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Abstract

This analogue study reports data on the efficacy of group debriefing in the
mitigation of distress, for a stressful video which had two levels of severity. It also
provides a new procedure for use in experimental psychopathology studies. One hundred
and nineteen participants were shown one of two stressful videos and, subsequently, 67
participants received group debriefing whilst 52 participants acted as a control. A
statistical difference was found between the two groups for level of distress at follow-up,
with those who had watched the more stressful video scoring higher on video distress and
trauma type symptomatology than those who watched the less stressful video. This was
particularly the case for those who received debriefing — adding further caution to the

longer term effects of systematised group interventions following harrowing events.



The purpose of this study was to examine whether the efficacy of group debriefing
to mitigate distress differed according to the severity of a stressful video of paramedics
attending the scene of a car accident and whether video severity manipulation had any
effect on distress. Psychological debriefing is a generic term for a range of brief crisis
intervention models, which primarily aim to mitigate trauma related psychopathology,
particularly that of Post Traumatic Stress Disorder (PTSD; Devilly, Gist, & Cotton, 2006;
McNally, Bryant & Ehlers, 2003). Such interventions are usually provided within 72 hours
following the trauma and usually involve strategies which aim to promote some degree of
client ventilation, education, and emotional processing. Group debriefing refers to the
administration of psychological debriefing to a group of individuals. A recent analogue,
randomised, controlled trial of group debriefing found that there was no significant
difference on measures of affective distress and trauma symptoms for those who received
group debriefing compared to those who did not after watching a reasonably distressing
video (Devilly & Annab, in press). This finding is consistent with the growing body of
evidence that individualised psychological debriefing is at best ineffective and at worst
harmful (Litz, Gray, Bryant and Adler, 2002; McNally, Bryant & Ehlers, 2003; Rose,
Bisson & Wessely, 2004; van Emmerik, Kamphuis, Hulsbosch, and Emmelkamp, 2002).
However, it could be claimed that an analogue study cannot be an ecologically valid
substitute for real-life trauma as it is inherently unable to cause differential and trauma-like
distress based upon stimulus-type presentation. This study also speaks to this concern.
Were this methodology not ecologically valid we would not see any trauma-like symptoms
in our participants and differential presentation severity would not lead to differential
trauma-like symptom severity.

There is some evidence to suggest that, those who receive debriefing following

events which produce psychological disequilibria, are at greater risk of failing to reach



resolution. Mayou, Ehlers and Hobbs (2000) found that for their group of car accident
victims there was no difference between an individualised debriefing intervention and non-
intervention 4 months post-injury, whilst 3 years later those who received the debriefing
intervention were significantly more symptomatic - failing to improve over time.
However, it was those who were most distressed following the event whom appeared to be
most deleteriously affected by debriefing. There are no direct research data which have
looked at the possible causes for this result.

No previously published study has compared group debriefing for two differing
levels of stressor severity due to the inability to manipulate this variable. The aim of the
current research was to examine the impact of video severity upon the level of distress
reported by participants: a) directly after viewing the video, b) after debriefing; and c) one
month later. This study also aimed to examine the impact of debriefing upon participant
distress. It was hypothesised that (1) those in the ‘disfigured face’ group would report
higher levels of distress both in session 1 and follow-up compared to the ‘body only’
group; and (2) that, combined, these data would show no difference in the level of distress
for those who received debriefing compared to those who did not.

Method
Participants and group allocation

One hundred and twenty-four participants, 56 males (M,ge = 28.52, SDyge = 10.84)
and 68 females (Mage = 26.47, SD,. = 10.43), were initially recruited through the
University and local papers. Of these 124 participants, 5 were to be used for piloting the
intervention, leaving 119 participants for intended analyses. Group 1 (n = 58) consisted of
18 males (Mage = 24.44, SDyge = 7.42) and 40 females (Myge = 24.28, SDyee = 9.13), and
group 2 (n = 61) consisted of 34 males (Myge = 29.96, SDyge = 11.56) and 27 females (Moge

=31.36, SDyge = 11.97).



For the purpose of this report, two pre-existing data sets were used. As has been
previously reported in Devilly & Annab (in press), group 1 watched a video of paramedics
attending the scene of a car accident, and they were shown a deceased body at a distance
(the ‘body only’ video). Group 2 watched the same video, with an additional 5 seconds of
footage at the end which showed the deceased’s severely disfigured face (the 'disfigured
face’ video). The same methodology that was used in Devilly & Annab (in press) was used
for study 2. There were two overall aims of study 2: 1) to investigate the efficacy of group
debriefing in mitigating stress reactions; and 2) to investigate the impact of group
debriefing upon eyewitness memory for a traumatic event. Results relating to the impact of
group debriefing upon eyewitness memory for a stressful event have been previously
reported in this journal by Devilly et al (2007). That aspect of the study showed that
participants who had been debriefed with a' confederate present who provided
misinformation during the debriefing were more likely to incorporate this misinformation
into their actual memory of the event and were more confident in such incorrect answers
than for correct responses. However, the emotional response data described in this study
had never been analysed or presented before. Furthermore, the data from study 1 and study
2 had never before been compared and, to our knowledge, no similar study had conducted
such comparisons.

For the original study involving group 1, participants were randomly assigned to
receive either group debriefing or given tea and biscuits and allowed to talk amongst
themselves. For the original study involving group 2, participants were randomly assigned
to one of three conditions: group debriefing; group debriefing with a confederate; or
control (tea and biscuits). For the group debriefing with a confederate condition, a
confederate provided participants with misinformation directly related to central and

peripheral aspects of the video. This misinformation was given to test a hypothesis related



to memory, and did not target the participants emotional interpretation of the event.
Statistical examination revealed that there were no differences between the debriefing and
the debriefing with a confederate group for any of the demographics, nor for distress in
either session 1 or at follow-up. As such, the debriefing and debriefing with a confederate
groups were combined for the present analyses.

Setting & Procedure

Participants were randomly assigned to groups of between 5 and 11 people. These
groups completed pre-trial assessment measures and then watched a video of paramedics
attending the scene of a road traffic accident. Those in group 1 saw only up to a dead body
lying on a sheet (see Devilly & Annab, in press for more detail) while those in group 2 saw
an extra five seconds which focused on the disfigured face of the body (see Devilly et al.,
2007, for more detail). Participants then completed a few more questions and then either
received group psychological debriefing (described below) or were allowed to mingle
freely and talking amongst themselves, with access to tea and biscuits. After this
conditional assignment the group completed more questionnaires and were then followed-
up four weeks later, sending their replies via the mail service.

Treatment groups were provided with a 40 to 50 minute session of psychological
debriefing based on the seven stage Critical Incident Stress Debriefing (CISD) model of
group debriefing, led by a psychologist specialised in the treatment of trauma and PTSD
Following an initial introduction (Stage 1), participants were encouraged to talk about
what they saw (Stage 2), thought (Stage 3) and felt (Stage 4) about the video. Participants
were then queried about experiencing any stress responses to watching the video (Stage 5),
after which components of the normal stress reaction were then discussed (Stage 6).
Finally, participants were asked if they had any questions regarding what they had just
discussed, before being provided with contact details of both the debriefer and facilitator,

in case any further issues, concerns or general questions should arise following the session.



Treatment adherence ratings were made by the non-treating researcher present in study 1
and by an ‘audio visual expert’ in study 2. The study 2 ‘audio visual expert’ acted as a
confederate in that he helped to set up the video equipment and was also tasked with rating
treatment adherence by the debriefer. This rating was conducted without the knowledge of
the participants, but the debriefer was aware of this procedure.

Measures

Demographics. General demographics were collected and included age, sex,
exposure to similar audio visual material and motor vehicle accidents, sensitivity to the
sight of blood and mental health service history.

Distress. A single item was used to evaluate distress. Participants were asked to
rate “How distressing did you find the video?” on a 5-point Likert type scale (I = not at
all, 5 = extremely). This was assessed at three time points: a) directly after the video before
intervention was provided; b) after the intervention; and c) one month after viewing the
video.

The PTSD Symptom Scale- Self-Report (PSS-SR). Although no attempt was made
to induce PTSD an assessment was made of the level of intrusions, avoidance and arousal
caused by the video four weeks after participants had viewed it using the PTSD Symptom
Scale - Self-Report (PSS-SR; Foa, Riggs, Dancu & Rothbaum, 1993). This questionnaire
is based upon the Diagnostic & Statistical Manual of Mental Disorders — 4™ Edition
(DSM-1V; APA, 1994) criteria for trauma symptomatology, and contains items assessing
the 17 PTSD symptoms which make up the three clusters and assesses incapacity due to
these problems. The measure displays excellent internal and temporal reliability (Foa et
al., 1993). For this experiment ‘the event’ was the video, and for analysis purposes the
summed intrusions, avoidance and arousal score was termed ‘trauma-type

symptomatology’.



The Depression Anxiety Stress Scale-21 (DASS-21). The short form version of the
Depression Anxiety Stress Scale (DASS: Lovibond & Lovibond, 1995) self-report
inventory was used to measure affective distress. Each of the three subscales assessing
depression, anxiety and stress comprise seven 4-point severity/frequency scales ranging
from 0 (Did not apply to me at all) to 3 (Applied to me very much, or most of the time).
The scale has demonstrated good reliability and validity (Antony, Bieling, Cox, Enns &
Swinson, 1998; Lovibond & Lovibond, 1995). This measure was used to gauge negative
affect / underlying mood over the course of the study.

Results

Of the 124 participants, five people were removed from the analyses because they
constituted a pilot sample and a further person was removed because she failed to
complete the follow-up phase. A missing data point for age was found for a male
participant. This value was replaced with the average score of all other males in this same
condition. Analyses were conducted using the Statistica (version 6.1; Statsoft, 2004) and
ClinTools (version 4.1; Devilly, 2007) statistical packages.

An examination of the demographic variables revealed a significant difference
between Study 1 and Study 2 for age (£(1,117)=11.51, p<.001), with Study 2 (M=30.74,
SD=11.71) significantly older than Study 1 (M=24.33, SD=8.57; Hedges’ g=0.62). Further
analysis showed that there was not a significant correlation between age and distress, nor
age and trauma-type symptomatology (as measured by the PSS). Likewise, there was a
disproportionate gender ratio across the two studies, with Study 1 having proportionately
more females than males, and study 2 having more males than females (x*(n=119)=7.38,
p<.01; Phi=0.25). Also, gender did not predict outcome within each study. Although these
variables had no effect on the interpretation of the main hypotheses, both were used as

covariates in all the following analyses as they did have an effect on the interpretation of



mood change over time. No significant differences were found between Study 1 and Study
2 for any of the other demographic items. Means and standard deviations for distress and
trauma type symptoms caused by the video are presented in Table 1.
INSERT TABLE 1 HERE
A 2 (video severity; ‘disfigured face’ x ‘body only’) by 2 (condition; debriefed x
non-debriefed) repeated measure (post-video, after condition, follow-up) ANCOVA was
conducted on the reported distress caused by the video. A significant interaction effect was
found for condition and video severity (F(1,113)=5.73, p<.02), with debriefed and non-
debriefed reacting differently depending upon the nature of the video shown. In particular,
those who viewed the more severe ‘disfigured face’ video and who received debriefing
reported significantly higher levels of distress (overall) than those who viewed the ‘body
only’ video and received debriefing (F(1,63)=7.84, p<.007; ¢ = 0.70) . The full
relationship is shown in Figure 1.
INSERT FIGURE 1 HERE
There was also an interaction effect for time and video severity (£(2,226)=3.47,
p<.04). More specifically, looking at univariate analyses, those who saw the ‘disfigured
face’ video reported significantly greater levels of distress by follow-up (Corrected
M=3.20, SD=1.06) than those who saw the ‘body only’ video (Corrected M=2.73,
SD=1.01; F(1,115)=5.57, p<.02; §=0.51). As can be seen from figure 2, those who saw the
‘disfigured face’ reported a higher level of distress at all three time points, and this
difference became accentuated over time.
INSERT FIGURE 2 HERE
A 2 (video severity; ‘disfigured face’ x ‘body only’) by 2 (condition; debriefed x
non-debriefed) MANCOVA was conducted on reported trauma-type symptomatology (as

measured by the PSS at follow-up; Intrusion, Avoidance, Arousal). Once again, a



significant effect was found for video severity. Those who viewed the ‘disfigured face’
video reported significantly higher levels of trauma-type symptomatology, related to the
video, than those who viewed the ‘body only’ film (F(3,111)=5.34, p<.002). In particular,
univariate analysis demonstrated that those who saw the °‘disfigured face’ reported
significantly more intrusions (£(1,113)=14.02, p<.001; ¢ = 0.69) and avoidance
behaviours (F(1,113)=5.42, p<.03; ¢ = 0.38) than those who saw the ‘body only’. Raw
means and standard deviations are presented in Table 1. There was no significant
difference in trauma-type symptomatology for the condition of those who received
debriefing compared to those who did not receive debriefing (F(3,111)=0.92, ns), and no
interaction effect of video severity and condition (F(3,111)=.69, ns).

While distress and trauma-type symptomatology was related entirely to the video,
general mood was gauged for two reasons: (1) to look for conditional differences; and (2)
to ensure the research paradigm had not had more deep seated negative effects on the
participants. A 2 (video severity; ‘disfigured face’ x ‘body only’) by 2 (condition;
debriefed x non-debriefed) ANCOVA was conducted on negative affect (as measured by
the DASS-21 before watching the video and at 4 week follow-up). There were no
significant effects related to mood over time, between video severity conditions or
between intervention conditions (p<.05).

Discussion

This study aimed to examine the impact of video severity upon the level of distress
reported by participants caused by the video. Contrary to expectation those who saw the
more severe video (‘disfigured face’) did not display higher levels of distress both a)
directly after the video and b) after intervention (debriefing or being given tea and coffee),
compared to group 1. However, those who saw the more severe video did report

significantly higher levels of distress caused by the video at follow-up than those who



viewed the less severe video (‘body only’). This was further supported with the result that
trauma-type symptoms were also more prevalent in the more severe video condition at
follow-up. These results tend to support the hypothesis that manipulation of an analogue
trauma stimuli can have affective and trauma-type symptomatic corollaries — supporting its
use in experimental psychopathology studies. However, it also suggests that, generally, it
takes time for these effects to incubate to the point where differences are apparent, an
outcome paralleling clinical sample results (e.g., Bisson, Jenkins, Alexander & Bannister,
1997).

It was also found that those who were shown the more severe video and received
debriefing were those who rated the video as most distressing (overall) — possibly arguing
in favour of the hypothesis that debriefing pathologises experiences once the event is past
a certain threshold of distress. Devilly, Gist & Cotton (2006) have argued that the
mechanisms that may be responsible for this include pathologising of normal human
reactions through the priming and prepping of symptoms during the education phase of
debriefing, heightening arousal and threat appraisal through serial revivification and not
allowing distancing from the event (which has been found to be predictive of successful
adaptation; Charlton & Thompson, 1996). It also appears time had less of an attenuating
effect on those in the more severe condition. These results need careful consideration in
light of the results of Mayou et al (2000). These researchers found that those who were the
most distressed directly after an event, and who received individualised debriefing, were
those who were most likely to not display resolution over time. Taken together with the
current results, this suggests that presentation / trauma severity may require a threshold
over which any negative effects of intervention become apparent. In other words, if one
were to see debriefing as providing a message of human fragility to recipients and a certain

level of threat / disgust is reached, then the internalising of the perceived horror by those



most distressed (as might be occurring with debriefing) may explain some variance of the
maintained distress. However, we should keep in mind that it was only possible to collect
trauma-type symptomatology at one time point for the present study, therefore initial
trauma-type score could not be used as a predictor of later response to debriefing, as did
Mayou et al (2000).

It should also be noted that in both studies negative affect did not significantly
increase over time (the means in all conditions actually decreased). Such a result adds
weight to the argument that this methodology does not create any long-lived harm to the
participants or is ethically questionable. While the PSS and distress items were specifically
related to the video content, the items of the DASS-21 measured underlying mood and
pathological presentations. The results clearly show that our participants did not increase
in pathology over time, whilst the debriefing did have a negative impact on how
distressing people found the video in the more severe condition. It should also be stressed
that rigorous safeguards were applied during this study, such as warning people who had
recently lost loved ones in car accidents that continuation in this study was inadvisable,
providing psychological referrals should anyone be unduly upset (as is the norm with
CISD anyway) and conducting a 9 month email follow-up to check on the emotional
welfare of the participants.

Overall, the findings of the current study suggest that group debriefing did not
decrease participants’ distress and adds to the growing body of literature which suggests
that routine use of non-targeted, highly systemised debriefing is inadvisable (e.g. Van
Emmerick, Kamphuis, Hulsbosch & Emmelkamp, 2002). The present study also suggests
that further analogue studies using differing levels of trauma severity is feasible and
warranted, and that field studies into group debriefing and other new strategies aimed at

preventing pathology should be conducted before their use is sanctioned.
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Table 1.

Means And Standard Deviations For Distress Directly After Watching Video, After

Intervention And At Follow-Up.

Viewed ‘body only’ Viewed ‘disfigured face’

video® video®

X (SD) X (SD)
Distress directly after video 3.19 (91) 3.38(1.00)
Distress after intervention 3.14 (91) 3.39(1.14)
Distress at follow-up 2.74 (.98) 3.26 (1.03)**
PSS Avoidance 1.66 (2.12) 2.69 (3.11)*
PSS Intrusions .69 (1.06) 1.95 (2.31)**
PSS Arousal 1.88 (2.29) 1.90 (2.61)
PSS Total 4.22 (4.61) 6.54 (7.05)*

Note: *n = 58, ° n = 61; Intervention = debriefing or given tea and biscuits; *p<.05;

**p<.001



Figure 1.

Level Of Distress (Overall) For Those Who Did And Did Not Receive Debriefing.
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Figure 2.

Distress Directly After Video, After Intervention and at Follow-up for Study 1 and Study 2
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