize the story; 
 

¶ Construction of second lifeline (optional) and focus on the future, including young personôs hopes and 
goals; 

 

¶ Therapist sends the written narrative to the young person via protected email or post. 
  

Notes. aPsychoeducation handouts shared with young person via the óscreen shareô function in MST and then emailed after the session. 

 

Analyses  

Visual analysis (Lane & Gast, 2014) was used to systematically examine changes 

within and across phases in the outcome measure and one of the process measures 

(TMQQ). Tau-U indices (Parker et al., 2011) were chosen to strengthen the visual 

analysis and estimate effect sizes for video NET on the two outcome measures, 

whilst accounting for potential baseline trends. Any observed trends in the baselines 
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were first tested for statistical significance through the free online calculator by 

Tarlow (2016). If baseline trends were found to be nonsignificant, the Tau-UA vs B (i.e., 

without baseline trend adjustment) was calculated at post-treatment (final session), 

one-week, and one-month FU through an effect size web application in RStudio 

(Pustejovsky et al., 2021). The absolute values of TAU-U indices were interpreted as 

follows: a) very large: > .80, large: .60 - .80, moderate: .20 - .60, small: <.20 

(Vannest & Ninci, 2015); and b) indices with a minus sign indicated effects in the 

desired direction (i.e., symptom reduction).23 Missing data were handled by imputing 

the mean of the available scores in the same phase, a common imputation method 

in SCDs (Velicer & Colby, 2005). 

The Reliable Change and Clinically Significant Change ([RC] and [CSC]; 

Jacobson & Truax, 1991) methods24 were be applied at post-treatment and FU for 

both outcome measures, to determine whether any changes were reliable (i.e., 

beyond chance or measurement error at 95% confidence) and clinically significant 

(i.e., indicating non-clinical levels of PTSS and general psychological distress). 

Additionally, Simulation Modelling Analysis (SMA; Borckardt et al., 2008) was used to 

investigate temporal relationships between the CRIES-13 and the YP-CORE (i.e., 

whether changes in PTSS were followed by changes in general psychological 

distress).25 

The HR data recorded by the Huawei Band 4 Pro during the narrations of 

traumatic events were graphed and visually inspected. Specifically, HR readings at 

ópeak arousalô and end of session were compared to investigate WSH and to peaks 

in the following sessions to examine BSH.  

Finally, qualitative findings from the Change Interviews were analyzed through 

content analysis using a deductive approach (Kondracki et al., 2002), and integrated 

with the quantitative data through a concurrent triangulation design (Creswell et al., 

2003) in the discussion section.26  

 

 

 
23 See extended paper section 2.5.1 for further information on visual analysis and rationale for TAU-U 
index. 
24 See extended paper section 2.5.3 for further information on RC and CSC calculations. 
25 See extended paper section 2.5.2 for further information on SMA. 
26 See extended paper section 2.5.4 for further information on deductive content analysis and data triangulation 

approach. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8674651/#bib36
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Results    

Participants and intervention delivery 

A total of seven young people who met the eligibility criteria were approached about 

the study and five female participants aged 13-17 years (M = 15.4, SD = 1.82) were 

recruited from one of the Community CAMHS teams. Participant demographic and 

clinical information is detailed in Table 7; pseudonyms were chosen by the 

participants themselves and used throughout to protect their identities. All 

participants had witnessed multiple incidents of DV, as well as experienced 

additional traumatic events and/or adversities. All lived with the non-violent parent or 

a legal guardian at the time of the study. They all showed complex clinical 

presentations, including PTSS and a range of additional symptoms or functioning 

difficulties, including regarding school attendance.27  

Although NET does not ordinarily require a formal symptom stabilization 

phase (Schauer et al., 2011; 2020), all participants had received previous therapeutic 

input, including at the individual and family level. The families of those who reported 

NSSI and/or suicidal ideation had been previously given safety plans by CAMHS 

clinicians. Although the referring CAMHS clinicians received regular updates, only 

óWillowô had regular care-coordination meetings (mainly focusing on school 

difficulties) whilst accessing video NET.  

Four out of five participants completed at least six sessions (the minimum 

intervention ódoseô); the number of completed sessions ranged between four (óLillyô) 

and ten (óWillowô). However, one participant (óGemô) was withdrawn from the study 

after session six due to an escalation in risk, namely an overdose with reported 

suicidal intent. Although Gem did not mention the intervention among the triggering 

factors and the attempt did not immediately follow the session, this was reported to 

the REC in keeping with the study protocol.28 No other adverse events, such as 

NSSI or acute inpatient admissions, occurred during the study. 

Given that the number of stones (i.e., traumatic/negative events) participants 

included in their lifelines greatly exceeded the available sessions, the therapist and 

each participant jointly selected the stones that were associated with the highest 

level of distress in the present and focused on those during the narrative exposure 

 
27 See extended paper section 3.1 for additional participant information. 
28 See extended paper section 3.4 for additional information on serious adverse event. 
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process. Nonetheless, the other stones were acknowledged, summarised, and 

included in the written narrative.29 The intervention delivery was adapted to meet 

participantsô specific needs and overall was found to satisfy the established quality 

checks of adherence and competence.30 

 

Potential effectiveness for PTSS and general psychological distress 

Visual displays of participantsô CRIES-13 and YP-CORE scores31 are presented in 

Figure 2. Within-phase linear trends are described below; for across-phase 

comparisons, see section on TAU-U A vs B effect size estimates. In terms of PTSS, 

baseline CRIES-13 total scores32 revealed varying degrees of improvement, namely 

symptom decrease, for Kaitlin, Nell and Lilly; conversely, Willow and Gem 

demonstrated deterioration, namely symptom increase, during the baseline period. 

As Nell and Lilly did not complete the outcome measures on the last baseline point, 

these data were imputed  by calculating the respective baseline means. Kaitlin and 

Willow demonstrated a downward trend, indicating improvement, across the  

intervention and FU phases, whilst Lilly and Gem showed improvement (albeit to 

different degrees) in the intervention phase but did not complete any  FU measures.  

Only Nellôs scores revealed no trend, indicating symptom stability, during the 

intervention and, again, no FU data were available.  Missing data during FU were not 

imputed. For Kaitlin and Willow,  peaks in PTSS at the start of FU were noted to 

coincide with external life stressors (e.g., school-related events). 

 
29 See extended paper section 3.2 for further information on intervention delivery. 
30 See extended paper section 3.3 for further details on quality checks findings. 
31 See extended paper section 3.5 for descriptive statistics. 
32 See extended paper section 3.6 for visual displays of CRIES-13 subscales. 
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Table 7 

Participant Demographic and Clinical Information   

Information óKaitlinô óWillowô óNellô óLillyô óGemô  

Age 17 13 17 14 16 

Gender Female Female Female Female Female 

Ethnicity White British White British Other ethnic background 
(Arab) 

White British White British 

Brief description of 
witnessed DV 

Up to age 4, from father to 
mother 

Aged 11-12, from stepfather to 
mother 

Up to age 5, from father to 
mother 

Up to age 5/6, from father to 
mother 

Up to age 7/8, from father to 
mother 

Aged 7-13, from father to 
mother 

Main presenting difficulties PTSS 

Social anxiety 

Depression symptoms 

Eating difficulties 

School attendance difficulties 

PTSS 

Separation anxiety 

Behavioral symptoms 

NSSI 

School attendance difficulties 

PTSS 

Depression symptoms 

Voice hearing/auditory 
hallucinations 

NSSI 

Dissociative symptoms 

School attendance difficulties 

PTSS 

OCD symptoms 

Behavioral symptoms 

Voice hearing/auditory 
hallucinations 

NSSI 

Dissociative symptoms 

School attendance difficulties 

PTSS 

Depressive symptoms 

Voice hearing/auditory 
hallucinations 

NSSI 

Suicidal ideation 

School attendance difficulties 

Diagnosis ARFID (historical) 

Dyslexia 

ASD ASD 

BPD (provisional) 

Possible ASD 

Dyslexia 

- 

Notes. ARFID = Avoidant/restrictive food intake disorder; ASD = Autistic spectrum disorder; BPD = Borderline personality disorder; DV = Domestic violence; NSSI = Non-suicidal self-injury; PTSS = Posttraumatic stress 
symptoms; All names  used to  identify participants are pseudonyms.
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With regard to general psychological distress, as assessed by the YP-CORE, 

Kaitlin, Nell, and Lilly were found to be improving during the baseline phase, whilst 

Willow and Gem were deteriorating. Kaitlin and Willow, who completed measures 

during both intervention and FU, demonstrated a slight upward trend (indicating 

deterioration) and no trend, respectively, across those phases. A trough in Willowôs 

score at session four, indicating improvement, was noted to coincide with the 

achievement of personally meaningful goals in the previous week. For those who did 

not complete FU measures, trends in the intervention phase indicated the following: 

little to no improvement for Nell, slight deterioration for Lilly, and improvement for 

Gem. Missing YP-CORE data in the baseline and FU were handled as per the 

CRIES-13. 

When analysing temporal relationships between the CRIES-13 and the YP-

CORE scores, SMA showed significant correlations for the following participants: 

Kaitlin at Lag +2 (r = ï .46, p = .038), Willow at Lag 0 (r = .60, p = .013), and Gem at 

Lag ï1 (r = .75, p = .012).33 These suggested that CRIES-13 and YP-CORE scores 

changed concurrently for Willow and sequentially for Kaitlin and Gem. Specifically, 

for Kaitlin, decreases in PTSS were associated with increases in general distress 

two weeks later; for Willow, decreases in PTSS were associated with decreases in 

general distress in the same week; and for Gem, decreases in PTSS were linked to 

decreases in general distress in the previous week. 

 
33 See extended paper section 3.9 for full breakdown of SMA cross-correlations, including temporal 
relationships between outcome measures and between outcome and process measures. 
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Figure 2  

Visual Displays of Posttraumatic Stress and General Psychological Distress Symptoms for each Participant       
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Notes. B = Baseline; S = Session; FU = Follow-up; CRIES-13 = Childrenôs Revised Impact of Event Scale ï 13; YP-CORE = Young 
personôs Clinical Outcomes in Routine Evaluation. Session measures were collected at the beginning of each session. 

 

When estimating effect sizes for video NET, Tau-UA vs B was calculated for all 

participants on both outcome measures34, as none of the baseline trends were found to be 

statistically significant at p < .05. Point estimates of effect sizes for PTSS (Table 8) ranged 

between moderate and very large at post-intervention, and for all but one participant (Lilly), 

they indicated presence of effect in the desired direction. For participants with available FU 

data, effect size estimates (calculated as intervention phase + FU points) were moderate 

to very large at one-week FU and very large at one-month. Effect estimates were found to 

be statistically significant (i.e., 95% CIs did not include 0) for Gem at post-intervention and 

for Kaitlin at one-week and one-month FU. 

For general psychological distress (Table 9), post-intervention estimated effect 

sizes were moderate for four participants and very large for one (Gem), and indicated 

effect in the direction of clinical improvement for all but Lilly. For Kaitlin and Willow, point 

estimates remained moderate and in the desired direction at one-week FU, and a 

moderate effect was also found for Kaitlin at one-month FU. Finally, Gemôs effect size was 

found to be statistically significant (i.e., 95% CI did not include 0) at post-intervention. 

 
34 See extended paper section 3.7 for results of sensitivity analysis on effect size calculations. 
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Table 8  
 
Tests for Trend Significance and Effect Sizes for Posttraumatic Stress Symptoms 

 

Participant  Baseline trend Ű  Baseline trend 
p 

Post -treatment Tau -UA 

vs B  [CI] (S#) 
One-week FU Tau -

UA vs B  [CI]  
One-month FU 
TAU-UA vs B  [CI]  

óKaitlinô ï1.00 
 

    .296 
 

 ï.81 [ï.98, .01] 
(S7) 

ï.83* [ï.98, ï.03] ï.87* [ï.99, ï.10]  

óWillowô .333 1.000 ï.53 [ï.88, .22] 
(S10) 

ï.58[ï.89, .17]   - 

óNellô ï.333À 
 

1.000 
  

ï.67À[ï.94, .16] 
(S6)  

 

- 
 
- 

- 
 
- 

óLillyô ï.333À 
  

1.000 
 

.33À [ï.47, .83] 
(S4) 

 

- 
- 

- 
- 

óGemô .816 .540 ï1.00* [ï1.00, ï1.00] 
(S6) 

- - 

Notes. Tau-UA vs B = Tau-U with no baseline trend correction; S# = Session number; CI = Confidence interval at 95%; * = statistically significant at p < .05; À 
= Calculated with mean of baseline imputation method;  -  = effect size not calculated due to missing FU data; effect size with a negative sign indicate effect 
in the desired direction (symptom reduction); effect size interpretation: very large: > .80, large: .60 - .80, moderate: .20 - .60, small: <.20. 
 
 

Table 9 

Tests for Trend Significance and Effect Sizes for General Psychological Distress 

Participant  Baseline trend Ű  Baseline trend 
p 

Post -treatment Tau -UA 

vs B  [CI] (S#) 
One-week FU Tau -

UA vs B  [CI]  
One-month FU 
TAU-UA vs B  [CI]  

óKaitlinô ï1.000 .296 ï.52 [ï.88, .26]  
(S7) 

ï.33 [ï.79, .39] ï.33 [ï.78, .37]  

óWillowô .333 1.000 ï.60 [ï.90, .16] 
(S10)   

 ï.58 [ï.89, .17] - 

óNellô  ï.333À 
 

 1.000 
 

ï.61À [ï.92, .21] 
(S6) 

 

- 
- 

- 
- 

óLillyô .333À 
 

1.000 
 

.50À[ï.36, .89] - 
- 

- 

óGemô  ï.816 .540   ï.89* [ï.99, ï.05]  
(S6) 

- - 

Notes. Tau-UA vs B = Tau-U with no baseline trend correction; S# = Session number; CI = Confidence interval at 95%; * = statistically significant at p < .05; À 
= Calculated with mean of baseline imputation method;  -  = effect size not calculated due to missing FU data; effect size with a negative sign indicate effect 
in the desired direction (symptom reduction); effect size interpretation: very large: > .80, large: .60 - .80, moderate: .20 - .60, small: <.20. 

 

All participants scored within the clinical range at pre-intervention (first baseline 

observation) on the CRIES-13 and the YP-CORE. With regard to RC and CSC analyses, 

three out of five participants demonstrated reliable improvement on the CRIES-13 at post-

intervention. This was maintained at one-week and one-month FU for Kaitlin, who also 

showed clinically significant improvement at both points. The remaining four participants 

remained in the clinical range. Kaitlin was also the only participant to record reliable and 

clinically significant improvement at post-intervention on the YP-CORE; this was lost at 
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one-week FU and re-gained at one-month. No participant showed reliable deterioration. An 

overview of the results of the RC and CSC analyses is presented in Table 10.35 

 

Table 10 

Reliable Change and Clinically Significant Change on the outcome measures 

Participant  Time  CRIES-13 YP-CORE 

óKaitlinô Pre (B1) 47 22 

 Post (S7) 12R+C+ 8R+C+ 

 One-week FU 29R+C+ 25 

 One-month FU 23R+C+ 14R+C+ 

óWillowô Pre (B1) 61 35 

 Post (S10) 48R+ 29 

 One-week FU 54 33 

 One-month FU - - 

óNellô Pre (B1) 61 33 

 Post (S6) 61 31 

 One-week FU - - 

 One-month FU - - 

óLillyô Pre (B1) 51 30 

 Post (S4) 49 35 

 One-week FU - - 

 One-month FU -  

óGemô Pre (B1) 53 35 

 Post (S6) 39R+ 33 

 One-week FU - - 

 One-month FU - - 

Notes. RC and CSC calculated using clinical and non-clinical norms from published literature; R+ = Reliable improvement (relative to first baseline score); C+ 

= Clinically significant improvement (external criterion/criterion C for clinical cut-off); - = not available due to missing FU data. 

 

Putative mechanisms of change  

Visual analyses of TMQQ data30 showed that trauma memory quality decreased during the 

intervention phase for three out of five participants, suggesting improvements in memory 

integration. Specifically, for these participants the TMQQ total score decreased by 8/9 

points between the first and the last session. Conversely, little to no change, as shown by 

the lack of trend, was observed for Nell and a slight deterioration (upwards trend) was 

recorded for Lilly. Visual displays of TMQQ scores are presented in Figure 3. 

HR data during narrative exposure, starting from session three, were available for 

four out of five participants. HR readings were not available for some sessions due to 

technical issues or participants not wearing the devices. Overall, participants showed 

varying degrees of habituation. WSH was observed for all participants, as suggested by an 

 
35 See extended paper section 3.8 for Reliable Change Indices. 
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increase in physiological arousal during narration of stones, followed by a decrease at the 

end of the session (or narration of each stone, in the case of two stones being narrated in 

one session). BSH, as shown by decrease in ópeak arousalô (maximum BPM value) across 

sessions, was observed for Kaitlin and Willow, although for both peak arousal increased 

between session three and four before declining in the following sessions. BSH was not 

observed for Nell and could not be established for Lilly, as HR readings were only 

available for one session. Figure 4 shows the visual displays of available HR readings for 

four participants. 

 

Change interviews  

Four out of five participants agreed to take part in the Change Interviews at the end of FU, 

however, only Kaitlin and Lilly actually completed them36. One participant (Willow) cited not 

wanting to speak with an unknown researcher as the reason for later declining the 

interview. With regard to their overall experience of video NET, Kaitlin described the 

therapy as challenging but acceptable, whilst Lilly commented that, although she could see 

how it could be beneficial, she did not think it was the right fit for her. Both commented 

positively on the psychoeducation and lifeline sessions, with Kaitlin particularly 

appreciating the visual medium of the lifeline and Lilly valuing the inclusion of positive 

events. The structure of the sessions and overall therapy was seen as both helpful and 

excessively repetitive, and both participants described some level of ambivalence around 

narrating their traumatic experiences in detail. Kaitlin and Lilly reported opposite 

experiences of the video delivery aspect: the former shared that doing NET via 

videoconferencing was less intimidating and enabled her to engage; the latter identified 

significant barriers, such as losing concentration more easily, having the sessions in the 

same environment where the DV took place, and struggling to develop a relationship with 

the therapist. Changes related to the therapy included improvements in mood and 

relationships with peers, as reported by Lilly, whilst Kaitlin described increased emotional 

openness but also greater irritability. The narrative approach and being specifically asked 

about feelings were highlighted as helpful aspects of NET, and the session length was 

mentioned as an unhelpful aspect. 

 

 
36 See extended paper section 3.10 for overview of participantsô quotes from change interviews and 
information on post-therapy support. 
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Figure 3 

Visual Displays of Trauma Memory Quality during the Intervention Phase for each Participant 

 

Notes. S = Session; TMQQ = Trauma Memory Quality Questionnaire;  Lower scores indicate decreased trauma memory quality and  increased integration.
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Figure 4 

Heart Rate Recordings during Narrative Exposure Sessions for Four Participants 
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Notes. BPM = Beats per minute. 

 

Discussion  

This study primarily aimed to investigate whether the child-friendly NET protocol, 

delivered via videoconferencing, can reduce PTSS in children and young people who 

witnessed DV and accessed mental health services in the UK. Secondary aims were 

to explore the potential impact of video NET on general psychological distress, 

investigate its putative mechanisms of change, and assess its feasibility and 

acceptability.  

 

Clinical effectiveness37 

Taken together, the findings on the impact of video NET on PTSS showed that three 

participants (Kaitlin, Willow, and Gem) out of five demonstrated improvement at post-

intervention (downward trend, reliable improvement, and moderate to very large 

effect sizes in the desired direction), and two showed a mixed picture (Nell: no trend, 

no reliable change, and moderate effect size in the desired direction; Lilly: downward 

trend, no reliable change, and moderate effect size in the opposite direction). 

Although only one participant also reported clinically significant change, these 

findings provide preliminary evidence for the effectiveness of video NET to reduce 

PTSS, in line with SCD standards literature stating that at least three demonstrations 

of effect are required to draw conclusions about treatment effectiveness (e.g., Lobo 

et al., 2017). The results are also consistent with the existing literature on NET face-

to-face delivery and use with youth who experienced other types of traumatic events 

across different cultural contexts (Siehl et al., 2021), including those who 

experienced both refugeedoom and DV (Peltonen & Kangaslampi, 2019). 

It should be noted that two out of the three participants who appeared to 

benefit from the intervention were older adolescents; similarly, a meta-analysis by 

Lely et al. (2019) found an age-related effect for NET, suggesting that the older the 

participants, the more effective NET was. This is not surprising, considering that 

therapeutic process in NET involves reflection on and meaning-making about oneôs 

life history, including insight into personal experiences and perpetratorsô motivations, 

 
37 See extended paper section 4.1 for extended discussion of clinical effectiveness findings. 
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which is typically more challenging for children and younger adolescents (Schauer et 

al., 2017).  

With regard to whether the effects of video NET were sustained, this was 

difficult to establish due to the amount of missing data in the FU phase. The two 

participants with available FU data showed either evidence of sustained therapeutic 

gains (very large effects that were reliable and clinically significant) at one-week and 

one-month FU or possible sustained change (moderate effect but no reliable 

change) after one week. Albeit limited, these findings partially align with those of a  

recent meta-analysis on NET long-term efficacy, which found that therapeutic gains 

for NET increase over time, particularly when assessed at Ó 6-month FU; the authors 

hypothesized that this is due to trauma processing continuing after the end of NET 

and extending to similar events, in keeping with the theoretical assumptions of fear 

networks (Siehl et al., 2021). In light of this, it is possible that the gains associated 

video NET would have become more evident if assessed after a longer time period. 

Overall, the present findings on general psychological distress appear to 

mirror those for PTSS in terms of number of participants who showed some level of 

improvement, deterioration or little to no change. However, the effect size estimates 

were generally more modest and only one participant demonstrated reliable change 

and scored within the non-clinical range at post-intervention and one-month FU. This 

is consistent with the literature on face-to-face NET with adults, which showed that 

NET is generally effective to a lesser degree on secondary outcomes such as 

depression (Lely et al., 2019; Siehl et al., 2021).  The findings are also in line with 

some of the evidence for the KIDNET protocol for secondary outcomes, for example, 

RCTs and cohort studies showing small to moderate effects for depression at post-

intervention and FU (e.g., Hemenau et al., 2011; Park et al., 2020). Conversely, other 

studies have shown more promising results, such as an 100% remission rate for 

depression symptoms (Onyut et al., 2005), and significant reductions in functioning 

problems (Catani et al., 2009). 

 

Integration of traumatic memories and habituation 

This study found a decline in trauma memory quality as assessed by the TMQQ in 

three out of five participants, indicating that their traumatic memories were less 

sensory-based and incoherent and more verbally available at the end of the 

intervention. These participants also reported a similar degree of change when 



Page 69 of 314 
 

comparing scores between the first and the last session. The other two participants 

showed either no change or a slight increase in trauma memory quality.  Overall, 

these findings for one of NET putative mechanisms of change are in line with those 

for the primary outcome, as participants who described their traumatic memories as 

more integrated were also those who showed reliable changes in PTSS at post-

intervention. The reverse was true for those who did not report improvements in 

memory quality. This suggests a link between process (trauma memory integration) 

and outcome (PTSS) for young people in this sample. Similarly, Kangaslampi and 

Peltonen (2020) found a significant improvement in memory quality, as well as a 

significant correlation between improvements in traumatic memories and symptom 

reduction, in young people who received the child-friendly NET protocol through 

face-to-face delivery; however, contrary to the authorsô expectations, KIDNET did not 

affect trauma memory quality to a greater extent than treatment as usual.38  

With regard to habituation, the findings are somewhat limited by the amount of 

missing HR recordings. However, the observed WSH during narrative exposure 

sessions for all four participants with available data is consistent with the theoretical 

underpinnings of NET, which suggest that this approach fosters habituation through 

its characteristic óexposure conversationô style (Robjant et al., 2017). Similarly to 

what stated above for trauma memory quality, BSH was observed for two out the 

three participants who showed reliable PTSS changes at post-intervention (Kaitlin 

and Willow), whilst no HR data were available for the third one (Gem). Again, this 

tentatively suggests a link between process (habituation following exposure to 

traumatic content) and outcome (PTSS) in the present study, although this only true 

for habituation across the therapy sessions.  

The above findings reflect the mixed evidence for the notion that WSH and 

BSH are both predictive of treatment outcome in exposure-based interventions, 

which has emerged from studies with adults (e.g., Craske et al., 2014; Rauch et al., 

2004). Conversely, Peterman et al. (2019) found that neither WSH nor BSH 

predicted treatment outcomes in young people with anxiety disorders who received 

CBT. Overall, the findings on habituation during video NET in the present study align 

with those from a review of PE mediators, which highlighted BSH among the 

 
38 See extended paper section 4.2 for further discussion of findings on memory integration. 
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variables with strong evidence and WSH as one with limited support (Cooper et al., 

2017). 

 

Feasibility and acceptability 

Qualitative participant reports provided tentative evidence for the feasibility and 

acceptability of video NET for DV-affected young people in this sample, especially 

since the views of three participants were not represented. The dropout rate for 

video NET (20%) was higher than that the figures reported in other KIDNET literature 

(0-12%; Catani et al., 2009; Onyut et al., 2005; Ruf et al., 2010). However, the  

interview of the young person who dropped out before session six (Lilly) suggested 

that intervention discontinuation was due to factors associated with the video 

delivery and the perceived lack of fit between the therapy and her current needs, 

rather than to lack of acceptability of the protocol per se.39  

Although the low interview uptake may in itself raise questions about 

acceptability, both participants who completed the interviews shared that video NET 

was or could be beneficial, highlighted helpful and unhelpful aspects, and reported 

positive or mixed changes associated with the intervention. In particular, the reported 

appreciation for the lifeline exercise and inclusion of flowers (i.e., positive events and 

resources) is consistent with a published case example of NET use with a male 

adolescent, who reflected that completing the lifeline as the first task facilitated his 

engagement in treatment (Fazel et al., 2020). Other qualitative findings from the 

present study, such as participantsô ambivalence towards discussing their traumatic 

experiences, the importance of the narrative approach, and the usefulness of 

psychoeducation, broadly echo some of the themes emerging from Said et al. 

(2021), who explored unaccompanied asylum-seeking minorsô experiences of 

receiving NET within a UK CAMHS Team. 

 

Strengths and clinical implications 

To the authorsô knowledge, this is the first NET study to focus exclusively on young 

people who witnessed DV and to be conducted in UK CAMH services with a non-

refugee population. It is also the first completed study to investigate the exclusive 

videoconferencing delivery of a NET protocol, although the authors are aware of 

 
39 See extended paper section 4.3 for further discussion of feasibility and acceptability. 
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ongoing projects (e.g.,  Kaltenbach et al. 2021a study protocol). Furthermore, this is 

one of the few studies employing the KIDNET protocol to explore both clinical 

outcomes and the two main putative mechanisms of change within this therapeutic 

approach.  

Albeit preliminary, the findings of this study add to the evidence base for 

KIDNET and that for complex trauma interventions more broadly. The most effective 

treatments for complex trauma presentations are the subject of ongoing debates and 

current guidelines on their use with young people highlight the need for further 

research, as they acknowledge that those with more severe clinical presentations 

tend to benefit less from standard evidence-based treatments (Berliner et al., 2019). 

As a brief trauma-focused intervention with promising outcomes, video NET 

may be a valuable addition to the existing CAMHS provision of treatments to support 

traumatized youth to process their traumatic experiences. Its time-limitedness may 

be particularly advantageous in light of the high demands and resource constraints 

that healthcare services are currently facing. Furthermore, there is some evidence 

that the skills to deliver NET protocols can be successfully disseminated within 

services through relatively brief training and supervision of less experienced 

clinicians (e.g., Kºbach et al., 2017). Both these benefits are particularly important as 

referrals of DV-affected young people may be increasing, a consequence of the 

preliminary evidence of rising rates of DV during the Covid-19 pandemic (Bradbury-

Jones & Isham, 2020). 

Some participants in the current sample also necessitated further input after 

completing video NET. It is possible that, for young people with such complex 

presentations and needs as those in this study, video NET may only be a component 

of a broader care plan. When traumatic experiences occur within the context of 

primary attachment relationships, only subduing fear-based responses is often 

insufficient (Courtois & Ford, 2015). Although NET gives patients space to process 

significant losses, young people who witnessed DV may need additional time and 

support to come to terms with losing or feeling betrayed by an attachment figure, as 

well as to regulate their often complex emotions toward the violent caregiver (Ford & 

Courtois, 2013). Additionally, a proportion of the young people in this sample had 

either diagnosed or queried ASD. Although some features of NET (e.g., 

psychoeducation, lifeline as a visual medium, structured and repetitive sessions) 
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may be well-suited for autistic young people, further adaptations may be warranted 

to address additional needs, such as emotion regulation and functioning difficulties.40 

 

Limitations and implications for future research 

The study findings need to be seen in light of several limitations. In spite of the 

authorsô efforts to control for baseline trends when estimating effect sizes, it cannot 

be completely ruled out that an extended baseline would have revealed a 

spontaneous remission of symptoms without the intervention, nor that the observed 

therapeutic changes were not due to non-specific factors (e.g., therapist factors, 

receiving support while on the waiting list, etc.). Similarly, the results may be 

explained by pre-existing differences between participants, including their preference 

for or aversion toward remote interventions. To address these issues, future research 

may involve a feasibility randomized control trial design comparing face-to-face 

KIDNET, online KIDNET, and a non-active control. Further research with greater 

control and larger samples is also needed to answer questions about generality of 

the present findings to the broader population of DV-exposed young people. 

Additional limitations concerned the chosen measures. This study utilized the 

CRIES-13 to investigate PTSS, however, the CRIES-8, which does not include 

hyperarousal items, has been shown to perform equally well, if not better, than the 

13-item version; this is because intrusion and avoidance symptoms appear to be 

more predictive of PTSD clinical caseness (Perrin et al., 2005). This might have 

affected the RC and CSC analyses for the CRIES-13 scores in this study, in that 

participantsô elevated hyperarousal symptoms at the end of the intervention might 

have been reflective of other difficulties, such as depression or anxiety, rather than 

PTSS. Furthermore, the YP-CORE mainly assesses internalizing symptoms and the 

study did not quantitatively investigate changes in other areas that were highlighted 

in participantsô clinical records or in the Change Interviews. Therefore, future NET 

studies with young people may wish to assess areas such as externalizing 

symptoms, auditory hallucinations/voice hearing, dissociative symptoms, and 

relational difficulties. 

The study short FU period and the number of missing quantitative and 

qualitative data in this phase made it difficult to draw conclusions regarding the 

 
40 See extended paper section 4.4 for additional strengths and clinical implications. 
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potential effectiveness of video NET in the long term and limited inferences about 

acceptability. Specifically, the missing quantitative data highlighted a flaw in the 

implementation of the design, as asking participants to continue completing the 

outcome measures weekly and for approximately a month after ending video NET 

appeared to be too burdensome. Future research designs evaluating video NET with 

young people may involve longer FU periods, but with less frequent 

measurements/observations, and further explore young peopleôs experiences of 

NET.41 

 

Conclusions 42 

Albeit limited, the quantitative and qualitative findings of this study offer preliminary 

support for the use of video NET with young people with past exposure to DV. In 

particular, video NET appeared to reduce PTSS and, to a lesser extent, general 

psychological distress in some DV-affected youth. Changes in the desired direction 

were also observed for NET main putative mechanisms of change, namely 

integration of traumatic memories in the majority of participants and WHS in all 

participants with available data. Some young people in this study also demonstrated 

BHS. This study also provides initial evidence that video NET may be feasible and 

acceptable for this client group. Despite the promising findings, this study suggests 

that additional interventions may be needed to meet this groupôs complex clinical 

needs and that further research with greater control and larger samples should focus 

on corroborating and expanding on the present results. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
41 See extended paper section 4.5 for additional limitations and implications for future research. 
42 See extended paper section 5.1 ï 5.6 for critical reflections on research process. 
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Extended introduction  

 

1.1. CYP witnessing DV  

 

1.1.1. Definitions and prevalence.  The terms óDVô and ódomestic abuseô are often 

used interchangeably within the literature, with some arguing that the former more 

effectively conveys the severity of the perpetratorôs actions and their impact on the 

family, including CYP. However, others highlighted that the term óDVô can be 

misleading, in that it might prevent victims from recognising and reporting more 

subtle forms of harm; arguably, ódomestic abuseô better captures the range of 

physical, psychological, emotional, sexual, and financial abuse, as well as coercive 

and controlling behaviour, that individuals in domestically abusive relationships can 

experience (Radford et al., 2019). Other terms commonly found in the literature are 

family violence or intimate partner violence (IPV), the latter specifically referring to 

violence occurring between partners or ex-partners (Howarth et al., 2013). The 

Home Office (2013) published a cross-governmental definition of DV which includes 

the following: acknowledgement of different forms of harm beyond physical violence; 

recognition that DV can present as either an isolated incident or, most commonly, as 

a pattern of repeated behaviour; it is considered violence when it occurs between 

individuals who are 16 or above and who are or have been intimate partners or are 

family members, regardless of gender or sexuality.  

Childrenôs exposure to the DV has often been defined as the child directly 

seeing or overhearing episodes of violence from one parent to another (Holt et al., 

2008). However, research on the consequences of witnessing DV on CYP has 

gradually shifted its focus towards assessing the broader impact of living in a violent 

environment, regardless of direct exposure (e.g., Graham-Bermann & Edleson, 

2001; Jaffe et al., 1990). A more comprehensive classification of types of exposure 

highlighted that exposure for children can: be antenatal (i.e., through violence 

towards the mother during pregnancy); be accompanied by direct violence towards 

the child; involve the child intervening to stop the violence; involve indirect exposure, 

for example through hearing about specific incidents; include the child having to deal 

with the aftermath of the violence (Holden, 2003). 
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In the case of IPV, research has noted that some forms of child exposure to 

DV can persist after parents have separated, for example, in the form of parental 

coercive and controlling behaviour that involve the children, a climate of ówalking on 

eggshellsô, the childôs perceived responsibility to continue to protect themselves and 

the abused parent, and exposure to stalking or harassment behaviour (Fortin et al., 

2012; Radford & Hester, 2006; 2015; Stark, 2007; Trinder, 2014; Trinder et al., 

2010). 

A literature review by Dodaj (2020) found that studies on the prevalence of 

witnessing DV in childhood in several countries were typically conducted 

retrospectively and based on either parents/caregiversô self-reports or clinical and 

Police records. Retrospective self-reports by parents/caregivers indicated an 

extremely high prevalence, with rates ranging from 59 to 80% (e.g., Australian 

Bureau of Statistics, 2006; Edleson et al., 2003). Rates from clinical and Police 

documentation reported rates between 9 and 24% (Buljan Flander et al., 2010; 

Fantuzzo et al., 1997), possibly suggesting a substantial degree of underreporting.  

A report examining data collected across four domestic abuse support 

services across the UK (Co-ordinated action against domestic abuse, 2014) found 

that 97% of the children had directly witnessed violence in their households, typically 

directed towards their mothers at the hand of their fathers or stepfathers, and 62% 

had also been physically harmed, emotionally abused or severely neglected. Only 

half of the children exposed to DV in the dataset were known to Childrenôs Social 

Care prior to accessing the support services, and a much lower percentage (9%) 

were receiving support from CAMHS at intake.  

 

1.1.2. Risk factors for child exposure to DV.  Factors that increase CYPôs risk to 

witness DV have typically been clustered within the literature as child variables and 

parent/caregiver variables (Devaney, 2015; Dodaj, 2020). With regard to child 

variables, age and gender have consistently been identified as risk factors, with girls 

and younger children being a greater risk of witnessing DV than boys and 

adolescents/young people (e.g., Hamby et al., 2011; Kitzmann et al., 2003; 

Sternberg et al., 2006). Parent/caregiver variables identified by research include 

single parenthood, lower education status, and lower socio-economic status (e.g., 

Fantuzzo et al., 1997; Spaccarelli et al., 1994), depression, alcohol misuse 

problems, and presence of antisocial personality traits or behaviour (e.g., 
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Chanmugan & Teasley, 2014; Evans et al., 2008), as well as insecure attachment 

relationships between parent and child (Bernard, 2003; Herman-Smith, 2013; 

Pingley, 2017). 

Most recently, researchers and clinicians have increasingly stressed the 

importance of cultural variables when assessing or studying risk of DV and CYP 

witnessing DV (Herman, 2015; Pingley, 2017). For example, Dodaj et al. (2017) 

described how traditional gender roles within families can lead to greater risk of DV, 

and in turn increase the risk of exposure in childhood. The authors proposed that 

male aggression can be normalised in certain cultural contexts, as it seen as an 

appropriate way for men to display power and exercise control over their partner 

and/or family members; as a consequence, exposing children to DV may not be 

necessarily seen as an harmful parental approach.  

 

1.1.3. Consequences of witnessing DV in CYP. Childhood exposure to DV has 

only relatively recently been recognised as a specific form of abuse with a range of 

harmful and long-lasting consequences (Dodaj, 2020). Studies have identified a vast 

range of physical, emotional, behavioural, and functional consequences in CYP who 

witnessed DV (Bair-Merrit, 2006).  

In terms of physical health consequences, CYP who witnessed DV have been 

found to be at increased risk of developing physical diseases, including 

cardiovascular diseases, hypertension, and diabetes (National Scientific Council on 

the Developing Child, 2007; Schnurr & Lohman, 2013). With regard to emotional and 

behavioural sequelae, a vast number of studies have linked DV exposure to greater 

risk of aggression, delinquency, and risk-taking behaviour, particularly in boys (e.g., 

Cahn, 2006; Huang et al., 2015; National Resource Centre on Domestic Violence, 

2002). Other common emotional difficulties include but are not limited to PTSS, poor 

self-esteem, and difficulty developing empathy (Holt et al., 2008), high incidence of 

depression and anxiety, particularly in girls (e.g., Bancroft & Silverman, 2002; 

Meltzer et al., 2009; Wolfe et al.,, 2003), and higher suicidal risk (Bernard, 2003). 

Studies have also found significant relationships between witnessing DV and 

difficulties in cognitive (Bernard, 2003; Devaney, 2015), academic (Childrenôs 

Defense Fund ï Ohio, 2009; Hornor, 2005), and social functioning (Jaffe et al., 1990; 

Pingley, 2017). Children who witnessed DV are also at increased risk of 

experiencing additional adversities (Holt et al., 2008; Schechter et al., 2011). 
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Similarly to other forms of abuse, age and developmental stage appear to 

play a significant role in shaping the consequences of witnessing DV in CYP. For 

infants, mothersô experiences of DV can negatively affect the attachment 

relationship, with these mothers reporting feelings of insecurity or ambivalence 

towards their babies and lack of confidence in their capabilities as parents (Jaffe et 

al., 2012). Pre-school aged children have been found to be more susceptible to 

developing internalising symptoms, particularly emotional difficulties in relation to 

anxiety and depression, compared to older children (e.g., Finkelhor et al., 2005; 

Hughes, 1988; Tang, 1997); however, younger children may also present with 

increased irritability, ótemper tantrumsô, sleep problems, and express distress through 

headaches or stomachaches, bedwetting, and asthma (Jaffe et al., 2012). The 

school age years (typically between 5 and 12 years) are those in which children are 

likely to start attempting to understand and manage the violence at home. As a 

result, this is the period when children may develop specific fears and/or PTSS, 

adapt their behaviour in the attempt to manage conflicts (e.g., withdrawing), 

intervene to protect the parent or a sibling, blame themselves for the violence, or get 

in trouble at school (Jaffe et al., 2012; McGee, 2000; Mullender et al., 2002). 

Difficulties in adolescence typically mirror those in previous developmental stages, 

although their consequences may be more extreme and severe. Commonly reported 

examples include self-harm and suicidality, substance misuse, involvement with 

gangs or withdrawal from peers, school exclusion, running away from home, and 

difficulties in romantic relationships (Jaffe et al., 2012). 

Despite this dramatic array of negative sequelae, it is important to remember 

that risk trajectories for CYP who witnessed DV are complex, as reflected by the fact 

that not all children experience negative outcomes to the same degree (Pingley, 

2017). A study by Hughes and Luke (1998) showed that CYP who witnessed DV 

could be grouped into five adjustment profiles. The first profile included children with 

mild or average levels of anxiety, functional problems and self-esteem; the second 

consisted of children with high self-esteem but minor anxiety and functional 

problems; the third profile comprised children with high self-esteem and low anxiety, 

as well as significant behavioural difficulties; the fourth group showed substantial 

behavioural and emotional problems, as well as low self-esteem; finally, the fifth 

profile encompassed children with minor behavioural difficulties and high levels of 

anxiety and depression. These profiles have been corroborated by other empirical 
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findings, which showed that children who witnessed DV may present with no 

difficulties or struggle with difficulties of varying nature and degrees (e.g., Spilsbury 

et al., 2008). 

 

1.1.4. Interventions. The literature on DV interventions generally distinguishes 

programmes depending on their focus and level of provision. Such programmes 

have typically been developed to work with: (a) CYP seen individually or in groups; 

(b) mother-child dyads; (c) DV perpetrators, typically fathers; and (d) the whole 

family system. 

With regard to interventions with CYP, research has highlighted the potential 

for focusing on helping children process their traumatic experiences, develop 

feelings of safeness and security, regulate their emotions more effectively, and 

improve their communication skills (e.g., Devaney, 2015; Hamby et al., 2011). Kot et 

al. (1998) compared a play therapy programme for DV-exposed children between 

the ages of four and ten to a no treatment group, and found a significant reduction in 

behavioural difficulties in the experimental group. However, these findings were 

limited by a number of methodological issues, including the small sample size (22 

children across the two groups). Other individual and group programmes were 

reviewed by Cahn (2006), Devaney (2015), and Mullender (2004), who generally 

found some support for the positive impact on such interventions on the day-to-day 

adjustment and functioning of children. 

Therapeutic interventions for mother-child dyads have typically been delivered 

and evaluated with mothers and pre-school aged children. Lieberman et al., (2005) 

randomly allocated mother-child dyads to a treatment group, consisting of 50 

sessions of 1:1 support for mothers, 1:1 support for children, sessions with the 

mother and child together, play sessions, and trauma-focused therapy, and a 

comparison group. Children in the treatment groups showed significant 

improvements in PTSS and behavioural problems, whilst the mothers showed 

decreased total PTSS, avoidance, and global distress. Timmer et al.ôs (2010) study 

on parent-child interaction therapy found similar improvements in childrenôs 

behavioural difficulties and parental distress.  

Howarth et al. (2016) systematically reviewed child only and mother-child 

interventions following exposure to DV, and found the existing evidence base to be 

limited in size and scope (i.e., setting and intervention types); furthermore, most 



Page 92 of 314 
 

interventions were evaluated with CYP under 14, all identified trials were based 

outside of the UK, and qualitative research on CYPôs experiences of such 

programmes was scarce. Despite these limitations, the review found preliminary 

evidence of effectiveness for group psychoeducational programmes for children with 

regard to improving mental health outcomes, and for nonviolent parent-child 

interventions with respect to improving behavioural outcomes. 

Research on DV perpetratorsô programmes suggests that fatherhood status 

and desire to regain a relationship with their children positively influence menôs 

motivation and engagement in such interventions (Poole & Murphy, 2019; Stanley et 

al., 2012). Findings from an evaluation of Caring Dads, a Canadian programme for 

men who are or risk becoming domestically abusive (Scott & Lishak, 2012), showed 

significant changes in childrenôs behavioural problems and hostility and in fathersô 

ability to co-parent, as reported by the participating fathers themselves. However, the 

lack of triangulation with sources of data other than the fathersô self-reports 

represents a significant limitation of the study. To address such issues, Caring Dads, 

Safer Children, the UK adaptation of the programme, included father-, child-, and 

partner-reported outcomes, as well as a small waiting list control. Results showed 

that fathers reported fewer DV incidents, reduced stress, and improved interactions 

with their children upon completing the programme, whilst children and partners 

reported positive changes in fathersô parenting and general behaviour. Despite these 

promising findings, the authors highlighted that some programme completers 

continued to pose a risk to their families or only experienced temporary changes 

(McConnell et al., 2017). A similar programme was developed in the USA for men 

who abuse substances and are domestically abusive towards their partners, with the 

aim to improve their parenting skills using principles from attachment theory, 

systemic therapy, and CBT (Fathers for Change; Stover, 2015). Pilot studies 

demonstrated higher rates of treatment completion and lower rates of DV in the 

programme group compared to the drug counselling control group (Stover, 2015), as 

well as improvements in fathersô emotional regulation and anger levels (Stover et al., 

2017). Again, these studies did not include reports from children or partners.  

Finally, a limited body of literature is currently available on ówhole familyô 

approaches, namely programmes that, following careful risk assessments, involve 

work with children, DV perpetrators, and nonviolent parents together. In England, the 

Troubled Families Programme is provided by some local authorities to support 
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families with multiple problems, including DV. Preliminary data showed that, 

compared to matched families who are not enroled, those who took part in the 

programme were less likely to have children who were looked after or open to Social 

Care at the Child in Need level, although a proportion of children were subject to 

Child Protection Plans; furthermore, there are currently no available outcome data 

specifically concerning the impact on DV (Ministry of Housing, Communities and 

Local Government, 2018).  

Growing Futures is a non-statutory programme that has been developed in 

Northern England and involves a team of specialist DV professionals who work 

directly with families (alongside social work teams) and indirectly with agencies to 

reduce the negative impact of DV on CYP. A preliminary qualitative evaluation 

(Stanley & Humphreys, 2017) showed some evidence of successful engagement 

with families, although involvement and direct work with perpetrators have so far 

been limited. Finally, promising outcomes of an attachment-based programme 

delivered in Sweden include improved self-control, parenting, self-confidence, 

communication, understanding of DV, and insight into unmet needs, as described by 

mothers, fathers, or both parents. Despite the fact that whole family approaches are 

growing in popularity, it should be noted that there is presently little evidence on how 

to work safely with whole families in situations where nonviolent parents and children 

continue to have contact with perpetrators; for this reason, further research, training 

and workface development have been advocated (Humphreys & Campo, 2017). 

 

1.2. Adverse Childhood Experiences  

 

Exposure to DV is included amongst the Adverse Childhood Experiences (ACEs), 

which have been linked to a number of poor physical and mental health outcomes 

(e.g., Anda et al., 2006; Felitti et al., 1998). ACEs can be defined as ñthose 

experiences which require significant adaptation by the developing child in terms of 

psychological, social and neurodevelopmental systems, and which are outside of the 

normal expected environmentò (McLaughlin, 2016). The ACEs Study (Felitti et al., 

1998) was the first large-scale, epidemiological study to be conducted in the United 

States to investigate the association between different forms of childhood adversities 

and negative physical and mental health outcomes in adults accessing healthcare 

services. This study is now considered seminal for broadening the scope of its 
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investigation beyond a limited number of types of childhood abuse (Anda & Brown, 

2010). In the study and subsequent research, ACEs were clustered in three broad 

categories with respective subcategories, namely: abuse (physical, emotional, and 

sexual); neglect (physical and emotional); and household dysfunction (DV, parental 

separation or divorce, incarceration of a household member, family mental illness, or 

family substance use) (Anda et al., 1999; Dong et al., 2004; Felitti et al., 1998). 

Findings revealed that ACEs were common, with approximately two-thirds of the 

sample reporting at least one ACE, different categories frequently co-occurred, and 

had a cumulative impact on lifelong health outcomes in a dose-response manner. 

Whilst the presence of ACEs was associated with a wide array of health outcomes 

(including but not limited to smoking, obesity, depression, suicide attempts, drug and 

alcohol abuse, sexually transmitted infections, cancer, diabetes, heart and 

pulmonary diseases), the risk was higher for people who experienced a greater 

number of ACEs, particularly those who endorsed four or more (Felitti et al., 1998). 

The ACEs research perspective initially received criticism form mainly relying 

on retrospective accounts of childhood adversity, however, prospective follow-up 

studies largely confirmed and expanded on the initial findings. For example, 

prospective data showed that the number of ACEs was associated with risk of 

developing cancer and autoimmune diseases in adulthood, as well as with 

complexity and severity of mental health problems (Anda et al., 2007; Brown et al., 

2010; Dube et al., 2009). Furthermore, more recent retrospective studies 

consistently showed strong, positive associations between ACEs and adult anxiety, 

depression, psychosis, substance misuse, and personality disorder diagnoses (e.g., 

Carr et al., 2013; Hengartner et al., 2013; Kalmakis & Chandler, 2015). Finally, there 

is increasing evidence that the impact of ACEs becomes visible well before 

adulthood, with negative outcomes already being found in childhood and 

adolescence (Scully et al., 2020). Examples include positive associations with 

hyperactivity and conduct difficulties (Baglivio et al., 2014) and internalising problems 

and suicidality (Flouri & Panourgia, 2011; Goodday et al., 2019), as well as negative 

associations with prosocial behaviour in children and adolescents (Bevilacqua et al., 

2021). 

It has been proposed that ACEs can influence physical and mental health 

outcomes through several pathways (Anda et al., 2006; Felitti et al., 1998). ACEs 

may disrupt bodily and neural development, and in turn undermine the neural 
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networks that are necessary to the social, emotional, and cognitive development of 

the young person (Cicchetti, 2006). This can lead to difficulties with emotions, 

relationships, learning, and self-control in adolescence and early adulthood, which 

makes it more likely for the individual to adopt unhelpful and health-risk behaviour 

that increase the likelihood of disease, disability, social problems, and even death 

(Felitti et al., 1998; Ford, 2009). 

As research using ACEs continues to grow and influence public policy and 

clinical practice, a number of limitations have been highlighted (Finkelhor, 2018). For 

example, Lacey and Minnis (2020) argued the acritical use of ACEs scores (i.e., 

cumulative scores reflecting the number of ACEs an individual experienced) risks 

conflating correlation with causation, can produce findings that are often 

communicated in a deterministic way, is inappropriately used at the individual rather 

than population level, and ignores the differential impact of specific adversities, 

different patterns of co-occurrence, and interaction with resilience factors. 

 

1.3. Diagnostic classifications of trauma -related disorders in CYP  

 

This section expands on the differences between the ways the two main diagnostic 

manuals, i.e., the DSM-5 (APA, 2013) and the ICD-11 (WHO, 2019), classify and 

conceptualise trauma-related presentations, with particular emphasis on how these 

apply to CYP. Finally, Developmental Trauma Disorder, an alternative diagnosis 

proposed by van der Kolk (2005), is also presented. 

 

1.3.1. DSM-5 vs ICD-11. In its conceptualisation of PTSD, the DSM-5 replaced the 

previous three-cluster symptom structure (intrusion symptoms, avoidance symptoms, 

and hyperarousal symptoms) with a four-cluster one, which includes an additional 

group of criteria describing negative alterations in cognition and mood. These include 

the inability to remember specific details of the event, negative beliefs about self, 

others, and the world, persistent negative emotions and inability to experience 

positive emotions. The DSM-5 does not recognise a more complex form of PTSD as 

a distinct diagnosis, but introduces a dissociative subtype, which is characterised by 

recurrent experiences of depersonalisation (detachment from self) or derealisation 

(detachment from outside world). The same set of criteria applies to adults, 

adolescents, and children older than six years, although some developmental 
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differences are highlighted. For example, it is specified that, in CYP older than six, 

intrusive and distressing memories can be reenacted through repetitive play and that 

witnessing an adverse event as it occurs to primary caregivers can be particularly 

traumatic. Additionally, a separate set of criteria describes further differences in 

presentation in children younger than six, such as the frightening content of dreams 

not appearing overtly related to the traumatic event.  

Conversely, the ICD-11 retains the three-cluster structure of PTSD, 

comprising of re-experiencing the traumatic events (intrusion symptoms), avoidance 

of reminders, and persistent perceptions of heightened current threat (hyperarousal 

symptoms). A number of additional clinical features are mentioned, such as 

dysphoric mood, feelings of guilt (including survivor guilt), shame, sadness, and 

anger, somatic complaints, suicidality, social withdrawal, use of alcohol and 

substances as a form of self-medication, and anxiety symptoms, obsessions or 

compulsions in response to reminders of the trauma.  

Despite the significant overlap between the two diagnostic manuals, the ICD-

11 conceptualisation of PTSD is generally considered to be more specific and 

clinically useful (Brewin et al., 2017). With regard to developmental considerations, 

the ICD-11 also highlights how symptoms may present differently in different age 

groups. In younger children, PTSD symptoms most commonly manifests 

behaviorally, for example as reenactments (in play or drawings), both excessively 

inhibited or disinhibited behaviour, ótemper tantrumsô, acting out, and regression to 

previous developmental milestones (e.g., in relation to language or toileting). School-

age children and adolescents may present with limited ability to recognise and 

describe their emotions, which might include emotional numbing or denial of distress 

in response to memories of the trauma. Older children and adolescents may also be 

reluctant to pursue developmentally appropriate tasks (e.g., becoming more 

independent from caregivers) and engage in self-harming or other high-risk 

behaviour. Finally, the ICD-11 points out that recognition of PTSD symptoms in CYP 

may be complicated when the loss of a caregiver is involved, as the response to the 

loss may be more prominent than the typical threat-related features. 

The most notable difference between the DSM-5 and ICD-11 classifications of 

trauma-related disorders is that the latter introduced Complex PTSD (CPTSD) as a 

distinct diagnosis. The idea of that a more complex form of PTSD should be 

differentiated is not new, as it was first proposed by Herman (1992), who described 
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the additional difficulties typically experienced by survivors of chronic or prolonged 

interpersonal trauma. Although it has been argued that such differentiation is not 

empirically supported (Resick et al., 2012), research found evidence of a distinct 

presentation characterised by greater symptom severity, comorbidity, and functional 

impairment (Brewin et al., 2017). Chronic or prolonged experiences, particularly 

childhood abuse, have been found to be more strongly associated with CPTSD than 

PTSD (Cloitre et al., 2013); however, researchers and clinicians in the field stressed 

that differential diagnosis should be based on presentation, rather than type of 

traumatic exposure (Brewin, 2020). 

In order to be diagnosed with CPTSD, the ICD-11 proposes that an individual 

must present with the core features of PTSD, as well as additional disturbances in 

self-organisations (DSO): (1) problems in affect regulation (e.g., dissociative 

responses, anger outbursts, heightened emotional reactivity) ; (2) negative self-

concept (e.g., feeling worthless, diminished or guilty); and (3) disturbances in 

relationships (e.g., inability to sustain relationship and experiencing feelings of 

intimacy). The developmental considerations highlighted for PTSD also apply to 

CPTSD; it is also noted that CYP are more vulnerable than adults to developing 

CPTSD when exposed to prolonged traumatisation, such as in the context of chronic 

abuse, participation in drug trafficking or combat experiences as child soldiers. 

Furthermore, the ICD-11 points out that CYP with CPTSD are more likely than their 

peers to demonstrate cognitive impairment, including problems with attention and 

executive functioning, which means that trauma-related difficulties may first become 

evident because they interfere with academic performance.  

Finally, the ICD-11 developmental considerations acknowledge that, when 

caregivers are the source of trauma, CYP may develop a disorganised attachment 

style. This may result in presentations overlapping with Reactive Attachment 

Disorder or Disinhibited Social Engagement Disorder, which are classified as 

separate diagnoses by the ICD-11 (as they are in the DSM-5). Such overlap 

between CPTSD and attachment-related disorders, as well as with other common 

developmental diagnoses such as Attention Deficit and Hyperactivity Disorder, 

Oppositional Defiant Disorder, and Conduct-Dissocial Disorder, highlights some 

fundamental problems with the diagnostic understanding of psychological distress in 

children and adolescents. In fact, critics of diagnostic systems commented that 

diagnoses have repeatedly shown poor reliability, poor discriminant validity, and 
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inability to predict clinical outcomes, raising questions about their usefulness in 

clinical practice (Timimi, 2014). 

 

1.3.2. Developmental Trauma Disorder. Before CPTSD was officially recognised 

and the DSM-5 PTSD criteria were reviewed and expanded, van der Kolk (2005) 

proposed that a developmentally sensitive diagnosis was needed to accurately 

capture the symptoms of CYP who experienced interpersonal trauma and raptures in 

caregiving relationships. As part of a dedicated task force affiliated to the National 

Child Traumatic Stress Network, the author proposed a series of consensus criteria 

for Developmental Trauma Disorder (DTD; van der Kolk et al., 2009), which are 

summarised in Table 11. The aim of such consensus criteria was to facilitate the 

design and implementation of field trials to refine them, validate the new diagnosis, 

and research its specific aetiological factors and unique features. DTD received 

some empirical support from longitudinal studies (e.g., DeAngelis, 2007) and is 

generally considered to be clinically meaningful by practitioners (Ford et al., 2013). 

Although DTD is not currently included in any diagnostic classification, this 

conceptualisation likely influenced the research efforts that led to the formal 

recognition of CPTSD (Montano & Borzì, 2021). 
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Table 11 
 
Consensus Criteria for DTD (summarised from van der Kolk et al., 2009) 
 

A. Exposure  
 

A1. Direct experience and witnessing of repeated interpersonal violence; and 
 
A2. Significant disruptions of protective caregiving (e.g., repeated changes in primary 
caregiver, separation from primary caregiver, or exposure to repeated emotional 
abuse from a caregiver) 
 

B. Affective and physiological 
dysregulation  

B1. Inability to regulate emotions 
 
B2. Disturbances in bodily functions (e.g., eating, sleeping, elimination), including 
over-reactivity or under-reactivity to sensory stimuli 
 
B3. Diminished awareness/dissociation 
 
B4. Diminished ability to describe emotional and bodily states. 
 

C. Attentional and behavioural 
dysregulation  

C1. Preoccupation with threat and problems reading threat and safety cues 
 
C2. Impaired capacity for self-protection 
 
C3. Maladaptive self-soothing strategies (including repetitive or compulsive behaviour) 
 
C4. Deliberate self-harming behaviour 
 
C5. Difficulty initiating and sustaining goal-directed behaviour 
 
 

D. Self and relational 
dysregulation  

D1. Intense preoccupation with safety of the caregiver or other loved ones (including 
óparentifiedô behaviour) 
 
D2. Negative sense of self 
 
D3. Problems with trust and defiance in relationships 
 
D4. Reactive physical and verbal aggression 
 
D5. Inappropriate attempts to get intimate contact or excessive reliance on 
reassurance 
 
D6. Impaired capacity to regulate empathy  
 

E. Post -traumatic spectrum 
symptoms  

At least one symptom in at least two of the three PTSD symptom clusters 
 

G. Duration of disturbance  At least 6 months 
 

F. Functional impairment  Associated distress and impairment in at least two areas of functioning: 
 

¶ School (e.g., under-performance, attendance problems, conflict with staff, 
learning difficulties etc.) 

¶ Family (e.g., conflict, avoidance, running away, detachment, physical aggression 
towards family members etc.) 

¶ Peers (e.g., isolation, deviant affiliations, conflict, age-inappropriate activities or 
interactions etc.) 

¶ Legal (e.g., rule-breaking behaviour, criminal activity, detention, convictions, 
incarceration etc.) 

¶ Health (e.g., chronic pain or fatigue, physical illness or problems affecting 
digestive, neurological, sexual, immune, cardiopulmonary systems etc.) 

¶ Vocational (e.g., lack of interest, inability to keep jobs, lack of achievements etc.) 
 

 

1.4. NET  

 

1.4.1. Overview of therapeutic approach. NET is trauma-focused treatment that 

was specifically designed for adult and child survivors of complex and multiple 
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trauma. This approach supports individuals to create a coherent autobiographical 

narrative of their most significant life experiences, with the aim to contextualise 

events characterised by high emotional arousal; it is proposed that this process 

results in threat-related cues losing their dominance over the personôs emotional, 

physiological, and cognitive responses in the present (Schauer et al., 2011). 

Elbert et al. (2015) highlighted that NET was developed and subsequently 

adapted to meet a number of requirements: 

 

1. Applicability to various traumatised groups, including through 

adaptations of the procedure to different settings and cultures. For 

example, NET has been frequently delivered with the aid of interpreters 

since its conception. 

 

2. Suitability for delivery and routine evaluation in disadvantaged 

communities, low-income countries or crisis regions, where trauma 

exposure is frequent and mental health services are often difficult to 

access. For an up-to-date overview of ongoing projects involving NET, 

see Vivo International website (https://www.vivo.org/en/). 

 

3. Dissemination and integration into service provision through a cascade 

model of care (Schauer & Schauer, 2010). 

 

4. Focus on acknowledging and documenting human rights violations that 

are inevitably involved in interpersonal trauma, with the aim to counter 

stigma (Schneider et al., 2018) and empower survivors to communicate 

their stories. 

 

In NET, stones are used to symbolically mark negative or traumatic events, 

including experiences of abuse, neglect, exploitation, relational betrayal, rejection, 

and community violence. It is generally recognised that what makes an event 

traumatic is subjective to some degree (Boals, 2018); however, NET emphasises 

that experiences that commonly result in PTSS tend to involve high emotional 

arousal and violate human expectations of trust, protection, control, autonomy, 

personal appreciation and belonging (Schaeur et al., 2020). In this approach, it is 

https://www.vivo.org/en/
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also considered crucial to support survivors to acknowledge óflowersô, which are used 

to symbolise events with positive valence, such as corrective emotional experiences, 

supportive relationships, achievements, moments of resilience, and interpersonal 

resources (Schaeur et al., 2011). Candles and sticks are further symbols that have 

more recently been introduced to represent experiences of loss or perpetrated harm, 

respectively (Robjant et al., 2019). 

The NET approach is underpinned by the assumption that repeated traumatic 

experiences have a cumulative harmful impact through a óbuilding blocksô effect 

(Schauer & Robjant, 2018). With repeated traumatic exposure, associative networks 

of óhotô memories (i.e., dominated by high-arousal responses) are formed; when 

activated, these networks trigger automatic threat responses, such as those with 

high sympathetic arousal (freeze, flight, fight and fright) or with parasympathetic 

dominance (flag-faint dissociative shutdown) (Schauer & Elbert, 2010). 

Prolonged or repeated traumatisation also interferes with specific memories 

being stored in connection to their specific contextual information, namely the when 

and where each event happened (the ócoldô component of the memory). This means 

that additional stressful experiences become enmeshed with previous memories, 

whilst the context around them is lost. In other words, the resulting ófear networkô 

becomes dominated by aversive sensory, cognitive, emotional, and physiological 

representations, whilst losing its links to information about time, place, and additional 

circumstances. As a result, the responses of fear, hopelessness, and horror 

generalise to other similar situations, leading to PTSS. NET is believed to reverse 

the process described above by repairing the broken connections between hot and 

cold memories; furthermore, the use of the autobiographical timeline approach (the 

construction of the lifeline to guide the chronological narration) is thought to help 

segregate the different traumatic memories and put them into the broader context of 

oneôs life history (Schauer et al., 2011). This is in contrast with other trauma-focused 

interventions, which generally attempt to identify an óindex traumaô or the óworstô 

traumatic event to target with exposure or other processing techniques (Schyder et 

al., 2015). 

The therapeutic procedure in NET involves three essential steps: (1) 

assessment and psychoeducation; (2) lifeline development; and (3) narration and re-

narration (Schauer et al., 2011; 2020). For step 1, the authors recommend the use of 

clinical interviewing and structured assessments, for example through questionnaires 
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assessing the types of traumatic exposure and related symptoms, including 

dissociative phenomena. The psychoeducation components covers information 

about common post-traumatic symptoms, their relation with the ócascadeô of threat 

responses (freeze, flight, fight, fright, flag, and faint), what the NET therapeutic 

process involves and how it works. The aim is also to normalise, legitimise, and 

explain the clientôs experiences in light of the trauma(s) they endured, as well as to 

explore any worries and fears about the work ahead.  

During step 2, the therapist helps the client build the lifeline, namely a 

chronological, symbolic timeline of the key events in the clientôs life from birth to the 

present; one end of the string used for the lifeline is typically left coiled to symbolise 

the future. The NET manual stresses that full exposure to traumatic content should 

not occur at this stage; in fact, the lifeline is built from an allocentric position (an 

observerôs/birdôs eye view), as the client is only asked to mark the different events 

with a symbol, a header-like name, and a note about when and where they 

happened (Schauer et al., 2011). 

In step 3, the therapist invites the survivor to narrate their lifeôs story, starting 

from birth, this time from an egocentric position (first personôs point of view). Periods 

that do not include highly arousing events are summarised but still included in the 

narration, whilst imaginal exposure focuses on key events that are causing 

significant distress to the person in the present. During NETôs óexposure 

conversationô style (Robjant et al., 2017), the therapist guides the client through a 

slowed-down narration of specific events and encourages the contrast between the 

cognitive, emotional, sensory, physiological, and meaning-making elements 

associated with the traumatic memory and those the client is experiencing in the 

here-and-now, a process that facilitates dual awareness (Rothschild, 1999). At 

subsequent sessions, a written version of the narration is read back to the client, 

which serves the purpose of both re-exposing them to traumatic content (albeit from 

a more distanced position) and providing the opportunity for the client to make 

corrections and add further details that might have emerged. This process is 

repeated until a satisfactory degree of habituation is achieved, as indicated by the 

clientôs responses whilst listening to the story; grounding is used as appropriate to 

support the client to remained connected with the present (Kaltenbach et al., 2021a). 

Throughout the narration, the therapeutic stance adopted by the therapist is one of 

active listening, empathic attitude, non-judgment, and active encouragement to 
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continue the story-telling process, whilst firmly condemning violations of the clientôs 

human rights (Neuner et al., 2018). 

Since its conception, the evidence base for the effectiveness of NET has 

significantly grown outside of its original context of development, including with 

victims of natural disasters (Zang et al., 2014), sex trafficking (Robjant et al., 2017), 

childhood abuse (Steuwe et al., 2016), and adult female survivors of DV (Lane, 

2019; Orang et al., 2018). The standard adult protocol has been adapted for use with 

forensic populations and ex-combatants (forensic offender rehabilitation [FORNET]; 

Elbert et al., 2012; Robjant et al., 2019) and children and adolescents [KIDNET]; 

Schauer et al., 2011; Schauer et al., 2017). Recent adaptations also include NET for 

transgender and gender non-conforming people affected by minority stress (Lange, 

2020) and for adults with mild intellectual disabilities (Marlow et al., 2022). 

 

1.4.2. Summary of evidence base for KIDNET.  The first case assessing the impact 

of the KIDNET protocol was published by Schauer et al. (2004) and showed 

improvements PTSS at post-treatment and 6-month FU in an male adolescent 

refugee who experienced war and organised violence and completed four therapy 

sessions. A further study with child survivors of war in Uganda (Onyut et al., 2005) 

demonstrated significant reductions symptoms following treatment which were 

maintained over time, with a 67% remission rate for PTSD diagnosis, 100% 

remission rate for depressive symptoms, and significant improvement in functional 

impairment. No effect size indices were reported in the above studies. 

In an Randomized Controlled Trial (RCT) comparing KIDNET with a 

meditation-based intervention (Catani et al., 2009), both interventions were found to 

be similarly effective in reducing PTSS in Sri-Lankan children affected by war and 

natural disaster (dKIDNET  = 1.76 at post-test and dKIDNET = 1.96 at 6-month FU); 

however, the PTSD remission rate was higher in the NET group (81% vs. 71%). In 

two RCT studies conducted in Finland that involved CYP who experienced war, 

refugedoom or violence within the family, KIDNET was effective in significantly 

decreasing PTSS, unlike Treatment As Usual (TAU) (dKIDNET = 0.65 in Peltonen & 

Kangaslampi, 2019; dKIDNET= 0.83 in Kangaslampi & Peltonen, 2020), similarly to 

what demonstrated by an RCT with traumatised refugee children in Germany that 

compared NET to a waiting list control (dKIDNET = 1.9; PSTD remission rate: 83%; Ruf 

et al., 2010). No significant differences in effectiveness were found at post-treatment 



Page 104 of 314 
 

between KIDNET and Interpersonal Psychotherapy (IPT) in an RCT conducted by 

Schaal et al. (2009) with adolescent and young adults who survived genocide in 

Rwanda; however, when assessed at 6-month FU, fewer participants in the KIDNET 

group still demonstrated clinical levels of PTSS and depression compared to the IPT 

group, with young people who received KIDNET also showing significant reductions 

in trauma-related guilt cognitions. Another RCT of KIDNET vs TAU with young 

refugees in Germany is currently ongoing (see Wilker et al., 2020 for study 

protocol).  

  Further findings on the positive impact of KIDNET on PTSS and secondary 

outcomes, such as internalising and externalising problems, come from studies with 

other methodologies (e.g., cohort studies and case studies); examples include use of 

KIDNET with children who experienced parental and institutional abuse in Tanzania 

(Hermenau et al., 2011) and abuse in care and accidents resulting in significant 

injuries (Isoaho et al., 2015). In the former study, it is worth noting that reported 

effect size (d = 0.5) referred to the combined impact of the therapy and an service-

wide intervention with caretakers in the orphanage where the study took place, and 

as such as cannot be uniquely attributed to KIDNET. Although significant reductions 

in PTSS and depressive symptoms were also shown in Isoaho et al. (2015), there 

were discrepancies between guardian- and child-reported internalising and 

externalising symptoms. Overall, tentative evidence showed promise in reducing 

depressive symptoms, child- and parent-rated internalizing and externalizing 

problems, impairment in everyday functioning, self-harming behavior, nonverbal 

cognitive functioning problems, and guilt (e.g., Catani et al., 2009; Isoaho et al., 

2015; Onuyt et al., 2005; Peltonen & Kangaslampi, 2019; Ruf et al., 2010; Schaal et 

al., 2009).  

In summary, at the time of writing, KIDNET has been evaluated with children 

from approximately the age of 7, predominantly in refugee populations and low-

income countries, and with a treatment length range of four to ten sessions (Siehl et 

al., 2021). Despite the promising results highlighted above, the current evidence 

base is regarded as insufficient for inclusion in PTSS treatment recommendations for 

young people (Berliner et al., 2019). 
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1.5. Relevant theories  

 

This section outlines the two main theories of PTSD underpinning NET, namely Dual 

Representation Theory and Emotional Processing Theory. Attachment Theory is also 

discussed due to its relevance to understanding the impact of relational trauma on 

CYP. 

 

1.5.1. Dual Representation Theory. Drawing upon cognitive neuroscience 

research, Dual Representation Theory (DRT) was developed by Brewin, Dalgleish 

and Joseph (1996) to attempt to explain some common PTSS, including flashbacks, 

intrusive memories, amnesia of aspects of the trauma, and somatic symptoms. DRT 

focuses on the role of memory processing, and specifically on how traumatic events 

are encoded and subsequently retrieved. The authors postulate a modular model of 

memory, whereby events can be processed through two different systems. The first 

module, or Verbally Accessible Memory (VAM) is responsible for processing 

memories of ordinary events, which tend to be amenable to be retrieved voluntary 

and easy to describe verbally. Therefore, narratives of such events are typically 

linear, coherent, relatively complete, and integrated in oneôs personal autobiography. 

VAM is a óslowô processing system involving structures such as the hippocampus 

and the prefrontal cortex; as such, emotions associated with memories in VAM tend 

to accompanied by balanced cognitive appraisals of events (Brewin, 2001).  

During a threatening event, the high levels of arousal are believed to interfere 

with the VAM ability to register the event, which is instead processed through the 

second module, i.e., Situationally Accessible Memory (SAM). SAM is a non-verbal 

system where information is processed implicitly, in an over-general manner, and at 

the sensory level. The amygdala is the main neurobiological structure involved 

(Brewin, 2001), which means that memories in SAM are arousal-dominated, 

associated cognitions are emotionally-charged and all-encompassing (e.g., ñIôm a 

bad personò, ñItôs my faultò, ñIôm still in dangerò), and narratives of the events lack 

coherence and clear spatiotemporal context (van der Kolk & Fisler, 1995). PTSS are 

seen as the consequence of SAM-processed memories; as such memories are 

encoded at the sensory level, aspects of the event may be re-experienced as bodily 

symptoms or sensations; similarly, memories that are not correctly contextualised in 
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space and time may intrude in the present as flashbacks, intrusive images or 

nightmares. Additionally, the high levels of arousal are thought to disrupt the 

processes of attention and awareness during the event, resulting in the feelings of 

detachment from reality that characterise peritraumatic dissociation and subsequent 

dissociative phenomena (Brewin et al., 2013). 

Although the distinction between the VAM and SAM systems has received 

empirical support (Brewin & Holmes, 2003), some researchers have questioned the 

idea that traumatic memories are weakly organised in the autobiographical memory. 

For example, Berntsen and Rubin (2007) argued that, on the contrary, traumatic 

memories are excessively integrated into it. As a consequence of this, survivors may 

see a traumatic event as central to their life story and identity, a turning point that 

sets negative expectations for future events, and having an emotional tone that 

generalises to positive or neutral events.  

 

1.5.2. Emotional Processing Theory. Emotional Processing Theory (EPT) provides 

an account of the key factors involved in the development and maintenance of PTSD 

and other fear-based presentations; as such, it also provides the theoretical 

underpinning for exposure-based treatments (Foa & Kozak, 1986; Foa et al., 2006). 

EPT emphasises the role of fear structures within memory (i.e., ófear 

networksô) which contain representations of feared stimuli, fear responses, and 

cognitive appraisals of such stimuli. Fear networks can be adaptive when they 

provide an effective blueprint to respond to threatening situations; however, fear 

networks may incorporate inappropriate associations to stimuli that resemble those 

during the threating event, leading to fear-based responses (e.g., escape/avoidance) 

when triggered in the absence of actual danger (Foa & Kozak, 1986). 

Similarly to DRT, EPT also postulates that processing of traumatic events is 

disrupted, leading to more disorganised and fragmented memories and increasing 

the likelihood of erroneous associations with environmental stimuli (ótriggersô). From 

this perspective, both behavioural and emotional avoidance are seen as attempts to 

prevent the fear network from being activated; however, in the long-term, avoidance 

maintains distress through negative reinforcement and prevents the processing of 

traumatic memories (Foa et al., 1989). Trauma-related cognitions are understood as 

pathological meaning elements within the fear network (Foa et al., 2008). Such 

cognitions often include inflexible, inaccurate views of self, others, the world, and 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5578395/#R37
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5578395/#R34
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oneôs future; examples include views of self as helpless and incapable of coping, 

others as being intent on doing harm, and the world as dangerous (Foa et al., 2006). 

These beliefs can emerge in the aftermath of the trauma or be rooted in pre-existing 

ideas that are confirmed and strengthened by the traumatic experience. Within EPT, 

trauma-related cognitions are also seen as a maintenance factor, in that they 

maintain PTSD by promoting avoidance (Foa et al., 2006). 

 

1.5.4. Attachment theory. The attachment perspective postulates that childhood 

trauma, particularly if prolonged and at the hands of caregivers, can negatively 

impact on the formation of representational schemas of self, attachment figures, and 

attachment relationships in general. In other words, trauma affects the development 

of the childôs internal working models (Bowlby, 1890), namely mental representations 

of themselves and others, including expectations of the caregiverôs availability and 

responsiveness, beliefs on relationships and expression of needs, views of self as 

worthy or lovable, others as able to provide protection, and the environment as more 

or less dangerous (Howe, 2011). 

If caregivers are generally available and responsive, the child will develop a 

ósecureô attachment style, which is characterised by views of self as lovable, intimate 

relationships as typically safe, and the environment as predictable. Conversely, lack 

of responsiveness or inconsistent responses from caregivers tend to lead to 

óinsecure-avoidantô and óinsecure-ambivalentô (or óanxiousô) attachment styles, 

whereby the child has learnt to minimise or maximise attachment behaviours and 

expression of needs. Albeit potentially less adaptive than the secure style, it is worth 

noting that insecure styles still constitute organised strategies to regulate proximity in 

relationships and oneôs own internal experience (Bowlby, 1980; Bretherton, 1991).  

On the contrary, early experiences of parental maltreatment have been shown to 

lead to a ódisorganisedô attachment style, whereby the childôs mental representations 

are incoherent and poorly integrated; this lack of organisation reflects the 

contradiction of relating to a caregiver who is simultaneously a source of threat and 

protection (Main & Solomon, 1986). 

Attachment research has shown that disorganised attachment is not only 

associated with experiences of parental abuse, but can also develop when the 

caregiver is traumatised, and thus appears frightened or hypervigilant when 

interacting with the child; Lyons-Ruth et al. (1990; 1999) named this the 
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óhostile/helplessô pattern and described it as the caregiver alternating between 

hostile/frightened responses and helpless and avoidant ones. Liotti (1992) identified 

in childhood disorganised attachment the possible foundation for dissociative 

symptoms and presentations in adulthood, and hypothesised three possible 

trajectories stemming from an early disorganised style: (1) if the child is not exposed 

to further traumatic events, they may develop a more organised and coherent 

attachment strategy based on later relational experiences; (2) if the interactions with 

caregivers and later attachment figures remain unstable and contradictory, even in 

the absence of major traumas, the child may become prone to experience 

dissociative responses, especially if under stress, and may report mild to moderate 

dissociative symptoms in adulthood; (3) finally, a child who continues to be exposed 

to chronic or repeated traumatisation may become more vulnerable to develop 

severe and impairing dissociative symptoms, including those described as 

dissociative identity disorder.  

Although a disorganised attachment style is generally considered a risk factor 

for a number of mental health presentations in adulthood, not only dissociative ones 

(Herman et al., 1989; Herzog et al., 1993; MacDonald et al., 2008), it is still unclear 

whether the prolonged lack of parental attunement during childhood also constitutes 

a form of early relational trauma with long-standing impact (Schore, 2009). It also still 

debated whether an early disorganised attachment interferes with processing and 

memory integration of subsequent traumatic events, making the insurgence of PTSD 

more likely (Liotti, 2004; Semerari et al., 2005).  

 

1.6. Putative mechanisms of change  

 

This section expands on the key processes (i.e., mechanisms) that are believed to 

facilitate therapeutic change within NET. 

 

1.6.1. Autobiographical integration. Several theoretical accounts, including those 

discussed above, suggest that disturbances in autobiographical memory are linked 

to PTSS (Brewin, 2014; Ehlers & Clark, 2000; Foa & Rothbaum, 1998). For example, 

high levels of over-general autobiographical memory, describing difficulties recalling 

and describing the details of a given event, has been shown to increase the 

likelihood of developing PTSD following exposure to a threatening experience (Kleim 



Page 109 of 314 
 

& Ehlers, 2008). Furthermore, research highlighted that some aspects of PTSS can 

be understood in relation to the specific properties of traumatic memories, including: 

(i) involuntary recall, often triggered by environmental cues (Ehlers & Clark, 2000; 

Wegner, 1994); (ii) here-and-now quality, although this perceived ónownessô can 

present on a continuum (Ehlers et al., 2004; McKinnon et al., 2008); predominance 

of sensory representations (McDonald et al. 2018); (iii) fragmentation, particularly in 

verbal accounts of the event (Brewin et al., 2016); (iv) vividness and immutability 

(Blix et al., 2020); and (v) high levels of negative emotion, including when such 

emotions are re-experienced without recollecting the event itself (Ehlers & Clark, 

2000). 

Several trauma-focused therapies pose emphasis on the need to integrate 

traumatic memories (i.e., re-organise them and store them in the context of the 

broader autobiographical memory) in order to relieve PTSS, although the specific 

terminology used to describe this process may vary (Schnyder et al., 2015). As 

mentioned above, NET is believed to enable recovery and integration of traumatic 

memories in a structured, stepwise manner; this process starts with the ordering of 

the events during the lifeline procedure and continues with the chronological 

processing of each event through narrative exposure (Schauer et al., 2020).  

Despite its importance in several theoretical and therapeutic 

conceptualisations, the evidence that increased integration of traumatic memories 

leads to symptom change is mixed. On the one hand, studies have found that 

narratives of trauma survivors do not necessarily become less fragmented as PTSS 

reduce (Bedard-Gilligan et al. 2017; Bisson Desrochers et al. 2016), raising 

questions about the role of memory integration as a meaningful mechanism of 

change. On the other hand, a study employing a self-report measure of memory 

quality found that change in perceived trauma memory quality was associated with 

improvement in PTSS over three months after trauma (McKinnon et al., 2017); 

furthermore, in the same study, self-reported trauma memory quality was a stronger 

predictor of PTSS than the characteristics of the trauma narrative, possibly 

suggesting that the mixed results found in the literature are due to methodological 

differences. This is in line with the findings of two reviews on the subject, which 

underlined that the inconsistencies in terminology and measurement made it difficult 

to draw strong conclusions on the link between PTSS and memory disruption indices 

(OôKearney & Perrott, 2006; Bedard-Gilligan & Zoellner, 2012).  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5578395/#R85
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5578395/#R4
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1.6.2. Exposure and habituation. Within exposure-based treatments, repeated 

exposure to trauma reminders (in vivo exposure) and/or to the traumatic memory 

itself (imaginal exposure) is considered a key mechanism of change, as it promotes 

habituation to feared situations or content; in this context, habituation refers to the 

extinction of the fear response and the separation of stimuli from fear responses 

(Foa & Kozak, 1986). Previous research on the role of exposure as a change 

mechanism has produced mixed results, with most of the evidence indicating that 

BSH is a stronger predictor of treatment outcome than WSH (Cooper et al., 2017). 

Through repeated exposure, fear networks are activated in a controlled 

manner and within the safety of the therapeutic environment; the process of 

narrating the memory of the event during imaginal exposure is believed to facilitate 

the re-organisation of the trauma narrative, which is theoretically linked to 

maintenance of re-experiencing symptoms in EPT. This process can also impact on 

meaning making, resulting in cognitive change. This was previously understood in 

terms of learning theory, as exposure was seen as modifying stimulus-stimulus 

associations (e.g., through integration of information about safety in the present; Foa 

& Kozak, 1986). A more contemporary understanding (e.g., Foa et al., 2006; Foa & 

McLean, 2015) poses more emphasis on other forms of cognitive change that are 

facilitated by exposure, such as increased sense of mastery in the client, 

acknowledgment of their ability to tolerate distress, and disconfirmation of beliefs that 

their anxiety will spiral out of control. 

The considerations outlined above also apply to how NETôs óexposure 

conversationô style is believed to lead to therapeutic change. The authors (Schauer 

et al., 2011) also emphasise the impact of narrative exposure on cognitive distortions 

leading to guilt and shame. In fact, a careful and detailed exploration of the context 

and circumstances around the trauma (including emotional and physiological states 

of the survivor at the time) can foster self-acceptance and understanding that oneôs 

actions and decisions were taken under high levels of stress and with limited time 

and knowledge. The inclusion of contextual information (e.g., age and developmental 

stage of the client at the time of the trauma) can also reduce feelings of shame by 

redirecting them to the perpetrator. Finally, the therapist demonstrating empathy and 

acceptance, as opposed to judgment and rejection, during narrative exposure can be 

a hugely reparative experience for the client (Schauer et al., 2020). 
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1.7. Telepsychotherapy  

 

The implementation of lockdown measures during the Covid-19 pandemic has made 

it necessary for many NHS Trusts to implement a substantial shifts towards 

telepsychotherapies. This prompted the British Psychological Society (2020) to 

publish a guidance document on delivering therapy via videoconferencing platforms 

and the Digital Healthcare Sub-Committee, an expert reference group for the 

Division of Clinical Psychology, to develop a competence framework and training 

resources to equip clinicians for digital practice (https://www.digitalhealthskills.com/). 

Even in non-pandemic times, delivering psychological treatments remotely 

can have considerable advantages, including improving access to psychological 

interventions by reducing barriers such as travel distances and costs, conflicting 

schedules with job and caregiving responsibilities, and possibly stigma around being 

seen attending psychological services (Comer et al., 2014; Gloff et al., 2015). A 

systematic review of studies comparing PTSD interventions for veterans delivered 

face-to-face versus by videoconference found that the two modes were largely 

comparable in terms of outcomes, dropout rates, attendance rates, therapeutic 

alliance, and risk management (Turgoose et al., 2018). Research exploring the 

effectiveness of remotely delivered trauma-focused therapies for CYP is still in its 

infancy. Examples include a number of case studies providing preliminary evidence 

(e.g., Jones et al., 2014; Stewart et al., 2019), a small proof of concept feasibility 

study (Stewart et al., 2017), and an open pilot study looking at the feasibility and 

potential effectiveness of TF-CBT for traumatised youth (Stewart et al., 2020), all 

conducted in the United States. With regard to NET, practical guidelines have been 

recently published to support clinicians to safely and effectively deliver this therapy 

online (Kaltenbach et al., 2021a; Robjant et al., 2020). The first RCT investigating 

the feasibility and effectiveness of video NET with adults is currently ongoing (see 

Kaltenbach et al., 2021 for study protocol). 

 

 

 

 

https://www.digitalhealthskills.com/
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Extended methods  

 

2.1. Epistemological position  

 

The epistemological position adopted for this research is critical realism (Bhaskar, 

1997;  Bhaskar & Hartwig, 2016). This philosophy represents an alternative to the 

extreme positions of positivism and interpretivism. Positivism traditionally underpins 

natural sciences, claims detachment from the subject of enquiry, favours quantitative 

methods of investigations and aims at establishing universal laws. Conversely, 

interpretivist approaches are associated with social sciences, postulate that reality is 

socially constructed and that researchers are not independent of the phenomena 

they study, advocate for the use of qualitative methods, and are interested in 

experiences rather than truths (Alharahsheh & Pius, 2020). Critical realism 

acknowledges the shortcomings of both these paradigms and proposes an 

integration founded on three main premises: the world exists independent of our 

knowledge (ontological realism); knowledge is socially construed and contingent 

(epistemological relativism); and judgements on reality can be made based on 

knowledge, bearing in mind that all knowledge is fallible (judgmental rationalism) 

(Pilgrim, 2019).  

With regard to research, critical realism argues that employing quantitative 

and qualitative methods is most effective, as these can be utilised to examine 

different aspects of the area of investigation and findings from different sources can 

corroborate each other (Pratschke, 2003). This is in line with the aims of this study, 

which was designed to investigate both outcome and process in a psychological 

intervention (through quantitative methods) and participantsô experiences of the 

intervention itself (through qualitative methods). An in-depth exploration of change at 

the individual level requires critical interpretations accounting for multiple sources of 

information, as well as consideration of the real-world contexts in which the 

intervention takes place. This aligns with a critical realist stance, whereby knowledge 

is always understood in relation to societal influences (Benton & Craib, 2010). 
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2.2. Ethical approvals and study registration  

 

This study was designed and conducted in accordance with the ethical principles 

that have their origin in the Declaration of Helsinki (1996); the principles of Good 

Clinical Practice (GCP), and the UK Department of Health Policy Framework for 

Health and Social Care (2020). It was reviewed and approved by the University of 

Nottingham Research Governance Team, the Derby Research Ethics Committee 

(REC), and the Health Research Authority (HRA) within the NHS (see approval 

letters in Appendices B-D). Over the course of the study, three non-substantial 

amendments were submitted to and acknowledged by the REC (Appendices E-G). 

Additionally, the Research Departments of the two participating sites, namely 

Nottinghamshire Healthcare NHS Foundation Trust (NHCFT) and Lincolnshire 

Partnership NHS Foundation Trust (LPFT), confirmed their capacity and capability to 

support the study (see Appendix H for confirmation emails). Finally, the study was 

registered on a public trial database prior to commencement of recruitment 

(ClinicalTrials.gov Identifier: NCT04866511; see confirmation of registration in 

Appendix I).   

 

2.3. SCDs and study design rationale  

 

This section provides further information on SCDs and specifically on the case study 

series design used in this research.  

SCDs are an idiographic method that allows for the analysis and interpretation 

of change at the level of the individual, rather the group level. As such, SCDs 

typically aim to measure the change occurring in the individualôs behaviour or 

symptoms by comparing the baseline (A), the intervention (B) and the FU phases in 

terms of trends and variability (Parsonson & Baer, 1986). Furthermore, SCDs lend 

themselves to an in-depth exploration of process and outcome of therapy in applied 

settings, and, particularly when experimental, allow for drawing causal inferences 

about effectiveness. This is in line with the purpose and objectives of this study, 

which aims to answer questions about both outcomes and processes of change 

within video NET. 

Before opting for a naturalistic AB design, several experimental case series 

designs were considered for this study. However, in this case, as with most 
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psychological treatments, it was not possible or ethical to withdraw the intervention, 

which meant that Reversal designs were ruled out. The structure of NET does not 

allow for focusing on different target behaviours at different times, which makes 

Multiple Baseline (MB) designs across behaviours not applicable. Non-concurrent 

MB across subjects was also considered but deemed not appropriate, as this would 

have meant purposefully delaying intervention for some participants. Delaying the 

start of an intervention by extending the number of baseline observations can 

mitigate common threats to validity (Barlow et al., 2009); however, the What Works 

Clearinghouse standards (Kratochwill et al., 2010) recognise that this is not 

appropriate when baseline measurements include risk variables (e.g., self-harm 

thoughts or behaviour), as it was the case for the CYP in this study. Furthermore, 

participants in this study had been experiencing longer than usual waiting times to 

access services due to the Covid-19 pandemic; adding further waits to access the 

intervention would have potentially affected engagement. Finally, the study was 

interested in investigating the delivery of video NET with CYP in a way that was as 

close as possible to its implementation in routine clinical contexts. Taking all these 

aspects into account, a naturalistic AB case study series design was chosen.  

A common critique of AB designs is that the level of manipulation over the 

intervention is not sufficient to establish causality. However, the literature suggests 

that AB designs can be corroborated by including at least three demonstrations of 

effect (Lobo et al., 2017), examining external factors and anomalies, and having a 

minimum of three data points in each phase (Kratochwill et al., 2010). Given the 

ethical issues associated with withholding treatment from participants and the 

standards for phase length cited above, this study aimed to collect three data points 

before introducing video NET.  

It should be noted that results from SCDs cannot be easily be generalised 

from the specific group of participants under investigation to the general population 

from which the sample was extracted; however, results in SCDs can have high 

external validity in terms of generalising across symptoms/behaviours (i.e., when 

considering multiple outcomes) or across multiple participants (i.e., through 

replication of effect), as well as high ecological validity (Privitera & Ahlgrim-Delzell, 

2019).  
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Finally, the mixed-method approach was chosen to meet the different 

research aims, which included exploration of intervention feasibility and acceptability, 

and to triangulate results from quantitative and qualitative methods. 

 

2.4. Extended procedure  

 

2.4.1. Rationale for sample size and intervention length. The study aimed to 

recruit between three and six participants across the two sites, namely Community 

CAMHS teams within NHCFT and LPFT. This was based on the recommendations 

found in the literature on SCDs and considerations around the specific population. 

Morgan and Morgan (2008) state that three demonstrations of effect across 

cases are the minimum needed to draw any conclusion on external validity in SCDs. 

Although NET studies with CYP have generally reported dropout rates ranging 

between 0% and 12% (Catani et al., 2009; Onyut et al., 2005; Ruf et al., 2010), and 

NET in general has shown lower levels of dropout compared to other exposure-

based trauma treatments (Mørkved et al., 2014), literature has shown that treatment 

dropout rates in child and adolescent mental health services are substantial 

(approximately 45%; Johnson et al., 2008; de Haan et al., 2013). Therefore, the aim 

to recruit up to six participants took into account potential dropouts; it was decided 

that these participants would be replaced up until the mid-point of the study 

timescale or further until a minimum of three participants completed the intervention. 

Participants were counted if they progressed to the intervention phase; those who 

completed at least six NET sessions, inclusive of the initial psychoeducation session, 

were considered completers. This was based on the range of intervention length 

found in the KIDNET literature (four to ten sessions; Siehl et al., 2020). 

 

2.4.2. Extended recruitment and informed consent.  Table 12 displays the 

inclusion and exclusion criteria used to screen potential participants during 

recruitment, as well as the rationale for each criterion. 
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Table 12 
 
Study Eligibility Criteria and Rationale 
 

Inclusion criteria  
 
Participants must:  

 
 
Rationale  

Be aged 12ï 17 at the time of recruitment 
  

The KIDNET protocol has been used and studied with 
children from the age of 7. 
  
Within the recruitment sites, children younger than 12 that 
present with trauma-related difficulties are typically offered 
interventions that more explicitly involve parents/guardians, 
such as Theraplay and Developmental Dyadic Therapy. 
  
Young people aged 18 are typically seen by Adult Mental 
Health Services. However, those who were due to turn 18 
during the intervention were still accepted, provided that the 
CAMHS team agreed to postpone discharge or transfer of 
care. 

Have witnessed DV in the past 
 

To match the focus of the study. Exposure to DV must not 
be current for safety reasons.  

Be experiencing clinical levels of PTSS, as assessed by a 
member of the CAMHS team 

NET is a treatment for PTSS. 
  
A formal PTSD diagnosis is not required, as many CYP do 
not meet the full diagnostic criteria for this disorder, but can 
still experience significant levels of distress. The focus on 
presentation/clinical need rather than diagnosis is in line with 
usual clinical practice in CAMHS. 

Be on the waiting list to receive trauma-focused treatment 
  

NET is a trauma-focused treatment. 
  
To limit confounders. 

If 16 or over, be able to consent to take part, as assessed by 
a member of the CAMHS team. 

To ensure participants have capacity to consent to receive 
treatment and participate in the study. 
  
  
Young people aged 16 or over can consent for themselves 
(BPS, 2014). 

If under 16, have at least one person with parental authority 
who can consent for them. These young people were also 
asked to provide their assent 

For participants under 16, consent from a person with 
parental authority is legally required (BPS, 2014). 

 Be able to communicate verbally and speak English  NET requires the ability to narrate events verbally. 
  
Video NET was delivered in English. 

 
Have access to a device with a webcam and Internet 
broadband 

To enable participation in video sessions. NET was delivered 
remotely via videoconferencing. 
  
  

Have access to a mobile device, e.g., a smartphone or a 
tablet. Can be the same as the device above. 

To enable synchronisation with HR monitor device used in 
the study. 

 
Exclusion criteria  

 
Participants were excluded from the study if:  

 
Rationale  

They had a known diagnosis of Intellectual Disability The adaptation of NET for this population was ongoing as 
part of a different Doctorate project but was not available at 
the time of the study. 

They had a current high level of risk including of self-harm, 
suicide, violence from others, or risk to others, as assessed 
by a member of the CAMHS team 

This is an ethical requirement. If assessed as high, 
management of risk would need to take priority.  

They currently abused illicit substances Management of substance misuse would need to take 
priority. 
 
Significant substance misuse may interfere with engagement 
and the processing of trauma memories essential to NET 
(Schauer et al., 2011).  
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Those who met the inclusion criteria were initially approached by a member of 

their CAMHS team, who informed them of the study and gave them age-appropriate 

versions of the Participant information sheet (PIS; Appendices J and K); 

parents/guardians of young people under 16 were also given a Parent information 

sheet (Appendix L). Participants and, where appropriate, their parent/guardian were 

given at least 24 hours before they were contacted again by the same CAMHS 

clinician to obtain verbal consent. Subsequently, the lead researcher (FR) contacted 

those who gave verbal consent to seek written consent (see Consent Forms in 

Appendices M and N). Participants for whom parental consent was required were 

still asked to sign written assent to ensure their participation reflected their wishes. In 

the event of conflict between parent and YP under 16 regarding participation, the YP 

did not enter the study. 

 Recruitment in the two sites was supported by local collaborators, namely 

Clinical Psychologists acting as field supervisors for the study. Once each participant 

was officially recruited into the study, CAMHS clinicians from their respective teams 

received an email confirmation (Appendix O). Due to the Covid-related restrictions in 

place at the time of the study, all consent procedures were undertaken remotely 

(e.g., participants and/or their parents were asked sign the Consent Forms 

electronically or to sign and return a scanned version or visible photo of the form). 

Finally, young people and their parents were offered a pre-therapy call to arrange the 

initial NET session and discuss any questions or concerns, including around the use 

of the videoconferencing platform MST. 

 

2.4.3. Withdrawal from study. Participants were advised that participation in the 

study was voluntary and they could withdraw from it at any point, and that this would 

not affect their access to usual care in CAMHS. However, participants were informed 

through the PIS that data collected up to the point of withdrawal might still be used in 

the final analysis. Participants could also be withdrawn from the study for safety 

reasons (e.g., change in risk, inability to withstand the intervention) at the discretion 

of the researchers. If necessary, the CAMHS teams agreed to provide further and 

appropriate support to participants at the end of the study. 
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2.4.4. Additional information on and rationale for study measures. The lead 

researcher (FR) requested access to participant information that is routinely 

recorded at the time of referral and initial CAMHS assessment on the NHS electronic 

system (RiO). Some information was collected for the purpose of contextualising the 

findings for each case and inform cross-case comparisons, whilst others served 

logistical purposes (e.g., contact CYP and parent/guardian). Participant information 

included: 

  

¶ Demographic information (age, gender, ethnicity); 

¶ Clinical information (type and number of traumatic experiences, other ACEs 

besides exposure to DV, known mental health difficulties other than PTSS 

and neurodevelopmental diagnoses, past and current interventions received 

from CAMHS or other agencies, progress notes, and uploaded documents); 

¶ Contact information (address, telephone number, email address). 

 

The study measures were administered as per timeline in Table 13. An overview of 

the measures characteristics and psychometric properties is included is the journal 

paper. This section provides additional information and details the reasoning behind 

how the measures were chosen. 

 

Table 13 

 

Timeline of Measures  
  
  Baseline  Video NET intervention  Follow -up  

Measure  B1 
  

B2 
  

B3 S1 
Psychoe
ducation 

S2 
Lifel
ine 

S3 S4 S5 S6-10 
 

FU1 FU2 FU3 

CRIES-13 
 

X X X X X X X X X X X X 

YP-CORE X X X X X X X X X X X X 
 

Huawei Band 
4 Pro 
(HR monitor) 
  

     X X X X    
 

TMQQ     X X X X X    
 

Change 
Interview  

           X 

Notes. B = baseline; CRIES-13 = Childrenôs Revised Impact of Event Scale; FU = Follow-up; HR = Heart rate; S = session; TMQQ 
= Trauma Memory Quality Questionnaire; X = measure taken; YP-CORE = Young Personôs Clinical Outcomes in Routine 
Evaluation. 
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The CRIES was developed by the Children at War Foundation to assess 

PTSS in CYP aged 8-18 (Dyregrov  et al., 1996; Perrin et al., 2005) and is an 

adaptation of the adult Impact of Events Scale-Revised (IES-R; Weiss & Marmar, 

1997). The scale is commonly administered as part of the routine outcome 

monitoring in CAMHS (Wolpert et al., 2016). Although CAMHS clinicians assisting 

recruitment were not required to administer the primary outcome measure to screen 

potential participants, their familiarity with the CRIES was considered an advantage 

that factored in this measure being chosen. The original version of the scale (CRIES-

8) includes 8 items evaluating intrusion and avoidance symptoms; the CRIES-13 is a 

longer version comprising 5 additional items assessing hyperarousal symptoms. 

Although the CRIES-8 is generally recommended as it is briefer and more predictive 

of PTSS clinical caseness (Pereira et al. 2021; Smith et al. 2003), the 13-item 

version was chosen for this study to better investigate the impact of video NET on 

different PTSS clusters. Although the CRIES is not a diagnostic instrument, it has 

been successfully used to screen and capture symptom change in children exposed 

to a variety of traumatic events (e.g., Giannopoulou et al. 2006; Smith et al., 2001). 

Additionally, this scale has been previously used in studies evaluating the 

effectiveness of NET (e.g., Peltonen & Kangaslampi, 2019; Said & King, 2020). 

Other measures of PTSS in CYP were initially considered, such as the UCLA 

PTSD Reaction Index for DSM-5 (Steinberg et al., 2004, 2008) and the International 

Trauma Questionnaire (ITQ; Cloitre et al., 2018). The former is a child/adolescent-

specific measure that has the advantage of mapping onto the DSM-5 PTSD updated 

criteria; however, the symptom section of the scale includes 27 items (plus four 

additional ones assessing dissociative symptoms) to be rated with reference to the 

past month, which made it too lengthy and inappropriate for the weekly 

administration schedule in the current study. The ITQ allows for assessment of both 

PTSD and CPTSD symptoms; however, it had only been validated with a small 

sample of foster children (Haselgruber et al., 2020) at the time the study was 

developed. With all the above in mind, the CRIES-13 was deemed most suitable to 

the study. 

The YP-CORE was developed as part of the CORE family of measurement 

tools and adapted from the adult CORE-10 (Twigg et al., 2009). A significant 

advantage of the YP-CORE is that published literature on this instrument provides 

clinical and non-clinical norms divided by gender and age group (Twigg et al., 2016), 
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aiding a more nuanced interpretation of symptom change in research and clinical 

practice. Due to its brevity, it is also considerably less burdensome than other 

psychological distress measures that are commonly used in CAMHS, such as the 

Revised Children's Anxiety and Depression Scale (Chorpita et al., 2005). The 

Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997), another common 

child/adolescent measure, was also considered. An advantage of the SDQ over the 

YP-CORE is that the former assesses both internalising and externalising symptoms 

in CYP; however, the SDQ was designed to investigate change across longer 

periods of time (i.e., six months), and as such it would not have been suitable for 

assessing session-by-session change. The above aspects, alongside the 

psychometric properties of the scale, informed the decision to use the YP-CORE as 

the secondary outcome measure in the study. 

As mentioned in the extended introduction, changes in trauma memory quality 

have been typically assessed either through structured coding frameworks that are 

applied to trauma narratives or through self-report measures. The TMQQ used in this 

study falls into the latter category. The use of a narrative coding framework was 

initially considered; however, the shift of focus from one traumatic event to the next 

in chronological order, which characterises NET, would have made it difficult to code 

and compare transcripts of the same event and monitor week-by-week change in 

process. At the time of the study, a narrative measure of autobiographical integration 

to be used within NET was under development as part of a different Doctorate 

research project. Furthermore, perceived changes in trauma memory quality appear 

to be more predictive of outcome (i.e., improvements in PTSS) than changes in 

trauma narratives (McKinnon et al., 2017). Finally, the TMQQ is a measure that was 

specifically developed for and used with traumatised CYP populations (Meiser-

Stedman et al. 2007), including in grey and published NET studies (Isoaho et al., 

2015; Peltonen & Kangaslampi, 2020). In summary, the TMQQ was chosen due to 

its properties, potential for comparability with existing literature, and suitability to 

assessing process within NET. 

HR monitors have been recommended for use as a proxy measure of 

physiological arousal (Schäfer et al., 2018) and represent an alternative to 

Subjective Units of Distress (Wolpe, 1969; 1990), a traditional measure of 

habituation. The use of HR in psychological therapies is becoming increasingly 

common, as it allows for an empirical and objective measure of clientsô arousal 
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(Pignotti & Steinberg, 2001). Commercially available HR monitoring devices include 

chest straps and wristbands; the latter type was deemed less invasive for 

participants and thus chosen for this study. The Huawei Band 4 Pro wristbands were 

selected as they are a relatively inexpensive, wearable activity trackers that include a 

continuous HR monitor function. The wristbands were connected to unique, 

pseudonymised accounts on the manufacturerôs app (Huawei Health), which 

participants installed on their mobile devices. These readings were also accessible 

to the lead researcher remotely through the same account. Huawei Band 4 Pro and 

Huawei Health were reviewed and approved for use by the Research Contracts 

Manager at the University of Nottingham, following review of user agreement and 

privacy documentation. The step-by-step guide instructing participants on how to set 

the device up, including privacy settings to ensure only study-relevant data were 

collected, is appended (see Appendix P). 

Finally, Change Interviews were deemed appropriate to investigate the 

feasibility and acceptability of video NET and based on Elliott and Rodgers (2008), 

an interview protocol commonly used in interventional research. The adaptions to the 

interview questions were also informed by a previous Doctorate project evaluating 

NET with adult female survivors of IPV (Lane, 2019). The interview schedule used in 

the current study is displayed in Appendix U. 

 

2.4.5. Confidentiality and anonymity. Information collected during the study were 

kept confidential in accordance with UK Data Protection laws and the UoN privacy 

notice. Exceptions to confidentiality were detailed in the PIS. For example, 

participants were informed that the content of the sessions would be kept 

confidential, however, some aspects would be discussed with the primary research 

supervisor for clinical supervision purposes; the supervisor would also have access 

to the video- or audio-recordings to conduct the intervention fidelity checks. 

Participants were made aware that, where appropriate, specific aspects of the 

intervention would be discussed with members of their CAMHS team (e.g., 

participantsô care-coordinators) and that the lead researcher would write a summary 

of each session on their electronic records. The limits of confidentiality within therapy 

(e.g., need to report concerns regarding risk to self or others) were also clearly 

explained to all participants, in keeping with local Trust safeguarding policies. All 

sessions were conducted remotely from a confidential space; participants were also 
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asked to identify a confidential space in their homes. If this was not possible, travel 

expenses were offered to any YP who needed to travel to a location other than their 

home (e.g., school) to access the remote sessions. All researchers involved in the 

study, including the Trainee Clinical Psychologists who conducted the Change 

Interviews, were also clinicians bound to confidentiality. 

To ensure anonymity, participants were asked to choose a pseudonym to 

identify them in all study materials, including when filling out the study measures 

through a Jisc Online Survey password-protected link. Huawei Health accounts were 

also pseudonymised and linked to an ad-hoc email address provided by the lead 

researcher. The lead researcher also made a separate confidential record of the 

participantôs name, date of birth, NHS/RiO number, and pseudonym, to permit 

identification of all participants enrolled in the study, in accordance with regulatory 

requirements; this was held as a password-protected file on shared drive on NHS 

online servers, which was only accessible by the lead researcher and the primary 

research supervisor. 

Documents containing identifiable information, such as NET narratives and 

interview transcripts, were anonymised prior to being stored with the rest of the data 

(see below). Non-anonymised versions of the narratives were also uploaded onto 

participantsô clinical records at the end of the intervention. All other identifiable 

information (e.g., signed consent forms) were kept separately form the research data 

they were linked to and stored as password-protected files on UoN web servers 

(OneDrive). Participants were made aware that their anonymity would be protected 

throughout the study and in any dissemination of the research. 

 

2.4.6. Data storage. Storage of research data was explained in the PIS. The 

sessions recordings were erased from the recorders and stored in a secure folder on 

an NHS laptop; they were deleted from the folder once they had been used to aid the 

write-up of trauma narratives and checked for intervention fidelity. The interview 

transcripts were kept on the same secure folder until they were anonymised, and 

then stored on UoN OneDrive. 

Electronic questionnaires were downloaded from Jisc Online Surveys and 

deleted from the survey service database at the end of the study.  Huawei Health 

app accounts were set up so that all personal information (e.g., IP addresses, 

locations, and mobile models) was only stored locally on participantsô devices. 
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Participants were also instructed to delete all data that were stored on the app cloud 

at the end of the study (once they deleted the app). 

All research data will be kept securely for seven years on UoN servers and 

destroyed after this time. Participantsô contact details were kept securely for six 

months to complete any follow-up activities and destroyed afterwards. 

 

2.4.7. Additional information on intervention delivery and quality checks. 

Appendix S shows the psychoeducation handouts that were shared with participants 

during the first video NET session using the screen share function on MST. A copy 

was also emailed to participants at the end of the session. 

Separate quality check forms were developed for the psychoeducation, 

lifeline, and narrative exposure sessions (Appendix T). Some items were rated 

dichotomously (present vs absent), whilst others were scored on a 5-point Likert 

scale (0 = ónever/noô, 1 = ósometimesô, 2 =  óoften/partlyô, 3 = ómost of the 

time/mainlyô, and 4 = óalways/fullyô). Pre-set criteria were used to determine whether 

each reviewed session met the required standards (e.g., no dichotomous item rated 

as absent and no more than two scaled items rated below 3). Fidelity checks were 

conducted by the primary supervisor (TS) using a randomly selected proportion of 

the different session types (i.e., one psychoeducation session and one lifeline 

session in the whole sample, and one session including a trauma re-narration and 

narration per participant in the case series). This approach was based on published 

examples in the treatment fidelity literature (e.g., Goodyer et al., 2017). A total of six 

sessions were reviewed and rated (see section 3.3. Extended quality check results 

for details). 

 

2.4.8. Risk to participants, parents, and researcher. Numerous efforts were made 

to protect participantsô wellbeing throughout the study, as they were a group with 

unique vulnerabilities due to both their age and adverse experiences. Participants 

and their parents/guardians were given the opportunity to discuss their questions or 

concerns prior to starting the intervention. The first psychoeducation session 

included a discussion of potential negative responses during imaginal exposure and 

an agreement on how to manage them (e.g., grounding strategies), as well as further 

safety planning in addition to what had already been completed by CAMHS 

clinicians. The lead researcher/therapist also liaised with parents/guardians and 
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CAMHS professionals involved in participantsô care throughout the intervention, as 

needed. 

Narration of traumatic events was facilitated in an age- and developmentally-

appropriate manner. Participantsô emotional distress during sessions was handled 

through the strategies mentioned above, as well as using the lead researcherôs 

clinical experience of working with traumatised individuals and CYP. Specific 

adaptations (e.g., when to progress to the next stone, length of sessions, appropriate 

breaks, repetition of instructions, use of self-soothing behaviours) were made 

depending on clinical need. Additionally, the lead researcher used the weekly 

supervision meetings to discuss any aspects concerning the intervention delivery or 

other clinical issues, in order to ensure the care provided to participants was of a 

high quality. The occurrence of any Adverse events (AEs) and Serious Adverse 

Events (SAEs) as defined in the study protocol was monitored throughout the 

intervention and reported in accordance to GCP principles (see extended results 

section and Appendix Q). 

Finally, participants were debriefed at the end of the intervention (see 

Debriefing sheets in Appendix R) and options for further support where discussed 

with CAMHS clinicians for those who still reported significant distress. 

All but one participant in the study lived with the parent who experienced DV 

from their ex-partner(s). Where it became evident that the parent also required 

trauma-focused support, the lead investigator discussed access to appropriate adult 

services, whether with the parent themselves or with an involved CAMHS clinicians 

who could signpost or make a referral. Besides mental health services, signposting 

options also included third sector organisations providing support for adult DV 

survivors (e.g., Juno: https://junowomensaid.org.uk/; Nottinghamshire Womenôs Aid: 

https://nottswa.org/ ). 

In addition to the typical challenges of working clinically with complex and 

distressed young people, during the study the lead researcher was indirectly 

exposed to participantsô traumatic experiences. The emotional impact of this was 

managed through clinical supervision and, where possible, through logistical 

arrangements (e.g., allowing for enough time to debrief between each session, 

booking sessions across different days, etc.). 

 

https://junowomensaid.org.uk/
https://nottswa.org/
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2.4.9. Participant stipends and payments. Participants did not receive financial 

incentives for their involvement. Given that the intervention was delivered via 

videoconferencing, travel expenses were not offered unless the YP/their families 

were required to travel to a location other than their homes (e.g., school) to access 

the sessions or to their CAMHS base for any visit in excess of usual care. None of 

the participantsô families claimed travel expenses at the end of the study. Given their 

financial value, participants were asked to return the Huawei Band 4 Pro wristbands 

at the end of the study, through pre-paid envelops. 

 

 

2.5. Extended analyses  

 

This section expands on some of the analyses undertaken in the study. 

 

2.5.1. Visual analysis and rationale for effect size index. Graphing and visually 

inspecting data is the most commonly used analysis method in SCDs (Lane & Gast, 

2014). Systematic exploration of changes within and across phases may include 

consideration of key parameters, such as: (i) indices of central location (i.e., mean or 

median); (ii) trend, i.e., the systematic shift in central location in each phase; (iii) 

variability of data within phases; (iv) point of change between adjacent phase; and 

(v) overlap between phases (Morley, 2018). This study specifically focused on 

plotting linear regression trends in the baseline and intervention phases and, where 

FU data were available, in the intervention + FU phase; this was one of the methods 

used to detect any changes in outcomes and process during the intervention and 

draw inferences on whether such changes could be reasonably attributed to video 

NET. However, visual analysis requires a high degree of interpretation, and, as such, 

is highly susceptible to bias (Lenz, 2013). 

It has been argued that visual inspection of SCD data can be strengthened by 

the use of statistical methods to reduce observer bias (Jones et al., 1978) and detect 

smaller effects (Kazdin, 1982). Conventional parametric group statistics are 

considered inappropriate because single-case data frequently violate the assumption 

of independence of error between subsequent observations; this is due to single-

case data often being auto-correlated, i.e., each observation correlates with the 

previous ones and errors are not independent (Shadish et al., 2013).  For this 
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reason, several specific statistical methods have been developed to analyse single-

case data and estimate effect sizes (see Alresheed et al., 2013 and Morley, 2018 for 

overviews). Many of such of methods are ónon-overlapô statistics, namely they 

involve computing a statistic that summarises the extent to which the observations in 

the phases do not overlap. Several non-overlap methods were initially considered for 

this study, including Percentage of non-overlapping data (PND) and Percentage of 

data points exceeding the median (PEM). PND (Scuggs et al., 1987) can be easily 

computed by calculating the percentage of data points in the intervention phase that 

do not overlap with any data points in the baseline. However, this method has been 

critiqued for providing a purely descriptive index with limited utility (Morley, 2018) and 

high risk of Type II error (Lenz, 2013). As an alternative, PEM (Ma, 2006) uses the 

baseline median as a referent to compare phases; however, this method has the 

disadvantage of being dependent on the number of observations in the baseline, 

which affects the power of the test, and has been found to inflate effect sizes (i.e., 

high risk of Type I error; Wolery et al., 2010). 

Despite their shortcomings, both PND, PEM and other similar non-overlap 

methods can be used with relative confidence in the absence of trend in the 

baseline. This can be achieved by extending the baseline until it stabilises, and then 

introduce the intervention, which may not be feasible for some variables or research 

contexts (Solomon, 2014). Given the lack of extended baseline in this study, the 

Tau-U family of indices (Parker et al., 2011) were chosen to estimate effect sizes for 

video NET on the two outcome measures, whilst accounting for potential trends in 

the baseline; this approach was developed specifically for this purpose based on 

Kendallôs rank correlation test (Tau) and Mann-Whitney U statistic. When selecting 

what Tau-U index to calculate, for example, with or without baseline trend control 

(denotated Tau-UTrendA/adj and Tau-UA vs B, respectively), it is recommended to first 

test whether an observed baseline trend is statistically significant (see Tarlow, 2016, 

2017 online calculator: http://ktarlow.com/stats/tau/). This is because controlling for 

baseline trends in the absence of trend significance can lead to discarding 'true' 

variance from the treatment effect (Fingerhut et al., 2021; Tarlow, 2017). 

Besides offering a potential solution to the problem of baseline trends, Tau-U 

indices have a number of advantages, including: they perform relatively well with 

auto-correlated data and are interpretable in terms of statistical significance due to 

associated p values or Confidence Intervals (Parker et al., 2011); are less 

http://ktarlow.com/stats/tau/
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susceptible to ceiling effect (Parker et al., 2011; Tarlow, 2017); are amongst the 

most commonly used method in recent SCD research (Fingerhut et al., 2020); and 

are highly flexible under a variety of experimental conditions (Brossart et al., 2018). 

However, several limitations have also been highlighted. For example, denotation of 

different Tau-U indices has been inconsistent across the literature, making it difficult 

to establish what specific index had been used and compare effect sizes from 

different studies (Brossart et al., 2018). Furthermore, Tarlow (2017) highlighted that 

the Tau-U baseline correction method cannot be graphically visualised and that its 

formula has been found to produce out-of-bound results, i.e., outside of conventional 

limits of -1 and +1. To overcome these limitations, the author proposed an alternative 

method, Baseline-corrected Tau, which uses the non-parametric Theil-Sen 

regression to estimate and control for the baseline trend. However, this solution, 

unlike TAU-UTrend A/adj relies on the assumption that the baseline trend is linear 

(Manolov et al., 2019) and does not perform as well when there are less than five 

observations in the baseline (Tarlow, 2017).  

With the above considerations in mind, it was decided to use Tau-UTrend A/adj or 

Tau-UA vs B (depending on whether baseline trends were significant or not) to 

estimate effect sizes in this study; this is in keeping with Xu and Fingerhut et al.ôs 

(2021) decision flowchart to select appropriate Tau-U measures.  

 

2.5.2. SMA. SMA (Borckardt et al., 2008; Borckardt & Nash, 2014) is a method that 

was specifically developed to analyse short streams (less than 30 observations per 

phase) of auto-correlated data, as it provides sufficient power to detect real effects 

whilst reducing the risk of Type I error. This approach is based on estimating the 

probability of finding a relationship between variables as large as the one amongst 

random data points with the same amount of auto-correlation and phase length 

(Borckardt et al., 2008). The freely available SMA software includes a ócross-

correlationô function to perform correlational analyses on two variables whilst 

adjusting for the amount of auto-correlation in the data; this makes it particularly 

suitable for exploring temporal relationships between symptoms or behaviours in 

single-case research. The SMA cross-correlation output produces a correlation 

coefficient (r) and a p value, which can be corrected with the Bonferroni method for 

multiple comparisons.  
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In this study, SMA cross-correlations were used to investigate temporal 

relationships between: (1) the CRIES-13 and YP-CORE, to explore whether changes 

in PTSS were associated with concurrent or sequential changes in general 

psychological distress; and (2) the TMQQ and each of the outcome measures, to 

explore whether changes in process (trauma memory quality) were associated with 

concurrent or sequential changes in either PTSS or general psychological distress. 

In this study, Lag = 0 indicated changes occurring in the same week, whilst Lag = ± 1 

and 2 indicated changes occurring one or two weeks earlier/later. Variables were 

entered as displayed in Table 14. 

 

Table 14 

Order of Variable Entry in SMA Cross-correlations 

Variable 1  Variable 2  

Temporal relationships between outcomes 

CRIES-13 Total (all phases) YP-CORE Total (all phases) 

Temporal relationships between process and outcomes 

TMQQ Total (intervention only) CRIES-13 Total (intervention only) 

TMQQ Total (intervention only) YP-CORE Total (intervention only) 

 

 

2.5.3. Reliable and Clinically Significant Change. Jacobson and Trauxôs (1991) 

two-step approach was used in this study to determine whether the changes 

observed in each participantôs outcomes were: (i) statistically reliable, at the p <.05 

level, beyond what could be attributed to measurement error; and (ii) clinically 

meaningful, based on clinical and non-clinical normative data. This approach is 

considered an objective and psychometrically sound way to assess effectiveness 

(Atkins et al., 2005) and is widely used in evaluating psychological interventions 

(Lambert & Ogles, 2009; Ogles et al., 2001). 

Firstly, the Reliable Change Index (RCI) was calculated by determining the 

difference between pre-intervention scores (first baseline points) and post-

intervention scores (final session), as well as, where possible, between pre-

intervention and FU ones. The differences in scores were then divided by the 

standard error of difference (SEdiff) of the respective measures, which was calculated 
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from the standard error of measurement (SEM) as follows: SEdiff = Ѝς 3%-2, where 

SEM = 3$ ρ Ò , SD is the standard deviation of a representative population, 

and r is the internal consistency (Cronbachôs Ŭ) of the measure. RCIs were 

considered statistically reliable, with 95% confidence, if they exceeded ± 1.96. 

Secondly, the Clinically Significant Change (CSC) method was applied to 

determine if statistically reliable changes were also clinically meaningful. For this 

purpose, Jacobson and Traux (1991) proposed using one of the following criteria 

(Figure 5): a) the post-intervention score falls more than two standard deviations 

beyond the mean of the clinical group and in the direction of the non-clinical group; 

b) the post-intervention score falls within two standard deviations of the non-clinical 

group; and c) the post-intervention score falls closer to the mean of the non-clinical 

group than to the mean of the clinical group.  

 
Figure 5 
 
Schematic Representation of Jacobsonôs CSC Criteria, from Morley (2018) 
 
 

 

 
The most appropriate criterion should be determined a priori based on the 

characteristics of the normative distributions (Jacobson et al., 1999). In some 

instances, it may be more appropriate to utilise an external criterion, namely a cut-off 

score that is determined by information beyond the distribution of the scores (Morley, 

2018). Both the CRIES-13 and the YP-CORE have established clinical cut-off 
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scores, which were calculated using criterion c; this is the recommended criterion 

when the clinical and non-clinical distributions show some overlap (Jacobson et al., 

1999), as it was the case for the CRIES-13 and YP-CORE population data. 

Therefore, criterion c/external criterion was used for all CSC calculations in this 

study. The distribution parameters used for the YP-CORE CSC calculations were 

specific to gender (female) and age group of each participant, as opposed to being 

derived from the overall normative sample of adolescents; this is recommended by 

Twigg et al. (2016). An overview of the clinical and non-clinical norms used in the 

RCI and CSC calculations is displayed in Table 15. 
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Table 15 
 
Clinical and Non-clinical Norms from the Literature used in RC and CSC Calculations 

 
Measure  Sample  Population  n Subscale  M (SD) Ŭ Clinical 

cut -off 
scores  

 
 
 
 
 
 
 

CRIES-13 

 
Clinical (Perrin, Meiser-

Stedman, & Smith, 2005) 

 
UK children and adolescents (aged 7-
18 yrs) referred to the Child Traumatic 

Stress Clinic in London 

 
52 

 
Total 

 
37.8 (12.7) 

 
 
 
 
 
 
 

.87a 

 
 
 
 
 
 
 

30 

 
Non-clinical (Perrin, 

Meiser-Stedman, & Smith, 
2005) 

 
UK children and adolescents (aged 10-

16 yrs) exposed to a traumatic event 
who attended A&E. Not referred to the 

Child Traumatic Stress Clinic in 
London 

 
63 

 
Total 

 
21.3 (17.3) 

 
 
 

 
 

YP-CORE 

 
Clinical (Twigg, Cooper, 

Evans et al., 2016) 

 
UK  female children and adolescents 
(aged 11-16 yrs) accessing school- or 
community-based counselling services 

 

 
313b  
489c 

793d 

 

 
Total 

 
19.5 (7.5)b 

21.4 (7.3)c 

20.6 (7.40)d 

 

 
.79b 

.81c 

.80d 

 
 

 
 

14.4b 

15.9c  
15.3d 

 
Non-clinical (Twigg, 

Cooper, Evans et al., 2016) 

 
UK female children and adolescents 
(aged 11-16 yrs) recruited in schools. 
Not accessing counselling services. 

 

 
75b 

109c 

184d 

 

 
Total 

 
9.7 (6.7)b 

10.8 (6.7)c 

10.4 (6.74)d 

 
- 
- 
- 

Notes.    aInternal consistency from Giannopoulou et al. (2006); bfemales  aged 11-13 yrs; cfemales aged 14-16 yrs; dall females.
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2.5.4. Content analysis of qualitative data and triangulation approach. Content 

analysis was used to analyse the findings from the Change Interviews. Content 

analysis is a commonly used qualitative method comprising three phases: 

preparation (including choice of unit and depth of analysis), analysis using a 

deductive or inductive approach, and reporting (Elo & Kyngäs, 2008). In this study, 

the chosen unit of analysis was the whole interview with a focus on manifest content. 

The lead researcher repeatedly read the transcripts to immerse themselves in the 

data, which were then summarised using a deductive approach. This approach was 

deemed most suitable given that the analysis was guided by pre-determined 

categories (Marshall & Rossman, 2014), namely the specific questions on feasibility, 

acceptability and perceived change. Finally, the results of the qualitative analysis 

were triangulated with the quantitative findings in the study discussion using a 

concurrent triangulation approach (Hossler & Vesper, 1993, as cited in Creswell et 

al., 2003; Figure 6). 

 

Figure 6 

Diagrammatic Representation of Concurrent Triangulation Design used in Hossler 

and Vesper (1993), as cited in Creswell et al. (2003) 

 

 
 



Page 133 of 314 
 

Extended results  

 

3.1. Additional participant information  

 

Five participants were recruited out of the seven that were identified approached 

about the study. As for the remaining two young people who were identified as 

eligible, one parent gave verbal consent but withdrew it before they signed the 

written consent, and the other parent declined consent altogether. No participants 

were recruited from the second CAMHS team.   

Two study participants (Willow and Nell) had a confirmed diagnosis of autistic 

spectrum disorder (ASD), also known as autistic spectrum condition. At the time of 

the study, Nell was challenging her ASD diagnosis and had requested to be 

assessed for borderline personality disorder (BPD). It is common practice within UK 

CAMH services to avoid giving personality disorder diagnoses to adolescents; 

however, the CAMHS team agreed to assess and provisionally diagnose Nell with 

BPD, with a view of confirming the diagnosis as part of the discharge process once 

she turned 18. There was also a query on whether Lilly would meet the criteria for 

ASD and, at the time of the study, her parent was in the process of requesting a 

formal assessment. Additional information on participantsô further traumatic and 

adverse experiences (besides witnessing DV) and previous therapeutic input is 

displayed in Table 16. 
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Table 16 

Additional Participant Information 

Information  
 

Kaitlin   Willow   Nell   Lilly  Gem 

Other traumatic and 
adverse childhood 
experiences  

Parental drug and alcohol 
abuse  
  
Parental mental 
health difficulties 
  
Parental 
separation/divorce  
  
Childhood emotional and 
physical abuse  
  

Parental mental 
health difficulties 
  
Parental 
separation/divorce  
  
Childhood emotional and 
physical abuse  

Parental drug and alcohol 
abuse  
  
Parental mental 
health difficulties 
  
Parental imprisonment  
  
Parental 
separation/divorce  
  
Childhood emotional 
abuse  
  
Sexual assault from ex-
partner   

Parental mental 
health difficulties 
  
Parental 
separation/divorce  
  
Parental imprisonment  
  
Childhood emotional 
abuse  

Parental 
separation/divorce  
  
Childhood emotional 
abuse  
  
Physical assault from ex-
partner  

Previous therapeutic input  Counselling through third 
sector organisation  
  
Family Therapy  
  
Carers support group  
  
1:1 sessions - anxiety 
management   
  

Counselling through third 
sector organisation  
  
CBT anxiety group  
  
Input from Healthy Family 
Team  
  
NVR parent group  

Sexual assault counselling 
through third sector 
organisation  
  
NVR parent group  
  
Input from Healthy Family 
Team  
  
1:1 sessions ï anxiety 
management, grounding, 
self-care, systemic 
formulation  

Counselling through third 
sector organization  
  
Input from CAMHS CHTT  
  
  

Counselling through third 
sector organisation  
  
Input from CAMHS CHTT  

Current input in addition to 
NET   

-  Reviews with CCO  
 

-  -  

Notes. CAMHS = Child and Adolescent Mental Health Services; CCO = Care Coordinator; CHTT = Crisis and Home Treatment Team; CBT = Cognitive Behavioural therapy; NVR = Nonviolent 
resistance.
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3.2. Additional information on video NET sessions  

 

All participants who attended at least six sessions narrated the main stones 

associated with exposure to DV, and, in some cases, additional traumatic or adverse 

experiences. However, some of those who recently experienced other traumatic 

events stated that they were not ready to also address those. One participant 

(Willow) chose to dedicate some sessions to candles (i.e., grief/sorrowful events), 

namely major losses that re-triggered feelings associated with DV. 

Figure 7 depicts a drawing made by Kaitlin as part of a grounding exercise in 

session five. Preferred grounding strategies were discussed and agreed with each 

participant during session one (psychoeducation). 

 
Figure 7  
 
Kaitlinôs Drawing from Grounding Exercise (session five) 
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3.3. Extended quality checks results  

 

The recordings of six sessions were randomly selected to be reviewed in their 

entirety and assessed by the primary research supervisor using the appropriate 

quality checks forms (Appendix T). The sessions included: (1) Willowôs 

psychoeducation session; (2) Gemôs lifeline session; and (3) one narrative exposure 

session including at least one stone re-narration and one stone narration for each 

participant, except for Lilly (said session was not available due to early intervention 

dropout).  

In the psychoeducation session, all but one dichotomous item (i.e., scored as 

present vs absent) were scored as present, whilst all scaled items were scored as 

met most of or all the time. All but one dichotomous item were also assessed as 

present in the lifeline session, whilst all scaled items were met all of the time. In the 

narrative exposure sessions, scores for scaled items ranged from met often to all of 

the time, whilst all dichotomous items were scored as present. Therefore, the pre-

established fidelity criteria were met for all reviewed sessions. Additionally, specific 

queries about the intervention delivery, including potential deviations from the 

KIDNET protocol, were discussed and resolved during the weekly supervision 

meetings. 

 

3.4. Additional information on SA E 

 

 As mentioned in the journal paper, Gemôs overdose with suicidal intent was reported 

to the Sponsor and the relevant REC as an SAE, in keeping with the study protocol 

and the GCP standards. The seriousness and possible causality between the SAE 

and the video NET intervention was assessed by the Chief Investigator in 

conjunction with the field supervisor (a Clinical Psychologist) and the clinicians from 

the CAMHS Crisis Team who assessed Gem after the event. During the CAMHS 

Crisis assessments, Gem elaborated on a number of factors that contributed to her 

acting on her suicidal thoughts but did not mention the impact of the intervention 

amongst them. However, in view of the potential temporal link (the SAE occurred 

three days after a video NET session) and in the absence of a defined ówash-outô 

period for psychological therapies, the level of causality was reported as possible (as 
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opposed to unrelated, probable, or definite). According to the GCP standards, this 

indicates a clinical event with temporal relationship to trial intervention administration 

which makes a causal relationship a possibility, but which could also be explained by 

other interventions or factors.  

At the time of the SAE, Gem had discussed all the DV-related stones in her 

lifeline, completed the minimum number of intervention sessions, and showed 

symptom improvement on the study outcome measures. However, it was agreed 

with Gemôs parent and other involved clinicians that it would not be appropriate to 

offer further trauma-focused sessions, as Gem would require input from the CAMHS 

Crisis Team around stabilising her suicidal risk.  

The SAE was not considered to have negative implications for the safety of 

the study participants overall, as the intervention had already come to an end for all 

other participants and no other adverse events had occurred. The REC 

acknowledged they had received the SAE report (Appendix Q) and requested no 

further action or information. 
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3.5. Descriptive statistics  

 

 Mean, standard deviation, and range were calculated for participantsô total scores on the CRIES-13, the YP-CORE, and the TMQQ 

(Table 17). For the TMQQ, descriptive statistics are only reported for the intervention phase, as this process measure was not 

administered during the baseline and FU phases. 

 

Table 17 

Participant Descriptive Statistics across the Baseline and Intervention Phases 

 Kaitlin  Willow  Nell  Lilly  Gem 

 Baseline  
 
M (SD), 
range 

Intervention  
 
M (SD), range 

Baseline  
 
M (SD), range 

 

Intervention  
 
M (SD), 
range 

 

Baseline  
 
M (SD), 
range 

Intervention  
 
M (SD), 
range 

Baseline  
 
M (SD), 
range 

Intervention  
 
M (SD), 
range 

Baseline  
 
M (SD), 
range 

Intervention  
 
M (SD), 
range 

CRIES-13 
Total  

40.67 
(6.03), 35-
47 

24.29(10.56), 
12-43 

59.67 (4.16), 
55-63 

55.90 (4.21), 
48-61 

60 (1),  
61-59 

56 (3.52), 
51-61 

 

48(3), 45-
51 

49.50 (1.91),  
47-51 

54.33 
(1.15), 53-
55 

43 (3.10), 
39-45 

YP-CORE 
Total  

16.67 
(5.51),  
11-22 

12.29 (5.06), 
8-21 

34.34 (2.08),  
32-36 

30.30 (5.34),  
18-37 

32 (1),  
31-33 

29.5 (2.74), 
27-34 

31(1), 30-
32 

32.50 (3.11), 
 28-35 

34.33 
(0.58), 34-
35 

32.5 (1.05), 
31-34 

TMQQ 
Total  

- 24.14 (3.18), 
21-30 

- 35.90 (3.25),  
30-39 

- 39.83 (1.47),  
38-42 

- 27.50 (1.29),  
26-29 

- 28.83 (3.19), 
 26-34 

Notes. M = Mean; SD = Standard Deviation; CRIES-13 Total score range: 0-65; YP- CORE Total score range: 0-40; TMQQ Total score range: 11-44.
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3.6. Visual analysis of CRIES -13 subscales  

 

 Figure 8 shows the visual displays of  participantsô scores on the CRIES-13 subscales 

(intrusion, avoidance, and hyperarousal symptoms).  For all subscales,  lower scores 

indicate improvement in the relevant cluster of PTSS. In keeping with their respective 

scoring criteria, no subscale scores were calculated for the YP-CORE and the TMQQ. 

Intrusion symptoms showed a downward trend, indicating symptom reduction, in 

the baseline period for Kaitlin and Lilly, whilst baseline scores for Willow, Nell, and Gem 

revealed no trend. As for the intervention phase and, where available, FU scores, 

intrusions continued to decline for Kaitlin and Lilly, remained relatively stable for Willow 

and Gem, and showed an upward trend (indicating deterioration) for Nell. Avoidance 

symptoms followed a similar pattern: Kaitlin and Lilly were found to be improving during 

the baseline phase, whilst no trend was identified for Nell. Conversely, baseline 

avoidance scores demonstrated slight upward trends, indicating deterioration, for Willow 

and Gem. Albeit to varying degrees, downward trends, indicating reduction in avoidance 

symptoms, were found for Kaitlin, Lilly, and Gem across the intervention and, where 

available, the FU phases. No trends were found for Willow and Nell, suggesting that 

avoidance did not substantially change across the intervention and FU periods. Finally, 

baseline hyperarousal scores remained stable for all participants but Lilly, whose scores 

revealed a slight upward trend. For Kaitlin, hyperarousal scores reveled an upward 

trend across the intervention and FU phases; peaks in hyperarousal were noted to 

coincide with the start of the trauma narration during the intervention and with school-

related events during FU. During the intervention, hyperarousal symptoms declined for 

Willow and remained fairly stable for Nell, Lilly, and Gem. 

When comparing change in PTSS clusters across participants, there is a 

noticeable difference in symptom level for intrusions and avoidance versus 

hyperarousal. In particular, intrusion and avoidance symptoms tended to reduce or 

stabilise (and generally appeared to covary) across participants, whilst hyperarousal 

tended to remain elevated.  

 

 



Page 140 of 314 
 

Figure 8 

Visual Displays of Post-traumatic Intrusion, Avoidance, and Hyperarousal Symptoms for 

each Participant 
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Notes. B = Baseline; S = Session; FU = Follow-up; CRIES-13 = Childrenôs Revised Impact of Event Scale ï 13;  
Session measures were collected at the beginning of each session.  

 

 
3.7. Sensitivity analysis for Nell and Lillyôs effect size calculations 

 

A sensitivity analysis is defined as ña method to determine the robustness of an 

assessment by examining the extent to which results are affected by changes in 

methods, models, values of unmeasured variables, or assumptionsò with the aim of 

identifying ñresults that are most dependent on questionable or unsupported 

assumptionsò (Schneeweiss, 2006).  

A sensitivity analysis was conducted to determine whether the imputation method 

used for participants with missing data for the last baseline observation (Nell and Lilly) 

affected the post-treatment effect size calculations for PTSS and general psychological 

distress. Table 18 and 19 show comparisons between TAU-UA vs B calculations with 

alternative imputation methods, i.e., mean of previous baseline points versus last 

baseline observation carried forward. For both Nell and Lilly, none of the baseline trends 

was found to be statistically significant regardless of imputation method. Similarly, type 

of imputation method did not make a difference in terms of either direction of effect, as 

indicated by the sign of TAU-U A vs B indices (e.g., values that were negative with one 

method were also negative with the alternative one) or in terms of statistical 

significance, as indicated by CIs. Finally, both imputation methods resulted in effect size 

point estimates for PTSS falling within the large range for Nell and the moderate range 

for Lilly. For general psychological distress, effect size point estimates for Lilly were 

moderate regardless of imputation method, whilst for Nell a slightly smaller effect was 

found when the last baseline point was imputed with the last observation carried forward 

method (see Vannest & Ninci, 2015 for TAU-U benchmark values). 
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Table 18 

Comparison between Effect Sizes for Post-traumatic Stress Symptoms with Different 

Imputation Methods 

Participant  Baseline trend Ű  Baseline trend p Post -treatment Tau -UA vs B  [CI] 
(S#) 

Nell ï.333À 

ï.816§ 

1.000 
 .540 

ï.67À[ï.94, .16] 
(S6)  

ï.61§[ï.92, .21] 
(S6) 

Lilly ï.333À 

 ï.816§ 

1.000 
.540 

.33À [ï.47, .83] 
(S4) 

.50§ [ï.36, .89] 
(S4) 

Notes. Tau-UA vs B = Tau-U with no baseline trend correction; S# = Session number; CI = Confidence interval at 95%; * = statistically significant at p < 
.05; ÀImputation method: mean of previous baseline points; § Imputation method: last observation carried forward; effect size with a negative sign 
indicate effect in the desired direction (symptom reduction); effect size interpretation: very large: > .80, large: .60 - .80, moderate: .20 - .60, small: <.20. 

 

Table 19 

Comparison between Effect Sizes for General Psychological Distress with Different 

Imputation Methods 

Participant  Baseline trend Ű  Baseline trend p Post -treatment Tau -U A vs B  [CI] (S#)  

Nell  ï.333À 

ï.816§ 

 1.000 
.540 

ï.61À[ï.92, .21] 
(S6) 

ï.56§ [ï.90, .26] 
(S6) 

  

Lilly .333À 

.816§ 

1.000 
.540 

.50À[ï.36, .89] 
  .50§ [ï.36, .89] 

 
 

Notes. Tau-UA vs B = Tau-U with no baseline trend correction; S# = Session number; CI = Confidence interval at 95%; * = statistically significant at p < 
.05; ÀImputation method: mean of previous baseline points; § Imputation method: last observation carried forward; effect size with a negative sign 
indicate effect in the desired direction (symptom reduction); effect size interpretation: very large: > .80, large: .60 - .80, moderate: .20 - .60, small: <.20. 

 

3.8. Reliable Change Indices  

Table 20 shows the Reliable Change Indices (RCI) deriving from the RC and CSC 

analyses on the outcome measures for all five participants. As mentioned in the 

Extended Method section, symptom change was considered reliable, at the 95% 

confidence level, if the RCI was greater than 1.96. 
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Table 20 

Reliable Change Indices  

Participant  Time  CRIES-13 YP-CORE 

Kaitlin  Post (S7) 5.40RC+ 3.11RC+ 

 One-week FU 2.78RC+ -0.67 

 One-month FU 3.71RC+ 2.22RC+ 

Willow  Post (S10) 2.01R+ 1.23 

 One-week FU 1.08 0.40 

 One-month FU - - 

Nell  Post (S6) 0.00 0.44 

 One-week FU - - 

 One-month FU - - 

Lilly  Post (S4) 0.31 -1.11 

 One-week FU - - 

 One-month FU -  

Gem Post (S6) 2.16R+ 0.44 

 One-week FU - - 

 One-month FU - - 

Notes. RCI and CSC calculated using clinical and non-clinical norms from published literature; R+ = Reliable improvement (relative to first baseline 
score); C+ = Clinically significant improvement (external criterion/criterion C for clinical cut-off); - = not available due to missing FU data. 

 

3.9. SMA cross -correlations  

 

 This section provides further detail on the results of the SMA cross-correlations, which 

were performed to investigate temporal relationships between the two outcome 

measures (Table 21), as well as between the self-report process measure and each of 

the outcome measures (Table 22 and 23). Significant correlations between the CRIES-

13 and YP-CORE total scores are explained in the journal paper. Significant 

correlations between the TMQQ and the CRIES-13 indicated that, for Kaitlin, Willow, 

and Gem, a reduction in trauma memory quality (indicating increased memory 

integration) was associated with a reduction in PTSS either on the same week or one 

week later; conversely, for Nell, a decrease in trauma memory quality was associated 

with an increase in PTSS two weeks later. As for the temporal relationship between 

TMQQ and YP-CORE scores, a significant correlation was found for only one 

participant (Nell); this indicated that a decrease in trauma memory quality was 

associated with a reduction in general psychological distress two weeks earlier. 
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Table 21 

SMA Cross-correlation between CRIES-13 and YP-CORE Scores 

 

Participant  Lag r p (with Bonferroni 
correction)  

p (without Bonferroni 
correction)  

Kaitlin  -2 +0.02 0.468   0.483 

-1 +0.02 0.467   0.464 

0 +0.36 0.121 0.112 

+1 -0.27 0.167 0.172 

+2 -0.46 0.038* 0.041* 

Willow  -2 -0.03 0.451 0.456 

-1 -0.14 0.314 0.322 

0 +0.60 0.013* 0.012* 

+1 +0,07 0.406 0.406 

+2 -0.14 0.287 0.303 

Nell  -2 +0.50 0.052* 0.050* 

-1 -0.15 0.333 0.337 

0 +0.38 0.147 0.148 

+1 +0.44 0.097 0.098 

+2 +0.09 0.383 0.375 

Lilly  -2 -0.13 0.361 0.355 

-1 +0.51 0.105 0.100 

0 -0.39 0.186 0.196 

+1 +0.48 0.119 0.112 

+2 +0.23 0.247 0.268 

Gem -2 +0.48 0.079 0.084 

-1 +0.75 0.012* 0.012* 

0 +0.64 0.055 0.053 

+1 +0.46 0.121 0.121 

+2 +0.16 0.341 0.329 

Notes. SMA = Simulation Modelling Analysis; * = significant at the p<.05 level; 0 Lag = concurrent change; ± 1 Lag and ± 2 Lag = 
sequential changes. 
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Table 22 

SMA Cross-correlations between TMQQ and CRIES-13 Scores (Intervention Phase 

only) 

 

Participant  Lag r p (with Bonferroni 
correction)  

p (without Bonferroni 
correction)  

Kaitlin  -2 0.06 0.454 0.442 

-1 +0.15 0.350 0.359 

0 +0.68 0.049 0.042 

+1 -0.13 0.371 0.373 

+2 +0.20 0.278 0.272 

Willow  -2 -0.23 0.236 0.239 

-1 +0.11 0.362 0.360 

0 +0.74 0.010* 0.008* 

+1 +0.31 0.173 0.177 

+2 +0.12 0.348 0.357 

Nell  -2 -0.27 0.243 0.228 

-1 -0.19 0.332 0.339 

0 +0.66 0.077 0.074 

+1 -0.11 0.407 0.401 

+2 -0.72 0.018* 0.017* 

Lilly  -2 +0.13 0.317 0.337 

-1 -0.51 0.142 0.146 

0 +0.13 0.432 0.425 

+1 +0.30 0.305 0.313 

+2 -0.27 0.291 0.296 

Gem -2 -0.30 0.207 0.210 

-1 +0.13 0.402 0.381 

0 +0.69 0.087 0.076 

+1 +0.68 0.044* 0.049* 

+2 +0.43 0.110 0.114 

Notes. SMA = Simulation Modelling Analysis;.* = significant at the p<.05 level; 0 Lag = concurrent change; ± 1 Lag and ± 2 Lag = 
sequential changes. 
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Table 23 

 SMA Cross-correlations between TMQQ and YP-CORE Scores (Intervention Phase 

only) 

 

Participant  Lag r p (with Bonferroni 
correction)  

p (without Bonferroni 
correction)  

Kaitlin  -2 -0.17 0.300 0.317 

-1 -0.01 0.495 0.499 

0 -0.46 0.157 0.158 

+1 -0.54 0.080 0.078 

+2      +0.15  0.332 0.337 

Willow  -2 -0.39 0.107 0.109 

-1 -0.50 0.069 0.065 

0 +0.02 0.476 0.481 

+1 -0.02 0.479 0.467 

+2 -0.07 0.410 0.416 

Nell  -2 +0.82 0.007* 0.005* 

-1 +0.04 0.464 0.454 

0 -0.47 0.160 0.166 

+1 -0.06 0.442 0.442 

+2 -0.09 0.399 0.392 

Lilly  -2 -0.50 0.101 0.090 

-1 +0.39 0.230 0.233 

0 +0.66 0.172 0.162 

+1 +0.10 0.435 0.436 

+2 -0.17 0.330 0.345 

Gem -2 +0.24 0.254 0.251 

-1 +0.47 0.118 0.126 

0 +0.57 0.106 0.111 

+1 -0.13 0.358 0.385 

+2 -0.10 0.401 0.386 

Notes. SMA = Simulation Modelling Analysis;.* = significant at the p<.05 level; 0 Lag = concurrent change; ± 1 Lag and ± 2 Lag = 
sequential changes.
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3.10. Extended findings from Change Interviews and post -therapy support  

 

Four participants (Kaitlin, Willow, Nell, and Lilly) initially agreed to take part in the 

Change Interviews at the end of FU, namely approximately one month after their 

respective final therapy sessions. However, only Kaitlin (who completed 7 sessions) and 

Lilly (who dropped out after 4 sessions) actually completed the interviews. Willow later 

declined arranging the interview citing having to speak to an external researcher 

(another Trainee Clinical Psychologist) as a barrier, whilst Nell did not attend the 

arranged appointment. Kaitlin chose to participate in the interview alongside her 

guardian; however, only her comments were transcribed and analysed due to the 

guardian not being enroled as a study participant. An overview of participantsô quotes 

from the interviews is provided in Table 24. 

Following the end of the intervention and the participant debriefing, the 

therapist/lead researcher met with CAMHS clinicians to discuss individual plans for 

post-therapy support. Three participants were discharged from CAMHS shortly after or 

within months of completing video NET. Specifically, Kaitlin felt she did not need any 

further intervention, Willow engaged with her care-coordinator in a few sessions 

focusing on emotional regulation before stating she was ready for discharge, and Nell 

was transferred to Adult Mental Health Services and requested access to a BPD-

specific intervention (i.e., Dialectical Behaviour Therapy). At the time of completing the 

study, Lilly and Gem remained under the care of CAMHS.
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Table 24 
 
Overview of Change Interview Findings 
 
Question  Kaitlin  Lilly  

 

How are you Fine, perfectly fine. 

 

Iôm feeling happier than I normally feel. Iôm not like 

happy happy, but I have more motivation and I donôt 

feel as lonely at the minute. 

 

What was NET like Definitely challenging because obviously 

youôre opening a big can of worms, but it 

was alright. I didnôt really have any 

problems with it. 

 

 

It was kind of stressful because she would ask many 

times, ñWhatôs this?ò, ñWhatôs that?ò. She was trying 

to get the whole general picture, but I thought it was 

just like a bit confusing. I was trying to explain it in a 

different way, but I didnôt know how to explain it in 

that way. 

 

I think it would help some people. I think if someone 

needed that, then it would help, but I just didnôt think I 

needed it. 

Did psychoeducation make 

sense 

Yes it did. 

 

 

I think itôs the bit where she said that your brain can 

forget things. It was like, you repeat it and your body 

will freeze the same way as it used to. 
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It made sense, like I understood why people think 

like that or that happens to people, but I didnôt think it 

happens to me. 

 

 

Most important thing from 

psychoeducation/what stood 

out 

I remember about the hot and cold 

memories. Itôs really interesting and I found 

it really kind of educational because it kind 

of puts things into a different point of view. 

What could be a óhotô and could be ócoldô 

[memory]. 

 

I donôt know, really. 

Was your parent/guardian 

with you during the first 

session/psychoeducation and 

what was it like 

Just for the introduction. I guess it was kind 

of comforting because there was someone 

else to do the talking, so it wasnôt as much 

pressure as it would be to meet someone 

for the first time.  

 

No. I actually prefer it when I speak without my mum 

being there. I can say things without having to think 

about how it affects her.  

What did you think of the 

Lifeline 

I found it kind of fun because there was lots 

of different things in the bag, like the stones 

and flowers. Iôm a visual learner, so it was 

really kind of nice to lay it all out. It was also 

more organised, because each thing 

I liked doing the lifeline, ócause that opens your eyes 

up to what actually happened in your life. But I just 

feel like going from when you are born till now, thatôs 

actually a very long period of time and I feel like I 

couldnôt remember certain years. 
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represented something and it was like a list. 

So it was a lot easier to scan through. 

 

 

 

I liked thinking about all the fun memories you had, 

like all the happy things. But then, like, with that 

come a lot of things. Having to remember all the 

negatives. 

What did you think of filling in 

the questionnaires 

I thought they were very repetitive, which is 

obviously good and bad. Over time I guess 

my answers started to change, because 

they were improving, but then they started 

getting worse again and then improving. So 

it was kind of like a time bar going up and 

down. 

 

I think they were alright. Obviously, you do the 

sessions weekly, but I feel like if in that week you felt 

better, then theyôre gonna think, ñOh, itôs because 

she was doing that therapyò. 

 

I didnôt mind filling them out. It didnôt bother me, but I 

thought it was like very repetitive and mine didnôt 

change personally. 

What did you think of the HR 

monitor wristband 

I thought it was alright. I found it kind of fun 

because obviously itôs like a new little toy 

you can just fiddle with. 

I thought it was actually quite a good idea, because 

that obviously shows your heart rate and stuff. I think 

if someone stayed in the that therapy and still used 

the wristband, I think it would help a lot to identify 

what bits make them more anxious. 

 

NET structure and length 

 

It was alright. I like having an organised 

plan. 

 

I donôt think it was bad, but I feel like I lost 

concentration quicker because it  was long wasnôt 

like different. 

Fiammetta re-reading the 

story back to you 

I kinda liked it when she read it because itôs 

kind of like listening to your own words back 

I think itôs strange the fact like someone else was 

saying it. When she read it out loud, it felt really 
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at you but in someone elseôs perspective. 

Iôve not actually read it all (since) because I 

canôt bring myself to read through it. 

 

 

strange and like just different. I felt as if someone 

else went through what I went through, and like 

reading out what happened itôs just makes you 

realise what actually happened. 

Talking about the details of 

each stressful experience 

It was alright. It was a bit stressful because 

youôve got a session every week. Thereôs 

like a build up to it. I was kind of like, do I 

wanna do this? No, I donôt wanna do this 

and then yeah, I really wanna do it. So it 

was almost like a battle in my head. 

 

It was OK at the start, but then after it got a 

bit further into the session, it would start to 

get stressful because you donôt get any 

breaks. I donôt wanna have to stop midway 

and take a break because then Iôm not 

going to carry on after. But at the same time 

I want to stop because I feel Iôve opened up 

too much. 

 

I donôt mind talking about what happened. When 

people ask me, Iôm very open about it and I will 

explain all that. Iôll tell them because I feel like it 

should be known what people go through. 

But when I was speaking to her, I felt as if, like, I 

wasnôt normal. I donôt know if itôs because I didnôt 

have much time to know her. I didnôt know her that 

well. I just felt very distant. 

What did you think of doing 

NET via video 

 It was a lot better than doing it in person. 

When you do it in person, itôs a lot more 

intimidating ócause theyôre looking straight 

I personally donôt like doing things on the phone, 

because I feel you donôt actually get to know each 

other. 



Page 153 of 314 
 

into your soul. Over the Internet, itôs a lot 

easier to open up because itôs not as 

serious and you can kind of relax and be 

comfortable. 

 

The online downsides were some technical 

issues, like the Wi-Fi or Teams in general, 

but that has nothing to do with NET. 

 

I feel like, when itôs face to face, you feel more 

relaxed and you donôt feel pressure to be, like, in a 

certain way. 

 

Iôve done a lot of different sessions online and I feel 

like I lose concentration so much quicker because 

Iôm in my own surroundings. I just donôt concentrate 

as much. When we do face to face I feel like you can 

concentrate on the person. 

 

I did it in my own home. Iôve been in this house since 

I was six months and everything happened in this 

house. And speaking about it in this house, I thought 

it made it a bit worse. I would have preferred to do it 

face to face. 

Any change(s) you noticed I feel like Iôm more irritable. Things irritate 

me a lot faster than they usually would. I get 

more aggressive. When someone asks me 

a question or asks me to do somethings, Iôm 

kind of a lot more, ñDo it yourselfò. 

 

 

When I first stopped doing them [the sessions], I was 

like, sadder than I was before. I donôt know whether 

that was because of the sessions or just because I 

was sad. 

 

I donôt know whether it was because of that but like, 

now, I feel the same as when I was doing them, if not 

a little bit happier. 
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When I was doing the sessions, I had lots of toxic 

friendships and obviously Iôve dropped all of them. I 

literally have one friend now but I feel happier than I 

did before. And I feel like when I stopped doing the 

sessions it made me realise that, when we talked 

about things, it made me realise how people actually 

treated me and how I was always a little puppy dog 

and I would always do what they wanted me to do. 

And since I have stopped the sessions, I feel like Iôve 

actually spoken about the way I feel more to people. 

 

How important is this change Not really. The changes of leaving my friends was actually 

difficult because I wanted to leave them in a way 

where we could still be civil, but they made that very 

difficult. But since I havenôt been friends with those 

people, Iôve cried a lot less and I feel like a big weight 

lifted off my shoulders. 

 

[Re change of opening up to people more] I never 

thought Iôd be able to open up to people about the 

way I feel because I feel like they can use it against 

you and as an advantage. But Iôve been very open in 
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my new friendship and I feel it has made the 

friendship work a lot better. 

 

Surprised by the change(s) No, I had it before. Iôm surprised about how I feel today, to be honest. 

Iôve been very shocked in the way that Iôve been 

feeling ócause I donôt remember the last time I have 

felt happy. And then, like, I am shocked about the 

friendship group change, obviously. 

 

 

Change due to NET or other 

causes 

I would say, you open your emotions, and 

because theyôve been closed off for so long, 

itôs almost like a rocket thatôs fuelled up. 

When you let it all out, it just canôt stop. And 

when you try and stop it, it gets a little 

messy. 

 

 

I think itôs a bit of both. I think it was definitely a part 

of working with her because, when you talk about 

people and about things, it makes you realise what 

youôre actually putting up with. It definitely helped 

speaking about it. 

 

The way I spoke about people to her and she would 

say, ñDid they make you happy?ò. She would make it 

seem as if, like, you need to check your friends, the 

way they make you feel. And now, over the past 

couple of days, when I spoke to the person Iôm 

friends with, I feel like I can open up more about the 

way I feel, not so much what happened, but the way I 

feel about the situations. 
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I never used to be open about the way I feel about 

the situation. When I was doing these sessions, she 

would ask, ñHow did that make you feel?ò, ñHow did 

your body feel?ò. Like, all these things make you feel 

like you can open up more to people about the way 

you feel. 

 

Any helpful aspects I liked the aspect of how NET is just a 

narrative of opening your life story, so you 

have a basic plan of it and then you have to 

go into more detail. 

 

I did end up saying stuff I didnôt necessarily 

think I was gonna get to. So I guess itôs 

good that I opened up, so that I could 

actually see the reality of it. 

 

Obviously I like the bit where you would talk about 

the way you feel because it made me feel that I can 

talk to other people about it. So I think that was 

helpful. 

Any unhelpful aspects Not really. 

 

 

I donôt think any of it felt bad. I donôt think it was 

unhelpful, I just feel like maybe I wasnôt the perfect 

person for it. 

 

For me personally, I donôt like sitting still for super, 

super long and I feel like I constantly fidget, and with 
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the sessions you have to be concentrating, sit and be 

calm and stuff. Thatôs another reason why I prefer 

face to face; they can see when you start to stop 

concentrating and you can like snap back into it. 

But I think thereôs definitely people out there who will 

benefit. 

 

Anything that took you by 

surprise 

No, not really. 

 

 

The only bit that got me by surprise was doing the 

lifeline from being born to how old you are now. Only 

because a lot has happened in those years and I feel 

that was just very long to go through.  

 

Any point you thought you 

could not carry on and what 

helped you to keep going 

Yeah. I felt like I got this far, so why stop 

when Iôm so close? So I continued. We got 

deeper into the story. I didnôt wanna open 

the emotions, so I kinda just shut them off. It 

kinda blocked the story and we couldnôt end 

up actually finishing all of it. 

When I was in the sessions and I was speaking, my 

house was always very busy and there were always 

people coming in and out. I didnôt want to talk about 

things and everyone could hear it. There are other 

reasons, but that is one of the big reasons. 

 

I think if I had my own space, even if it wasnôt face-

to-face, it would be different. 

 

Most important 

stone/negative experience 

you discussed 

 Iôve got no idea to be honest. We only spoke about one in depth. We spoke about 

other ones briefly. 
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The one we spoke in depth didnôt mean the most to 

me. When we were going through the lifeline, we 

went from the beginning, so it was the second or 

third [stone], I think. 

 

I think if we had started from the one that meant the 

most to me, I would have spoken a lot more freely 

about that one than I did for the first one. I was the 

third or fourth stone to the end, maybe. 

 

Most important flower you 

discussed 

Nothing stands out. There was a few, when I was remembering things in 

order, that came to my head and I forgot about them 

and, like, Iôm happy that I remembered them. 

 

Differences between first and 

second lifeline 

I didnôt do it the second time. [If I had done the second lifeline] 

 

What I had already put down would have stayed the 

same. Even if I spoke about it, they would have still 

been a stone for me. But I think if I followed on the 

lifeline, there would be a lot more candles, thatôs 

where you lose people, and a lor more stones than 

flowers. All the people that meant a lot to me then 

wouldnôt mean so much to me now. 
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Anything Fiammetta could 

have done differently 

No. 

 

No, I donôt think so. I think when I was like explaining 

what happened, she will be like, ñOh, I understandò, 

and I think sheôs trying to say she gets what youôre 

trying to say. But in this moment when you explain it 

and people say they understand, I think itôs like a bit 

irritating because no matter how much time you say 

you understand, youôre never gonna understand the 

actual situation. Even if it's happened to you, youôre 

never gonna understand how that person felt 

because everyone feels different. 

 

Anything else you want to 

say about the sessions 

Not really. 

 

No. 
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Extended discussion  

 

4.1. Extended discussion of clinical effectiveness findings  

 

The heterogeneity in the study sample is reflective of the variability of traumatised youth 

populations that commonly access CAMH services, and, as such, it strengthened the 

ecological validity of the study. However, it can also increase the likelihood of finding 

heterogeneous effects and make the findings on the intervention effectiveness more 

difficult to interpret. Differences in effectiveness for PTSS amongst participants in this 

study may be explained by neurodevelopmental, historical, systemic, delivery, and other 

mental health factors.  

Research has suggested that PTSD co-occurs at a greater rate in children and 

adolescents with autism compared to the general population (Rumball, 2019) and literature 

has described a significant overlap between autism and PTSD in both children and adults 

(e.g.,  Kildahl et al., 2019;  Stavropoulos et al., 2018). Consequently,  the amount of 

observed change in young people with ASD in the present sample might have been 

affected by clinical features (e.g., difficulties in arousal and reactivity, sleep problems) or 

response styles (e.g., tendency to endorse extreme responses as a consequence of óblack 

and whiteô thinking) associated with neurodiversity. In fact, it has been suggested that 

trauma-related symptoms in autistic individuals may present as exacerbation or changes in 

existing differences, rather than ex novo presentations, and that assessment is hindered 

by the lack of specific measures with sufficient sensitivity (Peterson et al., 2019). 

Although all participants had complex trauma histories, they differed in the amount, 

type, and timing of trauma and adversities they experienced, all factors that have been 

found to influence the severity of PTSD in a dose-response manner (Schalinski et al., 

2016). Although there is some evidence that NET can be safely and effectively applied in 

situations that remain unstable (e.g., Orang et al., 2018), it is possible that ongoing 

stressors, such as school difficulties, the impact of the Covid-19 pandemic and that of the 

national lockdowns, might have interfered with trauma processing and participantsô ability 

to fully engage with the therapy, albeit to different extents. Furthermore, the qualitative 

data about the video delivery aspect suggest that this can be considered both a barrier 

and a facilitator for participants, and possibly influenced outcomes accordingly. Finally, co-

morbid mental health factors might have also played a role. For example, one of the 

participants had been given a provisional BPD diagnosis; despite the fact that NET has 
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showed promise in reducing PTSS in this client group, its effectiveness has been only 

investigated in combination with a standard inpatient program (Pabst et al., 2014).  

In the present sample, video NET appeared to be effective to a lesser degree on 

general psychological distress. A possible explanation for these findings is that NET, as an 

exposure-based intervention, is less impactful on symptoms outside of PTSS in young 

people. An alternative explanation may be that the reduced effectiveness is a 

consequence of the specific circumstances in which video NET took place during this 

study, specifically the context of the Covid-19 pandemic and the national lockdowns. 

Despite its recency, early findings on the mental health impact of the pandemic on young 

people include high rates of depression and anxiety, as well as increases in disordered 

eating, inattention and irritability, and distress associated with health-related concerns, 

family stressors, reduced access to social support, and disruption in structures and 

routines (e.g., de Miranda et al., 2020). Furthermore, those who experienced ACEs may 

also be disproportionately affected by the health sequelae of the pandemic (Sonu et al., 

2021). Therefore, it is possible that the general psychological distress symptoms assessed 

during this study were partly associated with DV exposure (as suggested by the 

concurrent or sequential effects between PTSS and them) and consequently susceptible 

to change, but were also compounded by pandemic-related factors and thus less affected 

by the intervention.  

Finally, it is possible that changes experienced by participants were more subtle 

than or different from those captured by the outcome measures used in this study. For 

example, for one participant, there was some discrepancy between quantitative findings, 

showing some (albeit not reliable) deterioration in general psychological distress during the 

intervention, and qualitative findings, namely her reports of improvements in her mood and 

friendships, which she attributed to video NET. 

 

4.2. Extended discussion of findings on memory integration  

 For those young people showing increased trauma memory integration in the present 

study, trauma memory quality was observed to mostly steadily decline during the 

intervention phase, although Willow demonstrated some fluctuations between session one 

and two and towards the end of the therapy. This relatively steady decline possibly 

suggests that participantsô increased ability to verbalise and contextualise their traumatic 

experiences was not necessarily linked to narrative exposure (from session three 
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onwards); in fact, changes in the desired direction appear to have already begun with the 

completion of the lifeline in session two. 

 

4.3. Extended discussion of feasibility and acceptability  

Despite the presence of pre-intervention difficulties around NSSI and suicidal ideation, the 

fact that no adverse events were reported for most participants suggests some degree of  

acceptability for video NET. However, although the relationship between the intervention 

and the increased in suicidal risk for Gem is unclear and other factors were reported as 

triggers, caution may be needed when considering commencing NET with young people 

who are exposed to multiple ongoing stressors. 

Even though it is difficult to draw inferences on this aspect due to the limited 

qualitative data, it is possible that some participantsô experience of video NET was 

impacted by differences associated with ASD. In their case example of using NET with a 

female adolescent on the autistic spectrum, Fazel et al. (2020) suggested that some 

components of NET may make it well-suited for treating PTSS in autistic clients, as its 

primary focus on original memories, rather than on appraisals of events, can be less 

cognitively challenging for this client group than other trauma-focused therapies. 

Furthermore, NET relies on a visual and concrete medium, the Lifeline, to organise key 

events and guide the trauma narrative, which may increase accessibility for young people 

who struggle with abstract thinking and social communication. The inclusion of 

psychoeducation on trauma responses and how NET works may help highlight the 

rationale for the therapeutic process and provide a sense of predictability and safety for 

autistic young people; additionally, its time-limitedness and the repetitive structure of 

exposure sessions (e.g., events are narrated in chronological order, sessions start by 

reading and amending the written summary of each event before moving on to the 

subsequent one) may be a good fit for young people who benefit from routine, 

organisation, and consistency within and outside of therapy. In addition, a number of 

adjustments were made during the delivery of video NET in this study to increase 

accessibility and acceptability for participants with diagnosed or queried autism. These 

changes were in line with the adaptations to NET described by Fazel et al. (2020). For 

example, when discussing safety planning, participants were encouraged to identify 

sensory strategies they commonly used to regulate themselves and bring any helpful items 

(e.g., weighted blankets, scented candles, certain foods or drinks) to the narrative 
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exposure sessions. Participants were also given explicit permission to move whilst 

narrating their traumatic experiences (if they identified such need) as long as they 

remained visible on screen, and were invited to modify their environment to increase 

comfort and familiarity, which was aided by the remote delivery. Efforts were made to 

schedule the sessions on the same day and time every week, in order to avoid disruption 

and routine changes that would have caused unnecessary distress to participants. When 

comparing past and present experiences during narrative exposure, autistic participants 

necessitated more time and support to identify and name their emotions; this was 

facilitated by having longer sessions and helping young people pay attention to 

physical/more visible responses. Additionally, appropriate breaks were negotiated and 

instructions and expectations were repeated at the beginning of each session. 

Despite the above adaptations, aspects of NET might have still been challenging for 

participants on the spectrum. For example, some of them marked instances of 

interpersonal difficulties, which were possibly linked to social communication differences, 

as óstonesô in their respective lifelines. Although these events were still discussed and 

included in the written narratives, which appeared to have a positive impact for at least one 

participant (see Lillyôs feedback on impact on friendships in the extended results), 

experiences of growing up neurodiverse are unlikely to be susceptible to habituation in the 

same way that fear-dominated events are. Furthermore, given the difficulties with 

unfamiliar people and situations that are common in autism, some participants might have 

needed a longer period of time to build a relationship with the therapist before 

commencing the trauma processing work. The emphasis on verbal narration and the 

typical increase in arousal during exposure sessions might have also been particularly 

demanding for young people who struggle verbalising their experiences and regulating 

their distress. Finally, ending the therapy, which would have been inevitably incorporated 

into participantsô routines to some degree, might have been more emotionally challenging 

for autistic young people and thus required further time and consideration. 

 

4.4. Extended strengths and clinical implications  

 

The use of multiple evaluation methods (i.e., quantitative self-report measures, a 

physiological measure, and qualitative interviews) is regarded as an additional strength of 

this study, as it offers a rich picture of video NET outcomes and processes, as well as 
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participantsô experience of the therapy, and allows for triangulation of the respective 

results. 

A possible implication of the study for clinical practice is that further adaptations to 

the protocol may also be warranted depending on clinical need. For example, it is worth 

noting that both interviewed participants cited the length of sessions as an unhelpful 

aspect. As such, clinicians may want to consider contracting a greater number of narrative 

exposure sessions and delivering shorter sessions. This would be in line with a recent 

study by Foa et al. (2022), which showed that 60-minute sessions of PE were noninferior 

to 90-minute ones with regard to both efficacy and efficiency. Given the similarities 

between the two therapies, similar considerations may apply to NET. Shortening of 

session duration is also amongst the suggested amendments when using NET with adults 

with mild intellectual disabilities (Marlow et al., 2022). 

Another possible implication of the findings is that, despite the fact that all 

participants had accessed some type of therapeutic input before commencing video NET, 

some additional ósystemic stabilisationô might have been needed in some cases. In fact, 

Kaitlin and Willow, two out of the three participants who demonstrated improvement after 

video NET, were also amongst those who received more extensive previous input at the 

parent or family level (e.g., family therapy, carers support, parent groups, Healthy Family 

Team involvement; see additional participant information). Gem, the third participant who 

demonstrated improvement, had not accessed systemic input prior to starting NET and 

later experienced an escalation in risk, which was at least in part linked to ongoing 

systemic stressors. For young people who grew up with a caregiver who was 

frightening/abusive and one who was frightened/abused, it is typically difficult to develop a 

sense of relational safety and a consistent pattern of responding (Liotti, 2004). Provided 

that this is appropriate from a safeguarding standpoint, working systemically with the 

young person and their family or caregiver might provide them with a ósecure baseô from 

which to explore their experiences, explanations, and feelings (Vetere & Dallos, 2008). 

This might facilitate trauma processing work for young people, as suggested by Huang et 

al. (2022), who hypothesised that the more extensive case management component in PE 

with adolescents may contribute to its benefits. Adversities in the school context, 

particularly with the added disruption during the Covid-19 pandemic, might have also 

interfered with therapeutic work in this sample. In light of this, it is possible that for Willow, 

the additional concurrent input from her CAMHS Care Coordinator, which mainly focused 

on school difficulties, might have enabled her to engage in and benefit from NET. Although 
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NET has been traditionally delivered with good results in unstable environments, there is 

some evidence that also addressing ongoing social needs may benefit clients (Kerr, 2016). 

For example, for survivors of human trafficking who completed NET in Brady et al.ôs (2021) 

feasibility RCT, having dedicated sessions to address practical concerns about housing 

and immigration issues appeared necessary to maintain engagement, highlighting the 

need for holistic care for this client group.   

In light of the above, clinicians delivering NET with DV-affected young people may 

consider incorporating systemic work in different ways. For young people who report 

school difficulties, this may take the form of liaison and psychoeducation on the 

therapeutic approach with the school system, in order to enable the allocated staff to best 

support the young person whilst undertaking NET. Alternatively, it may consist of a 

separate, dedicated space (e.g., through the contemporaneous involvement of a care-

coordinator/other professional) for the young person to discuss school difficulties and/or 

additional concerns. This may also be beneficial whereby there are strained parent-child or 

family relationships that may interfere with the young personôs ability to engage in trauma 

processing work.  

A further clinical implication of this study is that clinicians offering NET to young 

people may wish to consider the most appropriate medium of delivery (face-to-face versus 

videoconferencing) on a case-by-case basis. Even as most services are resuming in 

person clinical contacts, clinicians are encouraged to explore young peopleôs preferences, 

as well as and potential barriers that might prevent them from engaging in online therapy 

(e.g., limited ability to tolerate prolonged screen time, possible impact on rapport building, 

re-triggering environment, lack of confidential spaces etc.).  

 

4.5. Extended limitations and future research  

 

 Although the use of wearable HR monitors in this study had the advantage of providing an 

objective measure of physiological arousal, the amount of missing data suggest that these 

devices may be more suitable for investigating habituation when NET is delivered face to 

face, which allows the therapist to have more control over their correct use. 

As mentioned in the extended results, Kaitlin completed the Change Interview with 

her guardian, who provided additional feedback. Unfortunately, this could not be included 

in the study results due to parents/guardians not being enroled as participants in this 

study. Future video NET studies may wish to investigate parental perspectives by 
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conducting separate interviews, which might highlight differences in perceived therapeutic 

change between young people and parents/guardians.  

Furthermore, the low uptake in the Change Interviews may be indicative of barriers 

for DV-affected young people that require consideration. For example, having an 

independent researcher conducting the interviews, while useful to reduce biased 

responses, appears to have inhibited involvement in this aspect of the study for at least 

one participant. This might have been generally true for those young people who struggled 

with relationships and/or unfamiliar situations, such as participants on the autistic 

spectrum. Therefore, researchers interested in investigating young peopleôs experiences 

of NET may wish to consider strategies to overcome these potential barriers, such as 

providing the option to give qualitative comments through a survey or asking clinicians 

known to the young people to conduct the interviews.  

 

Critical reflections  

 

 This section outlines my key reflections on the research process, including with regard to 

my development as a researcher and the main challenges I encountered. For ease of 

reference, I presented my reflections in chronological order, starting from the project 

development stage and finishing with the thesis write-up and thinking about my research in 

a broader scientific context. 

 

5.1. Motivation for research and project development  

 

Since before commencing training, I have been interested in the research dimension of the 

Clinical Psychologist role and regarded it as central to the scientist-practitioner model of 

the profession (Jones & Mehr, 2007). I started clinical training with some experience of 

working as a Research Assistant, a reasonably good knowledge of research methods 

(particularly quantitative methodology), and a particular interest in clinically-focused 

studies. Through my clinical roles up to that point, I also started to develop an interest in 

the field of trauma, including trauma-focused psychological therapies; having mainly 

worked with adults who experienced trauma in childhood, this intersected with my 

knowledge of the impact of trauma on development and an increased recognition of the 

importance of early intervention and preventative care for traumatised youth. I remember 
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the early days on the Doctorate as an exciting opportunity to develop a research project 

that matched these interests, with the potential to explore these areas in much greater 

depth than I had done before. I was determined to design and conduct an interventional 

study, and I found in NET, a trauma-focused therapy that was mentioned amongst the 

approaches of interest within the course, a good fit for my project. With my previous work 

experiences in forensic adolescent services in mind, I had initially opted for delivering and 

evaluating NET with young people who accessed youth offending teams. As a trainee who 

had moved to the Midlands from different part of the country, I remember how the first 

barriers I faced were around getting to know the local service provision and building 

relationships with clinicians who could support me with my project. Fortunately, I was able 

to overcome these in a relatively short amount of time and secure good field supervision in 

two local youth offending teams. This is part of the reason why I was sorely disappointed 

when the outbreak of the Covid-19 pandemic in early 2020 resulted in a significant 

disruption in services, i.e. interruption of most face-to-face clinical contacts, which forced 

me to initially put my project on hold and eventually abandon it due to it being unfeasible 

under the current circumstances. 

With the support of my supervisors, I amended my project to focus on CYP who 

witnessed DV and were accessing general CAMHS teams. I since had the opportunity to 

use and receive supervision on NET in clinical practice on placement, and I had just 

started my child placement in a local CAMHS team with a clinician who was familiar with 

the approach. I also made the decision to deliver the child-friendly NET protocol remotely 

via videoconferencing, in line with changes to mental health service provision in CAMHS at 

the time. These changes meant that I had to re-write my research protocol almost in its 

entirety and secure support and field supervision from new services and clinicians. This 

inevitably resulted in some delay in obtaining the necessary approvals for the project and 

in the overall study timeframe. 

Despite the fact that I was equally passionate about my new study and I could see 

some advantages in terms of its feasibility, I cannot help but wondering if I have been too 

naïve in my choice to still undertake such an ambitious project. In retrospect, I can see 

that, in my eagerness to pursue my clinical and research interests, I perhaps 

underestimated the challenges that would follow. 
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5.2. Ethics and recruitment challenges  

 

 Looking back, I can confidently say I had greatly misjudged how complex and lengthy the 

process of gaining ethical approval for my project was going to be. At the time, my 

experience of conducting research in the NHS was limited to audits and service 

evaluations, and consequently did not involve any liaison with RECs. Furthermore, as a 

foreign trainee, I had to familiarise myself with the process of obtaining confirmation of 

sponsorship from a British university. I had also chosen to recruit from CAMHS teams in 

two NHS Trusts, which meant I had to gain confirmation of capacity from two different R&D 

departments.  

Although I cannot overstate how stressful this stage of the project was and how 

much it further impacted on my timescale, it is undeniable that I have also learnt a lot from 

this process. Firstly, liaising with the Sponsor representative, the REC, and later the R&D 

departments helped me to fully consider the ethics involved in conducting clinically-

focused research, particularly with a vulnerable population such as traumatised CYP. 

Secondly, completing the Good Clinical Practice training during this process gave me a 

good insight into how to handle future issues, from understanding the responsibilities of 

local collaborators, to managing research data securely, to reporting adverse events. 

Thirdly, being asked to demonstrate that I had support from the local teams meant that I 

had to liaise repeatedly with CAMHS Clinical Leads and Operational Managers, as well as 

advertise my project in several forums, e.g., CAMHS psychology and research meetings, 

and document these communications appropriately. This meant that I have become 

increasingly skilled at ósellingô my research and adapt my communication to the needs of 

different audiences. As I intend on continuing to conduct clinically-focused research in my 

qualified life, I have no doubt that this learning will be extremely useful moving forward. 

A second set of significant challenges pertained to recruitment. Unfortunately, I had 

not been able to start recruitment whilst still on my child placement and one of the my field 

supervisors (who was experienced in NET) left their CAMHS post relatively early. I still 

consider myself fortunate for the support I received from a second field supervisor and 

from the CAMHS team more broadly in my home NHS Trust. I feel that the relationships I 

built with different clinicians during placement and my understanding of the teamôs 

dynamics and pressures greatly helped in this sense. Despite the fact that clinicians were 

proactive in identifying potential participants, partly due to the ever growing waiting lists, I 

found myself facing a series of barriers. These included: delays in responding or 
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confirming consent from both clinicians and families, often due to their being off sick or 

unavailable due to Covid; ambivalence from parents, young people and, at times, 

clinicians, towards the timeliness of a trauma-focused intervention; and tension between 

applying fairly broad inclusion criteria (a purposeful decision on my part to avoid excluding 

young people unnecessarily) and establishing readiness and appropriateness of potential 

participants. Additionally, I had a significant gap after recruiting the first two participants 

and no potential participants were identified in the second recruitment site.  

Looking back, I wonder whether there was more I could have done to overcome 

some of these barriers (e.g., streamlining the informed consent process by using e-

consent forms) or whether they were inevitable products of the scope of the project and 

the incredibly challenging times both families and services were facing.  

 

5.3. Delivering video NET  

 

The intervention delivery was one of the most enjoyable aspects of my project. I was 

fortunate to be able to attend further training with the clinicians who developed NET just 

before I began my sessions with participants, which renewed my confidence in using this 

approach and adapting it to remote delivery. At that point, I had also gained significant 

experience of delivering therapy via MST on placement, including with highly complex 

young people. It was extremely rewarding to witness participants becoming increasingly 

more comfortable opening up about their traumatic experiences, and, in some cases, 

reporting substantial improvements. Even in those cases where I felt NET was insufficient, 

it meant a lot to me to hear from care-coordinators, perhaps a few months later, that our 

sessions had been instrumental in moving some young people forward in their recovery, 

and that they were now in a place where they could be discharged. At times of high stress, 

these pieces of feedback helped me remind myself why this project was worthwhile. I have 

also greatly enjoyed the opportunity to use supervision to discuss the progression of the 

therapies with my primary supervisor, which helped me refine my delivery skills and 

manage the inevitable deviations from the treatment protocol.  

Nonetheless, delivering the intervention was not without its challenges. Firstly, the 

timing of recruitment meant that I was seeing multiple participants at the same time, which 

resulted in my study days being almost entirely occupied by sessions, supervision, writing 

progress notes, transcribing trauma narratives, and liaising with several CAMHS clinicians. 

Secondly, I inevitably found myself liaising with parents, who, for all but one participant 
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who had a guardian, were also trauma survivors who experienced DV. Participants 

themselves had complex needs and were often struggling with school- or peer-related 

issues; at times, this made it difficult to strike a balance between making them feel heard 

to preserve the therapeutic relationship and maintaining the focus on their traumatic 

experiences. This helped me reflect on the relative advantages and disadvantages of the 

dual role of therapist-researcher. On the one hand, the fact that I delivered NET myself 

limited therapist confounders, greatly helped me develop my therapeutic skills, and gave 

me a richer understanding of my data. On the other, the dual role lent itself to blurring the 

boundaries of my involvement, including in terms of holding clinical responsibility around 

risk, attending to participantsô other needs, and managing expectations from families and 

clinicians. My stress levels were also compounded by the additional demands I had at the 

time (e.g., course assignments and placement, personal circumstances) and the indirect 

exposure to traumatic material. Although I was fortunate to have a space in supervision to 

discuss and manage the emotional impact of the work, I cannot deny that this was an 

incredibly strenuous time in my training experience. 

I can also relate to my participantsô mixed experience of the video delivery aspect. 

Delivering NET remotely made it logistically easier to arrange sessions, as well as 

reducing the burden on services (e.g., provision of clinic spaces) and the need for me and 

participants to travel to clinics. At the same time, I wonder whether face-to-face delivery 

would have suited some participants better or would have impacted on recruitment and 

engagement once the national Covid restrictions began to ease. 

In hindsight, I do not regret making the choices I made with regard to my role and 

the therapy delivery, as they were based on careful consideration of the current 

circumstances and made to the best of my knowledge at the time. 

 

5.4. Clinical and research supervision  

 

I already mentioned the benefits of using supervision as part of this project to ensure 

treatment adherence and competency, as well as to deal with the emotional impact of 

trauma-focused work. Additionally, I found supervision essential to understand therapeutic 

change and my data in the context of the theoretical principles underpinning NET. For 

example, several supervision discussions were dedicated to exploring observed changes 

(or lack thereof), whether captured by measures or inferred from participantsô in-session 
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comments, in light of the concept of fear networks and the theoretical assumption that fear 

networks need to be entirely decommissioned for symptom change to occur.  

My supervisor and I also often wondered about the saliency of certain traumatic 

events for participants, and whether the order in which such events were discussed 

impacted upon the timing of changes. I believe these discussions increased my 

understanding of NET theoretical assumptions and facilitated the process of linking theory 

and practice. At the same time, they also highlighted instances in which NET theory was 

perhaps limited in its explanatory power. For example, several participants talked about 

how experiences of not being believed, not feeling protected by their mothers or perceiving 

that their mothers took the violent fathers/stepfathersô side against them, were in 

themselves traumatic. This prompted discussions on how these óstonesô could be better 

understood as ruptures in the attachment relationship in light of attachment theory 

(Bowlby, 1890), or as perceived absence of an óholding environmentô, from the perspective 

of object relations theory (Winnicott, 1953, 1960). 

 

5.5. Single -case design and data analysis  

 

Although I felt fairly confident in my research skills at the time of starting training, my 

experience was largely in quantitative group designs. Designing the project as a single-

case study series, and later applying the relevant analyses, was certainly a challenge, 

although one which I regard as a significant progression in my development as a 

researcher. I was fortunate to be able to refer to existing thesis projects that used a similar 

methodology, but at times I found myself overwhelmed by the vastity of literature on any 

given topic (e.g., single-case effect size indices) and felt I lacked the necessary knowledge 

to make informed decisions. I also had to familiarise myself with new statistical software (R 

studio and SMA) to undertake some of the analyses, and do extensive reading to identify 

appropriate clinical and non-clinical norms for the RC and CSC calculations. Upon 

reflection, this process was effortful but valuable, as this depth of consideration gave me 

the confidence to provide a clear rationale for my methodological choices. It also gave me 

a clearer understanding of the challenges of reconciling methodological rigour with the 

realities of doing research in the context of clinical practice. 

Another significant learning experience was making sense of my data and 

triangulating findings from multiple sources (i.e., quantitative self-report, physiological data, 

and qualitative results from interviews). I found it especially difficult to separate my clinical 
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impressions and inferences from a more data-driven interpretation of the findings, whilst at 

the same time trying not to lose a psychological lens. Because of the clinical focus of the 

project, I often found myself generating hypotheses that would be more akin to a clinical 

formulation but were insufficiently substantiated by the data I formally collected. For 

example, it was frustrating to be limited in my ability to use additional information, e.g., 

anecdotal feedback from parents and CAMHS clinicians, that, if formally collected, would 

have added a layer of context to my findings.  

Overall, I am satisfied with my learning on SCDs and I believe that their suitability to 

explore change at the individual level makes them a good fit for my interest in clinically-

driven research. 

 

5.6. Writing up and putting research in context  

 

The final stage of my project involved writing it up and linking it to the relevant theoretical 

and empirical literature. At this point, I found myself feeling exhausted from the demands 

of third year, the numerous challenges with my research, and over two years of living 

through a global pandemic. It is fair to say that pulling together almost three years of 

research was demanding and a lengthier process that I perhaps anticipated. At the same 

time, I was able to appreciate better how this final piece of work built on other research 

outputs I produced over the course of training, e.g., a systematic literature review, and how 

it fits within a broader scientific context. As I mentioned elsewhere in this thesis, the 

majority of NET empirical research focuses on adults in low- and middle-income countries. 

It was interesting to reflect on what aspects of my findings could be explained by 

differences in context, e.g., NET delivered to traumatised adolescents who accessed UK 

mental health services, and what broader insights could be gained about if and how this 

therapeutic approach works.  

It was also interesting to see my research in light of the ongoing debates on the 

most effective treatments for complex trauma presentations, particularly for young people. 

In fact, NET could be seen as a stand-alone treatment, as a óphase twoô treatment to 

facilitate trauma processing as part of a phased intervention, or a component of a broader 

care plan. Although addressing these issues explicitly was beyond the scope of my 

project, my sense is that NET can be a helpful approach to support young people to share 

and make sense of their experiences; however, this may need to happen whilst 

considering the systemic factors at play in the young personôs life, such as school and 



Page 173 of 314 
 

family dynamics, and intervening to meet these additional needs. In conclusion, I believe 

this final stage of my project will influence both my use of NET in clinical practice and my 

thinking about future research routes to explore in my qualified role. 
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Appendix A:  Studies included in the systematic review  

Table 2  

Characteristics of Studies Included 

N Author,  
(Year), 
Location,  
Language  

Study  
Design,  
Type of literature  

Sample size and 
characteristics (N, 
age, gender,  country 
of origin, known 
diagnoses and other 
presenting 
problems)  

Trauma 
exposure (type, 
mean number of 
events/trauma 
types)  

Treatment(s)  
(protocol, 
length, 
setting of 
delivery)  
 

Control 
(treatment 
and sample 
size) 

Outcome 
measures  
(primary and 
secondary)  

Follow -up (months)  

 
1 

Catani et al., 
(2009), 
Sri Lanka, 
English 
 

RCT, 
Peer-reviewed 

N = 16 (NET arm) 
 
M Age = 11.6 yrs (NET 
arm) 
 
Age range = 9.6 ï 
13.6 yrs (NET arm) 
 
Mixed gender 
 
Sri Lanka 
 
PTSD (preliminary) 

Natural disaster 
(tsunami) and war 
 
M types = 4.4 

KIDNET 
 
6 sessions 
(60-90 minutes 
each). 
 
Temporary 
settlements for 
Tsunami 
survivors 

 MED-
RELAX 
 
6 sessions 
(60-90 min 
each) 
 
N = 15 

UCLA PTSD Index 
for DSM-IV, 
5-item 
questionnaire on N 
of psychosocial 
functioning 
problems, 5-item 
questionnaire 
N physical 
complains. 
 

1 (post-test), 6 

2 Hermenau et 
al., (2011) 
Study 2 
Tanzania, 
English 

Repeated measure, 
Peer-reviewed 

N = 38 
 
M Age = 8.64 yrs 
 
Age range = 3-16 yrs 
 
Mixed gender 
 
Country of origin NR 
 
PTSD, MDD, 
aggressive behavior 

Violence in the 
family 
M types = 5.59 
 
Violence in the 
orphanage 
M types = 4.0 
 
Violence in  
school and 
neighborhood  
M types= 3.99 

KIDNET 
 
5-6 sessions 
(90 minutes 
each), 
 
New 
instructional 
system 
(training 
sessions with 
orphanage 
caretaker) 

None UCLA PTSD Index 
for DSM-IV, 
SDQ ï self-report 
version, 
CDI 

None 
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Orphanage 

3 Isoaho et al., 
(2015) 
Finland, 
Finnish 

Case study, 
Grey literature 
 

N = 1 
 
Age = 17 yrs 
 
Female 
 
Finland 
 
PTSD, 
Significant levels of 
internalizing and 
externalizing problems 
(GR) 

Abuse in child 
welfare facility, 
accident resulting 
in physical injury 
 
ñcomplex 
traumatizationò, N 
NR 

KIDNET 
 
9 sessions 
(duration NR) 
 
Setting NR 

None CRIES-8, CDI, 
SDQ SR and GR, 
SAMT, TMQQ, C-
PTCI 

4 

4 Kangaslampi 
& Peltonen, 
(2020) 
Finland, 
English 

RCT, 
Peer-reviewed 

 
N = 29 (NET arm) 
 
 
M Age = 13.4 yrs (NET 
arm) 
 
Age range = 10.7-16.1 
yrs (NET arm) 
 
Mixed gender 
 
Finland, Afghanistan, 
Iraq, other 
 
Significant levels of 
PTS 

Refugeedom and 
family violence 
 
ñMultiple traumatic 
eventsò and 
percentages of 
children exposed 
to each trauma 
type. 
 
N NR 

KIDNET 
 
7-10 sessions 
(90 minutes 
each) 
 
 
Primary and 
secondary 
care, specialist 
units within 
Finnish NHS 
 

TAU 
 
N = 21 
 

CRIES, CPTCI, 
TMQQ 

3  
 

5 Onyut et al. 
(2005), 
Uganda, 
English 

Repeated measure, 
Peer-reviewed 

N = 6 
 
M Age = 15.3 yrs 
 
Age range = 13.9-16.7 
yrs 
 
Mixed gender 
 
Somalia 
 
PTSD, 

War, organized 
violence, 
refugeedom 
 
 ñmultiple (é) 
eventsò 
  
N NR 
 

KIDNET 
 
4-6 sessions  
(60-120 
minutes each) 
 
Refugee 
settlement 

None CIDI ï sections K 
(PTSD) and E 
(depression) 

9 
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MDD, significant levels 
of internalizing and 
externalizing problems 

6 Peltonen & 
Kangaslampi 
(2019), 
Finland, 
English 
 

RCT, 
Peer-reviewed 

 
N = 29 (NET arm) 
 
M Age = 13.4 yrs (NET 
arm) 
 
Age range = 10.7-16.1 
yrs (NET arm) 
 
Mixed gender 
 
 Finland, Afghanistan, 
Iraq, other 
 
Significant levels of 
PTS 

Refugeedom and 
family violence 
 
ñMultiple traumatic 
eventsò and 
percentages of 
children exposed 
to each trauma 
type. 
 
N NR 

KIDNET 
 
7-10 sessions 
(90 minutes 
each) 
 
 
Primary and 
secondary 
care, specialist 
units within 
Finnish NHS 
 
 

TAU 
 
N = 21 
 

CRIES, 
DSRS, 
CYRM, SDQ ï SR 
and GR 

3  

7 Ruf et al., 
(2010), 
Germany, 
English 
 
 

RCT, 
Peer reviewed 

N = 13 (NET arm) 
 
M Age = 11.5 yrs (NET 
arm) 
 
Age range =8.3 -14.7 
yrs (NET arm) 
 
Turkey, Balkan, Syria, 
Chechnya, Russia, 
Georgia, Germany 
 
Significant levels of 
PTS, 
MDD, Separation 
Anxiety Disorder, 
ADHD, Phobic 
Disorder, Dysthymia, 
SAD 

Physical violence, 
war, sexual 
abuse, painful or 
scary medical 
treatment, hearing 
about the violent 
death of a beloved 
one, exposure to 
aversive images, 
natural disasters 
 
M events = 4.1 
 

KIDNET 
 
7-10 sessions 
 
(90-120 
minutes each) 
 
Research 
Outpatient 
Clinic for 
refugees 

Waiting list 
 
N = 13 

UCLA PTSD Index 
for DSM-IV, 8 item 
questionnaire on 
degree of  
functional 
impairment, MINI 
KID, RPM 

1 (post-test), 6, 12 

8 Said & King 
(2020), 
United 
Kingdom, 
English 

Case series, 
Peer-reviewed 

N = 4 
 
M Age = 16.5 yrs 
 
Age range = 16-17 yrs 
 
Mixed gender 

Natural disaster, 
physical violence, 
war, organized 
violence, 
witnessed deaths, 
stressful or 

KIDNET,  
9-20 sessions 
 
(duration NR) 
 
psychology 
review, 

None CRIES-8, CPSS-5, 
semi-structured 
interview on 
experience of NET, 
frequency of self-
harming behavior, 

None 
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Sudan, Vietnam, and 
Albania. 
 
 
Severe PTSD, 
sucidality, self-harm 
 

frightening 
medical procedure 
 
M types= 7 
 
 

psychological 
skills 
management 
group, case 
management 
 
Dedicated 
CAMH service 
for people 
from refugee 
background 
within British 
NHS 

presence of suicidal 
ideation 

9 Schauer et 
al., (2004), 
Uganda, 
English 
 

Case study, 
Peer-reviewed  

N = 1 
 
Age = 13 yrs 
Male  
 
Somalia 
Clinical levels of PTS 

War and 
organized 
violence, 
refugedoom 
 
N events = 
approximately 4 

KIDNET 
 
4 sessions 
 
(60-90 minutes 
each) 
 
Refugee 
settlement 

None PDS 6 (post-test) 

Notes. CAMHS = Child and Adolescent Mental Health Service; CDI = Childrenôs Depression Inventory; CIDI = Composite International Diagnostic Interview; CPSS-5 = Child PTSD 

Symptom Scale; C-PTCI = Child Post-Traumatic Cognitions Inventory; CRIES = Child Revised Impact of Event Scale; CYRM = Child and Youth Resilience Measure; DSRS = 

Depression Self-Rating Scale for Children; KIDNET = narrative exposure therapy for children and adolescents; M = Mean; MED-RELAX = meditation-relaxation;  MINI KID = Mini-

International Neuropsychiatric Interview ï Child version; N = Number; NET = narrative exposure therapy; NHS = National Health Service;  NR = Not reported; PDS = Posttraumatic 

Stress Diagnostic Scale; PTS = posttraumatic stress; RCT = Randomized controlled trial; RPM = Ravenôs Progressive Matrices; NR = Not reported; PDS = Posttraumatic Stress 

Diagnostic Scale; PTS = posttraumatic stress; RCT = Randomized controlled trial; RPM = Ravenôs Progressive Matrices; SAMT = Semantic Autobiographical Memory Test; SDQ = 

Strengths and Difficulties Questionnaire; TMQQ = Trauma Memory Quality Questionnaire; UCLA PTSD Index for DSM-IV = University of California Los Angeles Post-traumatic 

stress disorder Index for Diagnostic and Statistical Manual - 4th edition.  
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Appendix B: Sponsorship statement from University of Nottingham  
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Appendix C: Research Ethics Committee Favourable Opinion Letter  
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Appendix D: Health Research Authority Approval Letter  
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Appendix E: Non -substantial amendment summary and acknowledgment (NSA01, 23rd April 2021)  
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Appendix F: Non -substantial amendment summary and acknowledgment (NSA02, 15 th October 2021)  
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Appendix G: Non -substantial amendment summary and confirmation of HRA and 

HCRW approval   (NSA03, 28 th March 2022 and 5 th April 2022 )  
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Appendix H: Confirmation of capacity and capability from R&D departments  
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Appendix I: Clinical Trials registration email  
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Appendix J: Participant Information Sheets, 12 -15 years version (NHCFT and LPFT)  
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Appendix K: Participant Information Sheets, 16 -17 years version (NHCFT and LPFT)  

 

 
 










































































































































